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Friday 3/11-Saturday 3/12: 

After a long journey with flight delays and rebookings, Marcella and Catherine, the UNC OB/GYN Global 
Health Fellows very kindly stayed up late and picked me up at the airport 2 am.  I went to their house 
and spent the first night on their couch.  They have “load shedding” in Lusaka, meaning that power is cut 
at various points during the day to save electricity.  As Marcella and Catherine’s power cuts are from 
midnight to 8 am, there was no water for a shower when I arrived.  I brushed my teeth with a solar 
powered lantern, then went to bed.   

 

Sunday 3/13: 

The next morning, I woke up and finally got to take a shower!  And the water was warm!  Then 
Catherine drove me to Caity’s house where I am staying for my 3 weeks in Zambia.  It is a small house 
with 2 bedrooms and one bathroom in a compound with a nice garden with avocado and fruit trees. She 
rents the house from a girl who went to South Africa for a year to get an MBA, and with the house came 
2 cats!  The cats are named Todd and Priscilla.  Todd is orange and white, and reminds me a bit of Oscar, 
one of my own two cats back home.  Priscilla is a gray tabby.  The best part of the house---no power 
cuts, and wifi.  Great for Skyping with family and checking email, etc.  

Caity is originally from Zambia and she works a speech therapist at UTH.  Her parents live on a farm in 
rural Zambia about 4 hours from Lusaka.  She is a second generation Zambian, and her family is from 
South Africa before that.   Caity attended secondary school and “uni” in South Africa, so she says she 
feels like she’s from both Zambia and South Africa.  She’s incredibly friendly, and wants me to feel 
completely at home. 

My room is small, but comfortable.  I have a bed with an insecticide net, and a set of drawers for 
clothes.  I have a small window and a lamp.  The windows throughout the house are always open and a 
cool breeze comes thorough.   

Catherine took me to get a SIM card and minutes/data at Crossroads shopping center.  I also got 
groceries at Spar and money from the ATM.  The grocery store has plenty of selection and aside from 
boxed milk and un-refrigerated eggs, most things are pretty familiar.   

Almost immediately after being dropped back with Caity, it was off to MandaHill, the largest mall in 
Lusaka.  We went to Game which is the equivalent of Wal-Mart, as well as several other stores to buy 
printer cartridges, laminating paper, and other supplies Caity needed for her speech therapy work.  I was 
surprised at how big and fancy the malls were and how much discretionary income people here seem to 
have, making me think that the area is better off than expected. 

Caity decided that she wanted to get her ears pierced, but couldn’t find a place with the right piercing 
gun and earrings. After getting home, Caity had me actually pierce her ears myself with a needle, apple 
slice, and ice.  I couldn’t believe that she had known me for only a few hours and wanted me to pierce 
her ears!  I was super nervous, but luckily it went well.  



We met up with 2 of Caity’s friends after that, Amy a 21 year old Zambian who owns a deli and her 
cousin Neal, who recently moved here from England.  We joined them for lunch at a restaurant called 
“John Dory’s.”  Amy’s family is originally from Zimbabwe, but moved to Zambia about 10 years ago when 
Zimbabwe started having political troubles.  She is dating someone who owns another restaurant, called 
“The Orange Tree,” which is supposed to be a popular restaurant in the area.  

After lunch, we headed back to Caity’s house and she took me for a walk in her neighborhood.  There 
are flowering trees, giving the neighborhood and overall tropical look.  There are walls with barbed wire 
around every home, and some of the roads are only red dirt.  The roads that are there are busy and not 
well-maintained.  Mini busses filled with people drive by. There are several other families out walking as 
well.  The area has a lot of diversity, with white, black, and Indian Africans all co-habiting peacefully.  

We got back from the walk just in time for Catherine to pick me up and take me to her friend Nica’s 
house for dinner.  We picked up Indian food take-out on the way and Catherine told me about the 
recent economic downturn in Zambia.  She said that most of the electricity in Zambia is from 
hydroelectric dams, and the rainy season has not had enough water this year to run them at capacity.  
That’s the reason for the “load shedding” and also the reason why many of the copper mines, Zambia’s 
main industry, have shut down.  Without their main export, Zambia’s kwatcha is now 11/$USD, where as 
it was 5/$USD just a few months ago.  Lots of people have been laid off, but things are starting to get a 
little better.  

Nica also rents a small house in a compound.  She’s from England, but has been here for about 2 years 
working at Barclay’s on international development banking.  We watched Game of Thrones at her 
house.  I hardly stayed awake during this, and was glad when the episode was over.  I guess no better 
way to get over jet lag than to just jump in and have a very full first day!  Needless to say, I slept very 
well.  

 

Monday 3/14: 

Today was my first day at the hospital.  I’m working at UTH, or University Teaching Hospital, which is the 
largest hospital in Zambia.  It’s a large academic hospital, in many ways similar to UNC.  The building is 
two storeys, and says “Maternity” on the outside.  Women in traditional printed cloth skirts with 
pregnant bellies stand around the entrance.  At first, I went with Catherine and Marcela to their 
research office.  After waiting for 8 o’clock, I went to watch a 30-minute education session for pregnant 
women.  They started the session with a beautiful song, that all of them knew.  I couldn’t understand 
the rest of the session, as it was given in a local language.  Many of the patients speak some English, but 
it is definitely not the preferred language.   

At 8:30, I met up with my team or “firm.”  The teams are called A-E, and I’m on Firm C.  The firms rotate 
each day of the week, with one day of clinic, one of “major” or teaching rounds, one day of L&D/GYN ED 
call, one-day post-call, and one day of elective GYN “theater.”  The weekends are then shared between 
the teams, with each team taking several weekend 24 hour calls a month.  

Monday is clinic day for my firm, with antenatal/postnatal clinic in the morning, and gyn clinic in the 
afternoon.  There were about 100 patients sitting on benches in the waiting room, all arriving in the 
morning.  There are no appointments—they just wait until their name is called.  There is a large stack of 



paper charts and the residents each take a chart, see a patient, then take the next chart.  If questions 
arise, the faculty is available for questions. 

My first day, I mostly shadowed Dr. Ahmed, one of the “consultants,” which is the equivalent of 
attending.  Prenatal care is quite different in Zambia.  The only labs checked are CBC, or “Hb,” RPR, and 
HIV.  All women receive de-worming medications and intermittent malaria treatments throughout 
pregnancy.  The hospital is moving toward ultrasounds for everyone, since dating is difficult.  Premature 
babies do poorly, so it’s very important to know gestational age prior to a delivery.  With late 
presentation to care and dating mostly by uncertain LMPs, it’s easy to deliver a baby much earlier than 
desired.  However, there are still many patients who fall through the cracks to the point that a “big 
baby” could just as easily be undiagnosed twins.  Patients don’t get 28 week labs nor GBS, both of which 
are well ingrained in the US.  I also noticed that patients were hardly ever examined.  Most talked with 
the physician for 2-5 minutes only.  I was really impressed by how well the patients knew their own 
histories.  Most knew the reasons for their prior inductions and cesareans, which I hardly ever see in the 
US.  

I saw a pinard for the first time, which is a funnel with an earpiece that is pressed to a mother’s 
abdomen to hear the fetal heartbeat.  It is essentially the low cost version of a hand-held Doppler. 
Despite several attempts, I couldn’t hear anything.  I’m going to have to keep working on it during my 
time here.  

In the afternoon, I went to gyn clinic.  The first patient I saw had amenorrhea, galactorrhea, and an 
elevated prolactin.  I realized that I would want an MRI for this patient in the US to check for 
prolactinoma, but the MRI in Lusaka has been down for months.  The patient couldn’t afford a CT scan, 
so she was given a prescription for bromocriptine.  I also saw patients with infertility and chronic PID.   

The clinic wrapped up around 3pm, and I went with some of the lower level residents to the antenatal 
ward to prep for rounds the next day.  The ward is 2 large rooms lined with many beds.  There is no 
privacy, not even curtains between rooms.  The women sit in bed all day, in their own clothes, and from 
what I can tell, eating their own food.  I didn’t see any visitors on the ward.  The women have many of 
the same problems that the women on the UNC antepartum unit have, like PPROM and preeclampsia.  
However, there are also many women admitted in anticipation of an elective c-section.  Some are 
admitted for a week or two until the team has time on a call day to do elective “Caesars.” There are also 
women from far away awaiting spontaneous labor, or in prodromal labor.  

After work, I met up with Marcela and Catherine for dinner at Marlin’s, one of the fancy steak 
restaurants in Lusaka.  The current first year global health fellow, Nurain, and his brother, Ish, came to 
visit for the week to look for his housing for next year.  They both came to dinner with us as well.  It was 
great for me to catch up with Nurain and see another familiar face.   The restaurant was nice, and I had a 
vegetable curry.  Luckily because of the large Indian population in Lusaka, there’s always a veggie option 
on the menu.   

Caity is really into American TV, and I watched Friends, the Daily Show, and Master Chef with her.  She 
also likes The Voice.   
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Tuesday 3/15: 

This morning, we did “major rounds,” which is like teaching rounds.  The rest of the week the lower level 
residents see the patients and make plans.  This is the one day when the attendings review all the 
patients on the wards.  The group parading around the room to each patient’s bed was huge—about 10 
doctors, twenty medical students, and thirty nurse-midwives and students.  We crowded around 
struggling to hear the second year resident’s presentation of each patient.  The attendings then asked 
the resident and the patient questions to clarify what had been done.  I was impressed again by how 
much the patients knew about their plans and what medications they had received.  The residents did a 
good job, but certainly did not know the details of their patients as much as UNC residents do, I think 
largely because they only really review their charts once a week.  

As an outsider, I was called upon a lot to describe how we do each part of management differently in 
the US.  They were particularly interested in fetal monitoring, what they call “CTG” here.  They do have 
machines, but one is broken, and the new ones are still in boxes.  It’s a far cry from UNC where every 
patient on our antepartum service has one or more NSTs daily.  I’m not convinced that all the NSTs we 
do are necessary, so it was interesting to see a hospital where they only do them rarely.  The other thing 
that surprised me was management of hypertensive disorders.  Many patients who would be delivered 
in the US were allowed to continue with pregnancy longer here, and some severe preeclamptics were 
discharged home when blood pressures improved.  This of course helps with prematurity, but makes me 
wonder if that’s why they have much higher rates of eclampsia.  

At the end of rounds, we went upstairs to a “high-cost” ward, which is a slightly nicer large room filled 
with patients.   This room had curtains between patients.  The patients have to pay a little more to be in 
this ward, but the doctors and care received seem equivalent to me.  



Today, I also started to gain a better understanding of the Zambian medical system and the training 
here.  They go straight from secondary school to medical school, which lasts for 7 years.  The first 
several years are like undergrad in the US with basic studies.  Then they do several years of medicine 
book work.  The fifth year is very similar to our third year of medical school, as it’s the first year on the 
wards.  Their sixth year, they do research and rotations including ophthalmology and psychiatry.  The 
seventh year, they are the senior students on the wards.  They are often trusted to do things like MVAs 
and start IVs on their own.  They then do a 1.5 year internship at one of 4 large hospitals in the country.  
They rotate through surgery, OB/GYN, medicine, and peds.  They then do a 1.5 year rural placement, 
where they are often the senior most doctor at a district hospital.  They are expected to see and do 
nearly everything during that time.  After their rural placement, the majority return to large teaching 
hospitals to specialize, which is called Master of Medicine (MMED). The OB/GYN program is 4 years.  
From what I’ve worked out, I’m the equivalent of an MMED 3.  My current team doesn’t have an MMED 
3, since he’s away for a few months doing cervical cancer screening, so I’ve been mostly working with 
the MMED 2s and the one 4 on the team.  After they finish MMED, they become “senior registrars” 
which is the equivalent of a fellow or junior faculty.  They can do this for a few years (we have one first 
year and one second year on the team), but some stay at this level for much longer.  They stay until a 
“consultant” (attending) position becomes available at a teaching hospital.  Some do leave academia 
and join private practice.  

After the teaching rounds, I went to work with Marcela on her study, the Zambian Preterm Birth 
Prevention Study (ZAPPS).  She is gathering a cohort of 2,000 women over 2 years and following them 
through their pregnancies to determine risk factors for preterm birth.  She is also creating a 
biorepository of urine, blood, vaginal and rectal swabs, placentas, and cord blood.  I read her protocol 
and helped her make informational flip books and brochures to help with patient recruitment.  

When I got home, Caity wasn’t there yet.  Since I don’t have a key yet to the compound, I had to call the 
owners to let me in.  Their names are Tracy and Colin and they are an older couple.  Tracy told me that 
she’s been living in Zambia for 65 years.  She has two grown children, Holly and Adam.  Colin picked 
some avocados, loquats (which I think are relatives of kumquats), and guava for me and made me a cup 
of tea.  How hospitable! 

In the evening, I went with Caity and Catherine to a pub trivia night at a pub called Zebra Crossing.  I’d 
never been to a trivia night before, and didn’t quite know what to expect, but I had tons of fun!  We 
joined up with several British teachers to form a team and answered questions during several rounds.  I 
wasn’t particularly good, but had a fun time trying to figure out answers and getting to know the other 
players.  Almost everyone there was an ex-pat of sorts, either from England, Australia, or South Africa.  
There were a few Americans as well.  From what I could tell, there is a pretty tight community of people 
living abroad in Zambia.  
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Wednesday 3/16: 

Women were lying on black trash bags on the hallway floors, lying in pools of amniotic fluid and blood.  
Many were moaning in pain from the unrelenting contractions, others mourning the babies they would 
not be taking home.  The heat and lack of ventilation made the odors of labor hang in the air. 

I proceeded to do “hand off,” in which the previous team signed out and shared relevant information 
about all undelivered patients.  We walked around the ward in a team of about 30 doctors, medical 
students, midwives, and student midwives.  We stopped at each bed and discussed the patient   We also 
stopped at various points in the hallways to discuss the patients on the floors.  At the end of hand off 
the previous team recounted their cases from the night before.  Notably, they had 2 patients with 
ruptured uterus, a maternal death from postpartum cardiomyopathy, multiple fetal deaths, and a 
laparotomy for a ruptured ectopic pregnancy.  This night was not exceptional, in fact at a hospital that 
delivers 20,000 babies a year – 4000 via cesarean section – this was just an average night.  Later in the 
evening, I saw a record of cases from the last week.  In each 24-hour call, there are an average of 60-70 
vaginal deliveries, 10-15 cesareans, several vaginal breech deliveries 3-5 IUFDs or still births, and 15 
MVAs.  

After hand off, I went with the senior registrar (junior attending) to see the sickest patients on the ward. 
One was a laboring diabetic patient with a blood sugar of 10 (must remember to multiply by 18, so 180), 
who needed an insulin drip started prior to undergoing cesarean for breech presentation.  Instead of an 
IV pump that can be set to a certain number of units per minute, the insulin had to be added to a bag of 
IV fluid.  The patient initially was given 10 drops of fluid per minute, but when her sugar did not 
improve, this was increased to 20 drops per minute.  The patient went on to labor while waiting for a 
theater to become available, and was only delivered (via cesarean) once the legs had delivered. 

I also saw a patient with HELLP syndrome, suspected to be at 32 weeks gestational age, but with a 
fundal height of only 26.  In this setting there is little way to know whether there was a dating error or 
IUGR, as most patients do not have early ultrasounds.  While HELLP syndrome is an absolute indication 
for delivery, babies born at less than 28 weeks in Zambia do not survive, and even at 28 weeks they have 
a 50% mortality rate.  If this baby were actually 26 weeks, a cesarean would not be offered, but there 
was no way to tell clinically without access to an ultrasound.  

I was then sent to triage obstetric patients.  My first patient was a G2P1 with one prior vaginal delivery.  
She had been transferred from a district hospital after a sudden loss of station while pushing.  The fetal 
head was crowning and an episiotomy already cut, when it was noted that the head returned to 0 
station.  The contractions ceased, and fetal heart tones could no longer be heard.  Upon arrival to triage, 
the patient had an undetectable blood pressure and pulses and fetal parts could be palpated directly 
beneath her abdominal wall.  The patient already had one IV, but another was started.  Blood was 
drawn from the femoral vein and sent for type and cross.  The patient became paler and moaned in pain 
as she waited for a theater to open.  Decision to incision time was just over an hour for this emergency 
case.  As suspected, exploratory laparotomy confirmed a uterine rupture with IUFD.  Luckily, the 
patient’s uterus could be saved and the rupture did not extend into the bladder or other vital structures.  
While she lost about 2,000 mL of blood, only 1 unit of packed red cells was available, and this was not 
started until 2 hours after rupture was noted.  



The next theater case was a repeat cesarean for NRFTs with a prolonged second stage.  This time, there 
was less of a rush, and I held the patient still as she received spinal anesthesia.  The acrid smell of the 
cleaner was hard for me to overcome. Despite the much more controlled setting of this case compared 
to the prior one, the resident bluntly dissected through all the adhesions very quickly, causing multiple 
adhesions from the uterus to the fascia to rip off and cause bleeding.  As I was assisting, I asked for a 
retractor, and realized that there were not any on the tray. The exposure for the whole surgery was 
accomplished with Allis clamps holding up various layers. Suture was conserved carefully—these 
surgeons are masters of the instrument tie.  Hemostasis was achieved by the end of the case, but the 
patient proceeded to have a large PPH.  Oxytocin and cytotec were available, but methergine and 
hemabate were not.  This patient also required blood transfusion, and luckily FFP had become available 
by this time.  

During both of these cases, I do not remember a time when I’ve ever been hotter.  I was wearing knee-
high rubber boots with compression stockings underneath, a rubber apron, and a non-breathable cloth 
gown in a room without air conditioning or ventilation.  At the end of each case, there was sweat not 
only running down my forehead, but on my thighs, back, and stomach –places I never knew I could 
sweat before.   

After a quick water break, I headed back to the labor floor.  Turns out that the doctors wear dress 
clothes and white coats even when they are doing deliveries!  I definitely didn’t bring enough dress 
clothes.  I thought we would deliver babies wearing scrubs. 

On the labor ward, I witnessed a vacuum delivery performed with an electric vacuum.  I also saw a 
patient in hemorrhagic shock from a PPH after delivery of twins, when it was originally thought she “just 
had a big baby.”   

I had been instructed by Dr. Ahmed to practice vaginal breech deliveries when the opportunity arose.  In 
the early evening, a patient in the hallway began delivering complete breech.  The patient had not had 
an ultrasound during pregnancy, but as the feet were delivered, bilateral clubbing was noted.  As the 
back delivered, very large spina bifida was noted.  The patient could not push further despite great 
effort.  The feet began to get bluer and the cord stopped pulsing.  At this point, the arms were delivered 
by the loveset maneuver, but the head could not be extracted despite multiple attempts by three 
physicians.  The entrapment of the “after coming head” was thought to be due to hydrocephaly.  The 
patient’s abdomen was still very large despite the delivery of the majority of the fetus, so it was decided 
that the only way to deliver the head was to drain it.  The skull base was punctured with a Kocher clamp 
and copious clear fluid drained out until a very large head finally delivered.  The non-viable infant was 
placed on the mother’s chest and then whisked away in a blanket by a midwife. The mother asked for 
pain medication, and was told that none was available.  

The attending debriefed the delivery with me, and then wanted to tour the gynecology ward.  I saw the 
room where MVAs are done for incomplete abortions.  I was surprised to learn that the disposable 
plastic cannulas are simply cleaned and reused here.  From there, I saw a patient awaiting exploratory 
laparotomy for a 9 week ectopic, a patient febrile from a cesarean wound infection, and a patient with 
nausea and vomiting after surgery for a septic abortion. 

After this, I returned to the labor ward where I assisted with a manual extraction for PPH as well a 
rounding on some of the laboring patients with the senior residents.  At the end of the night, one of the 



interns came from triage saying that she could not find heart tones on a term patient.  We were luckily 
able to track down the key for the ultrasound room from one of the midwives, something we had been 
unable to do despite many attempts all day.  By bending the wire of the ultrasound transducer at just 
the right angle, a picture was able to be produced.  A medical student held the wire in the right place 
long enough for us to diagnose IUFD.  

I left feeling dirty, sweaty, exhausted, and a little overwhelmed by all the morbidity and mortality I had 
seen in just one day.   

When I got home, the one bit of good news was that my key to the compound had finally arrived.  I felt 
some relief that now I could come and go as I pleased.   
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Thursday 3/17: 

This morning, I had some time to reflect on what I had seen the day before.  From what I could tell, 
everyone was doing their best.  They were very present when complications occurred on the wards, and 
seemed knowledgeable about necessary interventions. They were overwhelmed by patient volume, and 
by lack of resources, especially blood products.  They were handed a lot of tough cases through transfers 
from outside clinics, or “referrals” as they call them here.  I do think that the residents were 
underutilizing resources that they did have available, like lab tests which could have been very helpful 
with managing preeclampsia and PPH.  Patients were well looked after on the labor ward, but after 
surgery or delivery, they were basically left alone, and this is when many complications occurred. 

When I arrived to work in the morning, Dr. Ahmed informed me that there had been two maternal 
deaths overnight after I had left.  The first was a woman with known preeclampsia, who was sent to the 
ward after delivery, and collapsed, her mouth foaming with blood.  She was dead by the time a resident 
was called.  I can’t know what happened, but I wonder if she had an unrecognized complication of 
preeclampsia, such as pulmonary edema, stroke, PE, HELLP syndrome with DIC, or eclampsia.  The next 
maternal death was someone who arrived in respiratory distress with organophosphate poisoning.  The 
patient was successfully intubated, but there were no ventilators available in the ICU.  I was saddened, 
shocked, and frustrated by these stories.  I think Dr. Ahmed had similar feelings of frustration, but said 
that maternal mortality is just so common here, that everyone is numb to it.  It’s just something that 
people expect. 

On a more uplifting note, that morning I was scheduled to go with Dr. Ahmed to a Kafue district meeting 
to discuss how to improve maternal mortality in the district.  I rode about an hour with Dr. Ahmed to get 
to the conference center, “The House of Excellence.” There were doctors, nurses, anesthetists, 
pharmacists, and administrators from all over the district.  They broke up into small groups and 
reviewed the records from various maternal deaths in the district over the past year.  They then 
presented each case and put forth recommendations for improvement.  Several overarching themes 
emerged.  Documentation was overall very poor, making it difficult to know exactly what happened.  
There was also difficulty with transfers, or “referrals.”  Some patients were transferred while unstable, 
and were dead on arrival to the next hospital.  Other patients arrived, but waited for hours for physician 
evaluation, and died before they were ever evaluated.  Another theme was that many patients who died 
had only been cared for by one junior physician.  Lack of oversight seemed to be a real problem, and 
basic interventions and evaluations were often missed by junior doctors.  I am not surprised by these 
findings, as they are many of the same problems we have a US hospitals, fortunately not usually 
resulting in mortality.  The resulting recommendations included clearer transfer summaries, improved 
surgical skills at the district level, faster evaluation on arrival to a new facility, and more oversight.  I 
didn’t get the sense that all of these changes will be implemented, but at least people have started the 
conversation.  It makes me hopeful that things may get better in the future.  

One of the main things I learned at the conference, is that the doctors at the district hospitals do 
perform c-sections.  These same doctors are the ones who have done one year of internship and are 
now on their rural placement.  Most of the doctors have observed five c-sections and done up to five c-
sections prior to being sent out to independently do c-sections without back up.  One resident I 
questioned said he only did one c-section before going out to a district hospital.  He said he really had no 
clue what he was doing, but when patients come in needing emergency c-sections and the closest 



hospital with a specialist is 4 hours away, “you just learn to do the best you can.”  By the time they come 
back from the district hospitals, they have done hundreds of c-sections.  Unfortunately, their surgical 
skills are still not where they need to be to do a complicated c-section, because no one has ever shown 
them good surgical technique.   

After the conference, we stopped by a steel mill run by one of Dr. Ahmed’s friends.  He said it is 
traditional Indian culture to provide a meal for all friends who stop by, and he proceeded to the kitchen 
at the steel mill and had them make an Indian banquet for us.  We sat in the boardroom and ate lunch, 
all the while workers came in and asked us what we were doing there.   

In the afternoon, we went to the Kufue District Hospital (KDH).  The hospital was markedly smaller than 
UTH, and had much fewer resources.  The labor ward had only one patient, a woman at 34 weeks in 
preterm labor, though they do about 5,000 deliveries each year here.  While there are seven doctors at 
KDH, six of them had gone to a conference in Zimbabwe and the other was at the conference with us.  I 
was told it is a frequent occurrence for all doctors at a given hospital to be gone at the same time, 
leaving responsibility solely with the midwives.  This hospital has an OB/GYN, which is very rare.  The 
majority of district hospitals have only doctors who have completed 1.5 years of internship, in a 
generalist position.  This OB/GYN was very frustrated that he had been assigned to this hospital, and 
expressed his desire to return to a more appropriate position at a level 3 hospital as soon as possible.  

Because there were no doctors at the hospital, Dr. Ahmed sat down and started seeing all the clinic 
patients who were waiting in the hallways for a doctor to return.  I was surprised at how many patients 
had complicated pregnancies who had not been referred to UTH for care.  There were patients with 
histories of multiple fetal deaths, patients with hypertension and blood pressures in the severe range, 
etc, who were managed at this clinic.  

After driving back to the hospital and heading home, I was feeling very tired.  Marcela had invited me to 
see live music, but I just wasn’t up to it.  When I got home, Caity had two friends over.  One named 
Lawrence is a researcher who is Zambian but is employed by Boston University.  He knows Marcela and 
Catherine, and also knew the Stringers.  Such a small world!   

 



Dr. Ahmed and a presenter at the maternal mortality conference 

Friday 3/18:  

Today was my firm’s dedicated GYN theater day.  We had 5 cases scheduled, a TAH (pronounced T-ah), 
an abdominal myomectomy, 2 cerclages, and a vulvar biopsy.  The myomectomy had to be cancelled 
because the blood bank had run out of blood. 

I performed the TAH with a second year and the senior registrar Dr. George.  I felt bad because Dr. 
Chamba, an MMED 4, was planning to do the surgery, but Dr. Ahmed pulled him out to work on 
research instead.  I just hope he didn’t do it because I was there, but I have a feeling he might have. I 
told the senior registrar that I didn’t want to take away from any of the residents’ experiences, but she 
said once a consultant has made a decision, it is final. 

As we started the TAH, the second year said that she did countless TAHs in the village where she did her 
rural posting, but she hadn’t yet been allowed to do any during her specialty training. Dr. Amed asked 
me to walk her through the surgery, with the senior registrar stepping in only when needed.  I was a 
little surprised by how little the second year knew about clamping and tying, since she had done so 
many independently.  I would say her skill level was similar to one of our second year residents at the 
beginning of the year, however I wondered how many of her prior TAHs were done unsafely.  She 
basically avulsed the whole broad ligament by dissecting it bluntly.  She tried to take the IP, but ended 
up clamping half the uterine artery with it.  The worst part was that she wouldn’t listen to any feedback, 
presumably since she wasn’t used to getting any.  She had what I thought of as a very dangerous 
“confident incompetence.”  I was very thankful for my surgical training as I did my side of the 
hysterectomy.  Even though I was constantly belittled on my oncology rotation at home, and I know I 
still have a lot to work on, I was proud that my dissection was smooth and my pedicles didn’t bleed.  

The senior registrar asked me to do one of the cerclages so the others could watch and learn.  I felt 
funny about being treated as “expert”, since I haven’t done more than 10 cerclages myself, but since she 
was in the room I felt comfortable doing the stitch.  I was very thankful at the low obesity rate in Zambia 
as I was doing the cerclage, since I had excellent visualization.  I realized as I watched an intern struggle 
through the next one, that I really have learned a lot in residency.  

I finished early on Friday and came home around 3 to find that Caity was already home as well.  Up to 
this point, I had been riding with cab drivers recommended by Marcela and Caity, but I had ridden home 
with “Eric” on Thursday night, and again today.  He is quickly becoming “my” cab driver.  

When I got home, Caity told me that we were going to hang out with her friends Amy and Neal again.  
We went to meet Amy at her boyfriend’s pub “The Orange Tree.”  The restaurant was in a cute old 
house with pretty grounds and a play area for kids.  I had a coconut milkshake which was excellent.  The 
dinner menu looked good as well, but Amy had ordered take-out Indian food from another restaurant, 
“The Dill,” so we went to pick it up.  Amy picked up ice cream and we met her at a house that she is 
housesitting for the next 10 days.  This house was bigger than any other I had seen so far, and was 
definitely fancier.  We ate the take out and watched “Gone Girl,” a psychological thriller about a wife 
who mysteriously disappears and a husband who is blamed for her murder.  It was good to see Amy and 
Neal again, and to know that Caity has some good friends in Zambia.  We stayed until past 10, and by 
the time we drove home, it was almost 11—not exactly the best before a Saturday call.  I’m used to 



working hard at home, but not working hard and being this social at the same time.  Needless to say, I’m 
pretty exhausted. 

After getting back to the house, I did make time for one last peek at my email.  Today was match day 
and we got an awesome class of new interns!  I was sad to not be there in person and celebrate with my 
residency program, but so excited to get so many of our favorites from the interview season.  

 

Performing a TAH in the GYN theater 

Saturday 3/19: 

Today is a weekend call for my team, and I headed in to work around 8.  Luckily, when I arrived, there 
were no mattresses in the hall.  The bench in the hall was lined with women nursing babies, waiting to 
be discharged.  It was clear that the night team had “cleaned up” and the call was going to start out a 
little better than the previous one.  During hand off, there were no maternal deaths from the previous 
night. 

I was told that there was not a lot going on with laboring patients, and that I should spend my day doing 
“Caesars.”  One intern from the prior night called out for help as soon as I got there.  The rest of her firm 
had gone home while she was still in theater.  She was doing a repeat c-section and found multiple loops 
of bowel adhesed to the uterus.  She was able to find a clear space to deliver the baby, but was 
struggling to repair everything after the fact.  I was again so thankful for my oncology rotation, as I 
taught her how to take down filmy adhesions with scissors and clear off the uterus.  At the end of the 
surgery she said that she was so thankful that I was there, which made me really proud.  Even though 
I’m still not that confident with my surgical skills, I do feel like I have something to offer. 



The rest of the day, I felt like a butcher in a “chop shop” as I did surgeries with Dr. Nkolola, an MMED 1, 
and Dr. Simbwala, a senior registrar.  I was impressed by Dr. Nkolola’s cesarean surgical skills and Dr. 
Simbwala was excellent, indicating that the senior doctors do pick up what they need to know over time.  
Luckily it was a cooler day, so even though I still sweated like crazy, I was a little more comfortable than 
on Wednesday. 

In the afternoon, I did an ex-lap for a ruptured ectopic with one of the first year residents.  I had a hard 
time operating with him on this surgery, since his clamping and tying skills were rudimentary.  He kept 
taking the clamps off before the suture was tied, causing bleeding.  He also stuck a needle in the IP, 
casing a large hematoma, and requiring removal of the ovary and IP to control bleeding.  The much 
more frustrating thing however, was that the patient had been admitted by the previous firm with 
hypotension to 80s/40s, severe anemia based on pale eyelids, abdominal pain, and a reported positive 
pregnancy test at an outside clinic.  The intern seeing the patient felt she may have a threatened 
abortion and put her on fluids on the ward.  It was not until 12 hours later that our firm’s MMED 4 
became aware of her presence on the ward and realized that a ruptured ectopic had been missed.  By 
the time she came to the theater nearly 14 hours after admission, she still hadn’t had a CBC, pregnancy 
test, or an ultrasound.  The anesthetist did a point of care test revealing an estimated hemoglobin of 5.  
When doing the x-lap, there was a very large ectopic that was still actively pumping out blood and a liter 
of hemoperitoneum.  I am sure that if she had waited much longer, she would have been another 
maternal mortality.  Her blood was clotting poorly, but we couldn’t check coags.  After the surgery, she 
remained very tachycardic.  We could only get one unit of blood for her and no FFP.  Seeing this made 
me feel the need for better supervision even more acutely. 

The last c-section of the day was for transverse lie in labor.  The MMED 1 asked to see me do the surgery 
while he assisted.  We talked about transverse back-down and back-up prior to the surgery and 
discussed different uterine incisions based on presentation to ensure access to a deliverable fetal part.  I 
was glad to be able to teach, and even happier when we palpated the patient’s abdomen and found her 
to be back up.   During the surgery, I made a low transverse incision and delivered the baby breech.  The 
lower uterine segment was not very well developed, and the head was a little difficult to deliver through 
the small hysterotomy.  The incision extended into the left uterine artery, and I panicked for a minute 
realizing I might have to do an o’leary with an attending out on the labor ward rather than in the OR 
with me.  Luckily, I found the artery quickly and was able to tie it off before it retracted. I was able to 
close the hysterotomy and stop bleeding without formation of a broad ligament hematoma.  I did feel 
bad that I ended up using three sutures to do this.  I could tell that the other resident was frustrated by 
my use of suture, but I didn’t feel comfortable closing until everything was completely dry.  I felt slightly 
uncomfortable by my own lack of supervision during this case, but then I realized that in just a few 
months I will be the 4th year supervising the intern, possibly with the attending in another room.  I think 
this level of semi-supervised independence is good for me.   

The thing that is driving me crazy is my lack of ability to be “a good resident.” Everything in terms of 
charging and ordering medications is completely different here.  The charts are paper, and seem to me 
to be a random stack of papers, never with any blank space for notes.  I clumsily look through them, 
never sure of the plan, the recent vitals, or even which patient the chart belongs to.  Ordering is even 
worse; I’m still not even sure how to order Tylenol, as it is called something different here.  All the pain 
medications are different, as are the antibiotics.  I’ve figured out that all patients with c-sections get a 
week of triple coverage, but the dosages are still foreign to me.  I’m at a complete loss when rounding 



on patients and have no clue how to follow up on patients I’ve taken care of.  I’m not even sure how to 
figure out what wards they’ve been taken to.  I’m hoping some of this will come with time, but is 
certainly a barrier to becoming a full member of the team.  I’m sure when I ask questions about 
medications etc. the other residents are taken aback by how I could be considered to be a senior 
resident. As of now, I’m just doing the best I can to pick things up.  I’m hoping this coming week, I’ll be 
able to contribute more than I shadow. 

I had planned to stay the night with my team, but the attending graciously sent me home after 12 hours, 
saying that I was certainly jet-lagged and had done enough for the day.  Over a 24-hour call, most of the 
residents take a 4-6 hour break anyway.   I took a much needed shower and watched “Pitch Perfect” 
with Caity before heading to bed. 

 

Sunday 3/20: 

I hadn’t planned to, but ended up sleeping until 10:30 today.  I woke up to a beautiful day, about 75-80 
degrees, sunny, with a cool breeze.  I was so thankful to have a day off to rest. The power was out when 
I got up, and Caity told me it had been out ever since she woke up as well.  We had breakfast, and a cup 
of tea in the garden, made compliments of her gas stove.  We then went for a long walk around the 
neighborhood.  We talked all about our families and our plans for the future.  It felt like I’ve known her 
much longer than a week.  I’m so very grateful to have been paired with her for my time in Zambia.   I 
got back and took a shower, with hot water thanks to her solar powered water heater.  Afterward, we 
went to Crossroads, the same shopping center where Catherine took me on my first day in Zambia.  I got 
a few groceries and money from the ATM.  Caity bought cat food and Nutella. 

We went out to lunch at Ridgeway, which is a restaurant at a nice hotel.  We both broke out our 
sundresses for the occasion.  The restaurant was open-air but covered, and it had a courtyard in the 
middle with a pond.  In the pond were small crocodiles.  In the trees, there were hanging nests and 
many yellow and black birds called “weaver birds” since they weave nests.  I thought they were 
beautiful, but Caity said they are pests because they strip the palm trees.   I had a roasted vegetable 
sandwich with fries or “chips” as they are called here.   

When we got home the power had returned.  I did a load of laundry in her small washing machine and 
hung my clothes on the line.  Unfortunately, I had done it too late in the day and the laundry was still 
soaking wet when it got dark.  The weather forecast showed rain overnight, so Caity kindly let me bring 
my laundry inside and drape it over her dining room chairs.  I washed pretty much everything I brought 
with me, so I really hope some work clothes dry in time for tomorrow.  

In the evening I finally got a chance to “face time” with my mom.  I’ve been using “skype” with my 
husband almost every day, but up until now had only texted with my parents.  It was great to catch up 
and share some of my experiences.  My sister is coming home from college for Easter, and my brother 
will be there as well.  I’m a bit sad to be missing out this year.  They do celebrate Easter in Zambia, and 
my firm has both Friday and Monday off this coming week.  I have plans to go camping in Kufue National 
Park with Catherine—super excited.  



 

Caity and me at lunch 

 

Monday 3/21: 

Today, I’m finally starting to repeat something I’ve done before, except this time instead of shadowing, I 
saw patients “independently” and signed them out.  I arrived at clinic and the waiting room was 
completely full.  I started with postnatals.  Most c-section or otherwise complicated patients are seen 
for a one-week visit, then they return to their local health clinic for the six week postpartum and infant 
“under 5” visit.  Like pretty much everything else I have encountered at UTH, I have a good grasp of 
what needs to be done clinically, but no idea how to do the documentation.  I was told to fill out two 
pieces of paper from the chart, one that documents an exam and plan from today, the other describing 
the reason for c-section and EBL.  Sounds easy enough, but it was actually pretty hard to read through 
the chart to get the information from delivery due to handwriting and conflicts within the 
documentation. I also had to ask for prescriptions from other residents, and I’m pretty sure they thought 
I was crazy for giving “buprofen” to someone with incisional pain and dulcolax to someone with 
constipation.  They said they never really give prescriptions for postnatal patients. By the time I’d seen a 
few post-natal patients, I felt like I was getting the hang of it. 

Things got a lot harder when I switched over to antenatal patients.  I still can’t figure out how to use a 
pinard for the life of me.  I tried on every patient, but ended up having to use the fetal Doppler.  I really 
frustrated the nursing students helping me when I made them find ultrasound gel.  They keep it in a 
huge jug that looks like it’s almost never used.  The nursing students had to syringe out the amount 
needed for each patient.   



For every patient, I reviewed their entire obstetric history, their ultrasounds, and prenatal course.   I 
wheeled out due dates for everyone.  I really didn’t want to miss anything.  This was incredibly 
challenging since most patients don’t speak English and there are no actual interpreters.  The nursing 
students serve as interpreters, but they don’t actually interpret the questions and answers.  They 
paraphrase, give their own advice, and sometimes don’t reply at all.  I found it hard to know whether I 
was really communicating with some of the patients.  

The hardest part was doing orders.  When I wanted something as simple as a CBC, I had to ask someone 
to find an order slip and show me how to fill it out.  Seeing a new OB patient meant I had to have 
someone show me how to order all the initial prenatal labs, an ultrasound, etc. When someone 
complained of discharge, I was told there were no speculums, but was given a swab to collect vaginally.  
The order slip and specimen had to be taken by the patient.  When I asked how we would know the 
result or get the result to the patient, I was told that the patient would have to come to the lab every 
day and see if the result is ready, then bring it to her next appointment. Only at that time will the doctor 
learn the result and be able to provide treatment.  

One patient I saw complained of contractions.  Upon review, I found that she had a BP 190/100 and a 
hemoglobin a month ago of 7.  I checked her cervix and she was 9 cm dilated!  I knew she needed to be 
admitted for delivery immediately, but had absolutely no idea how to go about admitting someone to 
the labor ward from clinic.  One of the other residents had to stop seeing patients to take care of 
admitting my patient.  I felt bad, but knew it would take the other resident a lot longer to help me than 
to just do it herself.  

I basically felt like I was back at the beginning of intern year, very clumsily making my way through clinic.  
The one thing that made it better was a general clinical sense of what needed to be done for patients.  
Worse than being an intern is that so many things are just done so differently that even things I would 
do for my patients in the US are not necessarily what needs to be done here.  

We finished up with obstetric clinic around 12:30 and I decided to brave the cafeteria for the first time.  
Turns out, you have to wait in line to place an order and pay for it, then you take the order slip over to a 
buffet line where they fill the order.  This sounds very logical, if you know what the names of the foods 
are…I basically just asked for something vegetarian, and the guy at the counter scribbled some letters on 
my slip.  When I got to the line, they gave me boiled potatoes with an orange sauce and some green 
beans.  It tasted good enough, but next time I’ll have to find out the name of the squishy white stuff in 
the large vat that everyone else was getting.  

This afternoon, gyn clinic was pretty light, with only 2-3 patients per doctor. Because of this, I didn’t see 
patients independently, but instead sat with one of the MMED 2s and listened in while he interviewed 
the patients.  It was challenging, since he mainly spoke in the local languages with the patients.  He 
would slip back into English to ask me questions.  We did have a few medical students around, and the 
two of us walked them through a differential for abdominal pain in females, which further led to 
discussions about PID and endometriosis.  I think I gained a little respect from him by being able to add 
to the discussion, because later he said that firm C would miss me when I left. Not sure how true this is, 
but it made me feel nice. 

Dr. Ahmed also discussed a patient with me who had the very unusual diagnosis of Mullerian agenesis.  
She had managed to have a CT scan, showing an absent uterus and vagina.  She did have ovaries and 



secondary sex characteristics.  He felt at a loss with how to help her, as there are no surgeons in Zambia 
who do reconstructive gyn procedures, and maybe not even one in South Africa.  He said he’s going to 
keep investigating options.  

After clinic was over, I went with one of the MMED 2s to the antenatal ward to prepare for “major 
rounds” tomorrow.  While we were there, the patient with polyhydramnios broke her water all over the 
floor.  After checking for cord prolapse, she went up to the labor ward in a wheelchair.  I guess we won’t 
have to discuss induction vs. expectant management for her again this week!   

One other patient on the ward had term PROM and was given 24 hours to see whether spontaneous 
labor would occur.  While this is not the management style I usually practice, it’s within range of what’s 
done in the US.  What frustrated me, was that it was now more than 12 hours after the 24-hour 
deadline had passed and the patient was still sitting on the ward, putting her at high risk for chorio. For 
me, this is just another example of how lack of a sense of urgency may cause patients harm.  

After getting home, about half of my laundry was dry enough to fold.  Caity and I had a quiet evening 
watching Friends and Master Chef.  

 

Tuesday 3/22:  

Today was a short day for me. I arrived around 7:30 to pre-round.  I reviewed the antenatal courses with 
the residents, confirming dating, checking BPs, measuring fundal height, etc.  This week I felt much more 
comfortable with my team members and with reviewing charts.  Many of the patients were also the 
same, and I remembered some of their history.  Because of my increased familiarity, I was able to start 
asking questions of the residents and asserting my thoughts and opinions.  They took some of my 
suggestions for ordering growth scans and checking labs.  

The residents quizzed the few medical students who arrived early, and I must say I was very impressed 
by both the students’ and the residents’ fund of knowledge. The MMED 2 eloquently explained several 
theories for why preeclampsia develops.  One of the medical students even knew the pathopneumonic 
finding of glomerular endotheliosis in kidneys of women with preeclampsia.   These guys are really 
knowledgeable!  

The large group of consultants, senior registrars, MMEDs, medical students, and nurse-midwives arrived 
around 8:30.  I was again asked many questions on rounds about how things are done in the US, but this 
time I was expecting it. Sometimes I get asked about different treatments or techniques that are 
available in the US, for instance, today I was asked to describe how hysteroscopy is done. While the 
consultants find it interesting, I don’t think it is useful information to the trainees, since they don’t have 
access to hysteroscopy.  I am trying to be as tactful and thoughtful as possible, so as not to cause any 
jealousy or resentment.   

About halfway through rounds, the team split off into two groups, one to finish with the “high cost” 
antenatal unit, and the other to round on the gynecology ward. I chose to go to the gynecology ward, 
since I’d only briefly seen it while on call last Wednesday. The patients had a range of complaints 
including peri-menopausal bleeding, postpartum bleeding, etc.  Nearly all of them had presented with 
hemoglobin of 5 or less, but had been waiting days to get blood.  A few had gotten a unit or two, but 



were still experiencing dizziness, weakness, and lightheadedness.  One was a recently delivered mother 
who felt like she may pass out every time she walked to the NICU to feed her baby.  Another had gone 
into cardiac failure from profound anemia.  This rounding session again highlighted the great need for 
blood products at UTH, and the inability to provide as much as is needed.  Because the residents are 
always told “no” when they order blood, it seems like there is also a sense of apathy or resignation that 
causes them to accept that there will not be blood before they even push to get it. It reminds me of the 
phenomenon in the US, where all the interns get upset with women for choosing to have repeat 
cesarean sections just to get the BTL, rather than having a TOLAC with an interval tubal or an IUD.  At 
first, the interns spend significant amounts of time trying to counsel patients out of laparotomies, but by 
the end of the year, everyone seems to be resigned to it.  

While I felt like the second years had a pretty good grasp of their patients, the interns didn’t know 
anything about theirs.  One presented a patient by saying she had endometrial cancer, when she had a 
D&C with negative results.  Another presented someone who she thought had meningitis, but didn’t 
know whether the patient was on antibiotics.  Another presented a patient with mild anemia and 
diarrhea.  She was fixated on the hemoglobin of 10, however she failed to notice the WBC of 1, the 
platelets of 28, the sodium of 121, and the potassium of 2.  As an aside, I was impressed that they 
checked electrolytes, since one of the maternal mortality presentations from last week’s conference was 
about a patient readmitted with diarrhea three times and never had electrolytes checked.  

After rounding, I checked in with Marcela, who said she didn’t have any research work for me today 
since she’s leaving for Chile tomorrow.  Catherine was away on a site visit, so I headed home via taxi for 
a quiet afternoon.  After working on my UNC Resident Day research project, I took a nap in the 
afternoon. 

When Caity got home, we bought cat food at Spar and I got some more money out of the ATM to pay 
my rent for the rest of the time here.  Afterward, we went to dinner at Casa Portico, an authentic Italian 
restaurant in the middle of Lusaka.  I had a watermelon smoothie to start, followed by homemade 
brown bread rolls with spicy hummus, and gnocchi as the main course.  The food was simple with 
excellent flavor.  Even better, we sat on the lawn in a garden to eat.  Right as we were finishing dinner, it 
started to rain.  We ran inside to pay the check, then headed back for an early night. 



 

Midwife reviewing a chart during major rounds 

 

Midwife swaddling a baby 



Wednesday 3/23- Thursday 3/24: 

My team was on call again today, and this time I stayed for the full 24-hour shift.  I focused my efforts on 
labor and delivery and the gyn emergency department this time, since I’ve spent most of the other 2 
calls in the operating theater.  Labor and delivery in some ways was just like “rounding on the board” at 
home.  The key difference…every time we made a round nearly all of the previous patients had 
delivered and most of the patients were newly admitted from the triage area.  Within minutes of 
delivery, the patient is moved out of bed, the bed is wiped down, and she is replaced with someone else 
who was laboring in the hallway. The other big difference…it takes forever to do a round on the board 
when there are 30-40 labor beds, rather than just 15 that are never full at home. 

For the first time, I felt somewhat useful.  I would read the admission notes and try to express my 
understanding of the clinical picture.  I made suggestions including expectant management, rupture of 
membranes, placement of cytotec, use of oxytocin, etc.  Most of the time, the other residents went with 
my suggestions.  I was able to place cytotec and break water, albeit here the cytotec is under lock and 
key due to its abortifacient properties and they break water here with Kochers!  They seem to run out of 
Kochers all the time, so many of the residents have learned the art of the finger rupture.   I was able to 
check patients’ cervices and plot the dilation on the WHO partogram that is used here for every patient.  
I was also able to write labor notes.   

A few times, I was surprised by how management differs here.  For instance, all patients with term 
PROM are given 24 hours to labor.  If labor does not occur, they are sent for c-section rather than 
augmented with oxytocin.  The reason given to me by the senior resident was that the risk of rupture is 
high, and they feel that monitoring with a pinard every 30 minutes is not sufficient.  Another instance is 
in the case of meconium.  If membranes break and meconium is noted, the recommendation is for c-
section for fetal distress.  While in the US, augmentation is continued even with meconium, here the 
monitoring is deemed not good enough even to allow continuation of spontaneous labor.  

During rounding, many of the residents started their own IVs, drew blood, and started oxytocin drips.  I 
realized that if I want to practice in a setting like this, I’m going to need to work on mastering these 
seemingly simple skills that I never do in the US where there are plenty of nurses to do them for me.  

By staying on labor and delivery, I was able to do a singleton breech delivery (and this time the head 
delivered). I was extremely nervous, as the presenting part was a foot!  After the breech delivery last 
week when the head was so stuck it had to be drained, I was extra worried about getting the head out.  
This time, the baby was moving and kicking in my hands as I delivered the abdomen, then swept both 
arms across the chest.  The head did not come easily at first, but the nurse showed me a somersault 
maneuver to lift the baby onto the mom’s abdomen, and the head followed.  I definitely want more 
practice, but this delivery gave me confidence that the head does come out most of the time. 

I also delivered two sets of twins.  One was vertex/vertex.  The other was breech/breech.   The 
breech/breech twins were only 26 weeks by the best dating we had available, a 25-week scan.  Here in 
Zambia, viability is 28 weeks, and even then 50% of babies die.  The mother came in hemorrhaging and 
dilated to 5 cm, but no previa had been seen on the scan.  We suspected abruption and preterm labor.  
The decision was made to deliver previable babies to prevent the mother from bleeding anymore, with 
the route being a vaginal delivery if possible.  The patient was admitted and delivered shortly after, with 
the first baby delivering breech.  I reached in to feel for the second baby and found feet presenting.  I 



grabbed the feet and pulled as the patient pushed.  To my surprise, the baby delivered en caul (or inside 
its sac).  I made a hole in the sac and pulled the baby out.  Both babies appeared to be a little bigger 
than 26 weeks, which is another one of UTH’s limitations –not the highest quality of ultrasound.  I 
worried that maybe these babies were significantly older than we thought, and should have gotten 
steroids and antibiotics, and be delivered via cesarean.  The babies were taken by the nurses alive, but 
I’m not sure what ultimately happened to them.  The mother had heavy postpartum bleeding, and 
required that I do a manual sweep to remove clots.  Luckily uterine tone improved after massage and 
oxytocin.  They are not quick to use cytotec here like we are at home.  

Another patient I worked with on labor and delivery had a prolonged latent phase of labor and was 
admitted for augmentation.  Since she was already in so much pain, I felt it hard to give her cytotec 
without offering her any pain medication.  I asked the other doctors if we could give her anything, and 
was allowed to give her an injection of pethidine, which is similar to morphine.  It helped her a lot and 
allowed her to get some sleep during her labor.  After she delivered, she came up to me and thanked me 
for helping her with pain relief.  While one of the MMED 2 physicians regularly offers fentanyl to his 
patients, I haven’t seen anyone else offer.  One resident told me that they are not supposed to give pain 
medication.  I see this as a potential area for improvement, since pain medications are regularly 
available in the hospital, yet very few women are getting any relief.  I see how the volume is probably 
too high to offer epidurals, but there are nitrous oxide adaptors near every bed that are never used, and 
there are plenty of IV medications to go around.  It seems pointless to have so much suffering that does 
not have to happen.  

Another patient had HELLP syndrome with steadily worsening periorbital edema.  She continued to 
refuse delivery despite reviewing the risks with her until she could get permission from her husband.  I 
listened in on a conversation between the senior registrar and the patient’s mother.  She also declined 
delivery until the patient’s husband could be consulted.  In many ways, Zambia is progressive with 
female doctors, and opportunities for education.  In cases like this though, it reminds me that there is 
still a long way to go if a woman feels she needs to get her husband’s permission to save her own life 
rather than deliver a premature baby.  

I think the thing that bothered me most about my day on labor and delivery was that several patients 
were sent back from the postnatal unit with postpartum hemorrhages.  On examination, they all had 
firm uteri without clots.  What they did have were unrepaired bleeding lacerations.  The midwives or 
students had repaired external tears, but none of the internal lacerations were repaired.  Some were 
quite deep.  The residents and I worked together to more adequately repair the lacerations.  They did a 
good job overall with getting the tissue back together, but I was horrified with how they grabbed the 
needle with their fingers to pull it through tissue and how they left scalpel blades just sitting on the 
beds.  I was very cognizant to protect my own fingers from a needle stick.  At one point, I was helping to 
round in a room where a midwife was delivering.  The patient had a basic second degree tear, but I 
offered to assist.  The midwife really struggled to get the laceration closed, which made me concerned 
about how many lacerations are going by without proper repair.  This is another area where I see a real 
area for improvement without having to increase resources or spend money.  This could be improved 
with just a little training and teamwork.  

In the afternoon, I got an hour long lunch break and headed to the cafeteria again.  Caity had told me 
that the white gooey stuff was called Nshima.  I got Nshima, green beans, and beans for lunch.  I’m not 



sure whether I was just hungry or whether the food was actually really good, but it really hit the spot for 
me.  And it was very inexpensive, less than 2 dollars for enough food to last me for lunch and dinner.   

After spending most of the day and some of the night on labor and delivery, I headed to the gyn 
emergency room to help with MVAs.  There were several women with inevitable or incomplete 
abortions who were lined up in the waiting area.  One by one, they were brought into the procedure 
room and placed in stirrups.  The women were given brufen (ibuprofen) and a para=cervical block, but 
no IV sedation.  The speculums and tenaculums were different, and I initially struggled, but soon figured 
them out.  The biggest difference between UTH and UNC is that there are no dilators.  There is also no 
electric vacuum for larger pregnancies.  For instance, a 12-week inevitable abortion at UNC would be 
evacuated with electric vacuum after dilating the cervix enough for a size 12 cannula. Here, the options 
are to start with a small cannula and make many passes with the manual vacuum aspirator, or as the 
residents do, just make the larger cannula fit by jabbing it in.  This made me nervous for uterine 
perforation, but luckily this didn’t occur with the patients.  I used smaller cannulas with more passes 
when I did several MVAs, but I felt bad for the patients for having to endure a longer procedure.  

Unfortunately, while I was doing MVAs I missed being present for a uterine rupture that resulted in a c-
hyst.  So far it seems like there has been a uterine rupture nearly every call.  If there is one on my last 
call day next Wednesday, I will try to be a part of it, as I’ve still never done a c-hyst.   

There are a lot more residents at UTH than at UNC, and thus there are scheduled breaks for every 
resident during a call day.  I was able to get some sleep from about 11p-3a, and woke up feeling a lot 
more refreshed.  After a few more rounds on the board, we signed out to the next firm.  

I thought I was heading home, when Dr. Ahmed wanted to take me to the NICU to see the 30-week baby 
I delivered via cesarean last Saturday for HELLP syndrome.  Mom and baby were both doing well.  In the 
NICU, the mothers were all holding their babies and taking a class on kangaroo mother care (KMC), 
which is one technique used for caring for preterm infants with few resources.  I was surprised to see 
that there were quite a few incubators around the perimeter of the room, but almost all were empty.  
Most babies were being held, or were in cribs in the center of the room.  

Finally, I was able to head home for the day and get some much needed post call sleep.  When I woke up 
in the afternoon, I contacted Catherine about camping for the next day and packed up my bags.  As Caity 
had already headed home for Easter break, I had the house to myself for the night.  I read for a while, 
then curled up on the couch and watched a movie with the cats. 

 

Friday 3/25: 

Catherine came to pick me up for camping at 7:00.  She was in the car with Olivia, an anesthetist in-
training from Wales, who is in Zambia for 6 months.  Catherine informed me that we would also be 
going camping with Nate, an anesthetist from Australia who just finished his training and is now in 
Zambia for 6 months.  Nate would be bringing along his wife Leah as well as their 4-year-old Ben and 
their 2-year-old Lucy.   

The drive from Lusaka to our camping ground was about 4 hours, the final hour of which was in the 
national park.  We saw various deer species on the way.  When we arrived, we paid camping fees and 



national park fees, then headed to our site.  The tents had been pitched for us, but unfortunately they 
had been pitched in what looked like a swamp.  We moved the tents to drier ground, away from the 
area where hippos are supposed to graze at night.  We had a lunch of sandwiches, chips, fruit, and 
cookies.  As it was camping, the lunch took almost 2 hours to prepare and put away.  Afterward, we 
walked around the site a little and sat out some rain at the camp dining room. When we headed back, it 
was almost dark already.  The camp rangers brought pre-lit coals for a fire and we had a bar-b-que, or a 
“brie” as the rest of the world calls it.   Very sleepy, we curled up in our tents and slept almost soundly 
until the next morning. 

 

Our campsite 

 

Saturday 3/26: 

Nate made chocolate chip pancakes in the morning, and we sat around for hours enjoying.  I talked 
some with Nate and Leah about how they met, got married, and where they are heading from here.  As 
soon as they leave Zambia, they are headed for a small hospital on the coast of Australia.  The training to 
become an anesthetist in Australia is very long, almost 5 years longer than in the US, so he’s very glad to 
be done.  They also talked about how they’ve been hit particularly hard by load shedding in Lusaka.  
They have to go without power most nights of the week.  They’ve gotten pretty good at cooking on a 
camping gas burner, so cooking camping food is really no different from what they are doing at home.   
Nate’s main project at UTH is trying to improve the quality of the blood bank.  I’m so glad to see that 
someone is working on this major problem! 

After breakfast and some cold showers, we decided to get in two cars and do a self-drive through the 
park.  After talking with some rangers, we picked a route that would not be too muddy.  The day proved 
to be very fruitful. We saw zebra, deer, birds, boar, monkey and the highlight—elephants.  We turned 
around when Olivia’s car started to give her trouble.  Apparently most people moving to Zambia for 
even short periods of time buy used cars, but it’s hard to know what you are getting.  Olivia has already 



had to do major repairs on her car since buying it, and clearly there are a few more that need to be done 
soon. 

After getting back to camp, we made wraps with scrambled eggs, guacamole, and salad.  We also ate 
more of the chips, fruit, etc.  Then it was time for the afternoon boat ride on the Kafue river.  We had a 
guide named Boyd who drove us on the river for almost 3 hours until the sun had set.  We saw many 
different bird species, a few crocodiles, and many hippos.  While hippos can be quite dangerous, Boyd 
has trained the hippos to expect him every evening.  He sits with the motor off until the hippos get 
closer, then turns the boat back on to scare them away if they get within 100 feet of the boat.  

After getting back to camp, no one was hungry for dinner.  The kids were tired and went to bed.  I found 
a shower that was warm, and enjoyed a shower under the stars.  The stars are very beautiful without 
much other light around.  It reminded me of staying with a rural homestay family in South Africa in 
2007, where I first saw the stars like this.   

 

Zebras in Kafue National Park 



 

Puku 

 

Elephant 



 

Hippo on a river cruise 

 

Sunday 3/27: 

I didn’t sleep as well overnight, due to some grunting outside the tent, which turned out to be a hippo.  
Good thing I didn’t get out of the tent.  It just moved on grazing peacefully.  In the early morning hours it 
started raining heavily and the tent leaked water. My bags and clothes got wet and I woke up feeling a 
little grumpy.  We woke up at 5:30 to get ready for our sunrise safari, however there was not much of a 
sunrise due to the rain. 

We all got into a large, open safari vehicle and drove more or less the same route that we had done the 
day before, but with a little more off-roading.  Because of the rain, we really didn’t see much.  We did 
learn about the difference between the deer species.  We saw impala, puku, kudu, red backs, and heart 
beasts.  No elephants or lions today.  We were freezing and wet the whole time.  The one relief was 
when the driver stopped and pulled hot tea out of a cooler in the back.   

After getting back to camp, we showered, packed up, and made the four-hour drive back to Lusaka.  
When I got back, the cats were happy to see me and get some fresh food. I did a load of laundry and put 
away all of my things. As Caity was still not back, I had another evening to myself to read and watch TV.  
I ate some of the leftover bread and avocadoes from the camping trip.   

The best part of the day was when I got to Skype with my parents to wish them a Happy Easter.  I hadn’t 
talked to my dad since I’d left, and had only talked with my mom once.  Great to hear that they were 
doing well and had enjoyed the family’s traditional Easter meal.  My brother and sister were both able 



to be there, which made them very happy.  I’m sad to have missed out, but also glad to have the 
opportunities that I do have.  Afterward, I talked with my husband, David, on Skype.  He is in Chicago for 
the weekend with his long-time friend Matt, who was the best man at our wedding.  I am glad to hear 
that Matt is making him put his work away for a weekend.  I want David to have fun even when I’m not 
there, and not just work all the time.  I have been starting to miss him a lot more this week, and am 
really looking forward to our week together in Mauritius.  

 

Monday 3/28: 

I feel spoiled to have a fourth day in a row off from work!  I only slept until 8 this morning since I went to 
bed early last night.  I luxuriated in the ability to just sit and read, watch TV, and blog all morning.  I’ve 
been reading a book recommended by my mom about aging in America.  The book addresses ways that 
the elderly want to live and how our system’s shortcomings can’t provide for those wants.  I think my 
husband would really like it as well, since he’s had a long term interest in the elderly and aging.    

Caity came home around 3 from her Easter visit to her parent’s house near Livingston.  She had a good 
time, and I’m happy for her.  Good to have some energy back in the house!  Caity has been talking about 
maybe going to England or Australia for a year when her lease runs out here, to get some higher level 
exposure to speech therapy, and just to get some more traveling experience.  Her parents were very 
encouraging this weekend, and she seems excited about this possibility.   

In the evening, we had some butternut soup and microwave cakes.  We watched Friends episodes while 
working on our computers.  A nice relaxing evening getting preparations in order for the coming week.  

 

Tuesday 3/29: 

This morning, we had another day of major rounds.  The service was sort of light, since Firm C was off 
for the last 4 days—no new admissions while on call.  Some of the same patients from last week were 
still here, and the continuity was nice.  The 35-week breech/breech twins developed severe range BPs, 
so will be scheduled for a c-section for our call day tomorrow.  She’s anemic and a Jehovah’s witness, so 
I hope everything goes well.  We also saw a patient who had a wound infection last week. She came to 
the hospital today for a clinic visit since our clinic was cancelled on Easter Monday.  Her wound is 
healing very well and we told her she could stop packing it.   

At the end of rounds, Dr. Ahmed announced that he wants our team to try out the three new CTG (NST) 
machines during our call tomorrow.  In some ways, I think this could work nicely.  We could monitor 
babies with meconium through labor rather than jumping immediately to cesarean.  We could augment 
patients with term PROM and one prior c-section rather than jumping to cesarean.  However, it could 
also greatly increase the number of c-sections done for fetal distress.  For the few it helps, it would be 
great, but one of the biggest problems with monitoring is false positives.  I wouldn’t want to see the c-
section rate go up significantly. Dr. Ahmed talked about wanting to do fetal scalp blood sampling, which 
I’ve heard of but have never seen or done.  His residents haven’t done it either, but it sounds like Dr. 
Ahmed is interested in introducing it as well.   At the end of the whole discussion, he said that the 



residents could just use the CTG machines however they wanted, with no real guidelines for appropriate 
patients etc.  I’m worried that this could become a little bit chaotic.  I guess I’ll see tomorrow.   

After rounds, I went to the Kangaroo Mother Care (KMC) unit to see the baby who was previously in the 
NICU.  The baby is now 1.38 kg, and they usually discharge home at 1.4 kg—should be home soon.   

This afternoon, I went with Catherine to the relatively new UNC office on Independence Drive.  The 
office is basically a rented house in a compound, that has hardly any furniture yet.  I made 50 kits for HIV 
testing for babies as part of her study.  Glad to have a chance to help her, especially since I had helped 
Marcella with her patient education materials. 

Afterward, Catherine took me to Casa Portico to meet up with Joanie Price, another of the global health 
fellows possibly coming to Zambia next year.  Joanie had just spent a week in Malawi checking out the 
other site, and drove to Zambia this morning.  She and Catherine talked a lot about life in Zambia, 
research projects, and the overall climate of the fellowship.  I said a few things here and there, but 
mostly just enjoyed the milkshake Catherine got me as a thank you for helping her.  Ran into Nate at 
Casa Portico as well.  He was working on his computer, as this is apparently a good place to get wifi and 
get work done.  If I lived here full-time, I’d be at Casa all the time eating pasta, milkshakes, and pastries.   

After Catherine dropped me at home, Caity and I went to Melissa’s grocery store for some of her regular 
shopping.  We got a little rained on, but otherwise all good.  She told me that her therapy sessions went 
well today, and the little boy really liked the elephant that she spent an hour making last night. 
Afterward, she took me to Nando’s chicken for my first taste of Zambian fast food.  Despite trying to eat 
mainly vegetarian, the chicken was pretty good. We took it to go and ate it at home.  We made an early 
night of it since Caity was feeling tired after seeing a bunch of clients today. I also have another 24-hour 
call tomorrow, so was grateful for the early night.  

 

Wednesday 3/30-Thursday 3/31: 

My last call day with the team, and it was a busy one for sure.  I spent my call day exclusively in theater 
doing cesareans and gyn cases.  Several cases stood out in my mind as being particularly special. 

The first was a simple c-section, but I operated with one of the interns who needed to do only one more 
before she was sent to her rural placement (this was her fifth c-section).  While there was a senior 
doctor in the next room, I was leading the intern through the surgery, which is what I will be doing daily 
as an OB chief in just a few short months.  This experience gave me confidence.  I was able to stay 
hands-off enough for her to do the surgery, but still give good pointers.  I also knew where to step in 
when needed.  Afterward, she thanked me for my teaching and said she wished she had more time to 
do more c-sections with me.  I feel like this type of mentorship could be very helpful in training better 
Zambian surgeons, and is something I would be excited about doing in the future.  

I was also excited that I got to operate on one of the patients I had seen in clinic.  She looked familiar, 
and I checked her chart—sure enough I recognized my handwriting from her last clinic visit.  She had 
had one prior myomectomy and was scheduled for a primary c-section.  The surgery was uncomplicated, 
but I really enjoyed the chance for some continuity even during a short rotation.  



After operating for nearly 14 hours straight, we cleared the OR list, only to find that 8 more cases were 
added within 5 minutes.  I needed a break, plus the senior doctors were going home (I can’t operate 
unless they are in-house) so I went to rest for a while.  I was woken up by one of the residents who let 
me know that the team was getting ready to do a c-hyst for a postpartum hemorrhage.  I observed as 2 
of the senior residents performed the supra-cervical hysterectomy.  Much like the last hysterectomy I 
had seen, there was far more blunt dissection than I’m used to, and no regard for the ureters.  However, 
the surgery was very efficient and was successful at stopping bleeding.  I was impressed that one of the 
senior registrars came in from home to check the pedicles before the patient was closed.  I hadn’t 
expected that level of supervision at night, and I’m glad for it! 

After a little more resting, I woke up to see what was going on.  There was an ovarian torsion case 
posted, so I said I would do it with the MMED 4.  What we actually found, was a huge pelvic abscess and 
a liter of pus in her abdomen.  We were able to successfully wash out the abscess, irrigate her abdomen, 
and remove the abscess tissue.  We called in a consultant to check that everything was okay before 
closing her abdomen.   The case was much longer than expected, and by the time we finished, the 
morning handover was already completed. 

On my reflection from the call, I realized yet again just how hard these residents work.  Their 24 hour 
calls are exhausting, but they do it without complaint.  They see all the problems with the system and 
are upset with it, but they take things in stride.  Three times during the call, the power went out, which 
meant no OR lights and no suction.  The residents just kept going and made it happen. One nurse got a 
large flashlight and held it over a patient’s abdomen during a critical part of the surgery. The patients 
under general anesthesia were kept on a battery-powered ventilator.   The residents did their best to 
make the ORs turn over faster—they started their own IVs, hung medications, and positioned patients. I 
realized if I’m going to work in this type of setting in the future, I’m going to have to get a lot better at 
starting IVs.  One of the residents told me that they even learn to do spinals during their anesthesia 
rotation.   

I also realized yet again just how strong the women here are!  In the US, we see patients for even the 
smallest of things and spend a significant amount of time doing our best to address their needs.  Here, 
women labor in the hallways, sometimes almost silently, never expecting pain medicine or for anyone to 
comfort them.  Women who present to the emergency department with abdominal pain have a liter of 
pus in their bellies, or a ruptured ectopic.  There are no complainers here!  I admire the stoicism of these 
women, but I do wish that they would present to care when their problems are more manageable and 
more of them could be helped.  My guess is that many women wait because they do not feel entitled to 
care and used to having to endure through problems rather than ask for help.  I hope in the future, more 
women will feel empowered to take care of themselves and demand better outcomes for women 
everywhere. 

As I was getting ready to go home, Dr. Ahmed requested to see me in his office.  He presented me with 
my very own pinard as a going away present.  I was so surprised and thrilled, even though I’m still 
struggling to use one.  Maybe I’ll pull mine out every now and then in the US to try to get a little 
practice.   

Dr. Ahmed asked me if I wanted to take a short tour of one of the ten midwife-run referring clinics in the 
district.  Despite being exhausted, I really did want to see what one of the clinics looked like, so I agreed 
to go.  We went to Chilenje, which is less than 10 minutes from the hospital.  The clinic is small, with 4 



laboring “slots” and one lying in ward for patients in latent labor or immediately postnatal.  However, a 
clinic like this manages to do 3000-4000 deliveries a year.  Between the 10 clinics, about 40,000 of 
Lusaka’s 60,000 deliveries a year occur without the help of a physician.  About 25% of the patients at 
these clinics are referred to UTH for care either antenatally or during labor.  All deliveries that occur at 
these clinics are vaginal, as there are no physicians there to do c-sections.  UTH has an c-section rate of 
17%, but when you take into account all of these district clinics, the overall district c-section rate is only 
8%.  From what I can tell from the number of deliveries, this 8% includes repeats, multiples, etc. in 
addition to just singleton vertex primary c-sections.   

The midwives at the clinic were very kind and were clearly doing their best with what they had.  While I 
was at the clinic, a patient at 28 weeks showed up post-ictal from an eclamptic seizure.  She was still 
foaming at the mouth, but luckily was breathing on her own.  An ambulance pulled up to transfer her to 
UTH – the system works!  I would have loved for the clinic to be able to stabilize her airway, but at least 
they were able to establish IV access, give a loading dose of magnesium, and bring her blood pressure 
down with hydralazine.   

After Dr. Ahmed dropped me back at the hospital, I took a cab home and finally got to bed around noon.  
I woke up at 5 pm to take a shower and went out to dinner with Catherine, Joanie, and Caity.  We went 
to Hot Wok, which is considered the best Asian food in Lusaka.  I’ve certainly had my fill of good food 
here!  We split an appetizer sampler of spring rolls, shrimp toast, and satay.  We also split Singapore 
noodles and red curry prawn.  While at the dinner, Catherine asked Caity if she is going to miss me, and 
she said that she’s “going to feel gutted.”  This made me feel good to have made such a good friend in a 
short time, but sad to be leaving her as well. I would love it if Caity decided to come for a trip to the US 
sometime.   

After dinner, Caity and I came back to her house to eat chocolate and watch Friends. I stayed up a little 
later to write all of my thank you notes for the people who have helped make this experience so great 
for me. 



 

Two residents performing a cesarean-hysterectomy 

Friday 4/1: 

Happy April Fool’s Day!  And more importantly, my last day at the hospital.   

I showed up this morning to find out that 4 cases had been posted for the day, 2 of which were 
myomectomies that had to be cancelled again because there was no blood available.  One was a 
removal of a malpositioned IUD, however Dr. Ahmed found me before theater and wanted to try to get 
it out in the MVA procedure room instead.  This turned out to be a good idea, because the strings were 
visible, but the IUD was just slightly embedded. One pull with the alligator forceps and the IUD was out.  
That left only one case for the actual theater today, which was cauterization of genital warts.  In the US, 
I have done one case of cauterization with a CO2 laser, but that’s it.  Here, it is apparently very common 
to have patients with extensive genital warts.  The procedure is done completely with Bovie 
electrocautery, as no laser is available.  This particular patient had not only external disease, but also 
vaginal, urethral, and cervical involvement.  We were able to cauterize everything; I just worry about the 
amount of pain she will have afterward.  I hope the long-term outcomes are good for her and that she 
does not have a recurrence.  In the theater, I operated with Dr. Chaambwa, the MMED 4, and Dr. Banda 
one of the MMED 2s.  It was overall very pleasant.  I’m sad to be leaving right when I feel like I’m 
starting to fit in with the team members in a more sociable way.  

After the OR, I met up with Dr. Ahmed to say my goodbyes and thank yous.  I went to the GYN ward and 
checked on my patient with the pelvic abscess.  She had been afebrile since the OR, and had enough 
bowel sounds today to start a clear diet.  I’m glad she is doing better. 



I was very sad to hear from Dr. Ahmed that one of our postnatal clinic patients had re-presented on 
another team’s call day and died from postpartum preeclampsia with pulmonary edema and 
cardiomyopathy.  She was only 18.  Her blood pressure had been high in clinic when we saw her, but it 
came down when given medication.  She was supposed to come back for another BP check, but didn’t 
come, and was dead a week later.  I wish we could have done more for her! 

While having tea a little later in the OB/GYN departmental office, everyone said that they enjoyed 
having me and hoped to have more UNC residents soon.  There is some interest in having UTH residents 
come to UNC, however they would only be able to shadow. The residents do seem interested, so 
possibly I can help facilitate that in the future. 

I said goodbye to Dr. Ahmed, Dr. George, and Dr. Vwalika, then headed back to Caity’s house to pack my 
bags and get prepared for an early departure tomorrow morning.  

Catherine, Caity, and I had a goodbye dinner at the Cloud 9 bar, which is on the rooftop of the Protea 
Hotel.  I treated as a thank you for all they had done for me.  Dr. George was supposed to join, but 
couldn’t make it at the last minute.  Despite that, we had a good time.  After dropping Catherine off, 
Caity and I made a microwave cake for the third time in three weeks, watched Master Chef, then 
headed off to bed.  

 

Saturday 4/2: 

I left for the airport at 5 this morning and made it in plenty of time (took about 30 minutes without 
traffic).  I had to check my carry-on bag, since apparently the weight limit is only 8 kg a person.  My bag 
was 14 kg, so no chance of getting that past.  My connection is short, so hopefully both my bag and I will 
make it.  When I got my boarding pass there was no gate listed, so I asked an agent.  She smiled and said 
there is only one gate.  I guess Zambia continues to surprise up to the end!  I had a great trip, learned a 
lot, and made some friends along the way.  But it’s time to head out and begin the next adventure! 

 

 

 


