
MADINA REPORT, SIERRA LEONE 2012 

 

This year, once again, I spent 3 months in Madina junction working on a voluntary 
basis as a guest of the Xaverian missionaries. 

As always, the Xaverian missionaries provided me with friendship, accommodation 
and transport and I feel extremely privileged to have been welcomed back into the 
local community. 

During my 3 months stay, I was joined by my sister, Viviane Brackenbury, my 
husband Rohit Sethi, friends Beryl and Ruby (both doctors living in America )and by 
Serena (a final year student nurse from Italy). 

Viviane and Rohit have compiled individual reports, Viviane on eye care and Rohit 
on water and sanitation, the map project and football. 

 

Charitable status was awarded to Helpmadina in May 2012. 

 

The aims of my visit were to; 

• Assess progress of the health care facilities i.e. the mobile clinics and the 
feeding centre. 

• Expand the role of existing chronic disease management by introducing a 
diabetes protocol. 

• Provide financial assistance where needed for these and other projects 
supported by Helpmadina e.g. refurbishment of local missionary schools. 

• Introduce our charity to the Minister of Health and Sanitation, The Hon 
Zaina Banghura and to the local District Medical Officer Dr Tom Sesay. 

• Seek the approval of HelpMadina by meeting with the elders and other 
sections of the community. 

• Deepen my understanding of local customs and culture. 
• Provide hands on medical help together with staff support and teaching. 

 

In this report, I have grouped together under individual headings, 

• A summary of my findings. 
• An assessment of further needs with some suggestions for future 

development. 
 



HEALTH CARE FACILITIES PROVIDED BY BR. BRUNO AND THE XAVERIAN 
MISSIONARY 

These consist of; 

• The Madina and mobile village clinics 
• The Catholic feeding centre 

 

Staff 

Bruno now employs; 

Nurses - 3 qualified nurses, Augusta, Bintu and Richard. They are required to 
provide up to date registration certificates. Each nurse has his/her individual roles 
but these roles are interchangeable when one member of staff is absent. 

Other members of the team - Mabinteh, Francess and Kadiatu 

Driver - Dowda 

Co-ordinator - Mr Mambe 

 

The Madina and mobile village clinics 

 

Monday Housekeeping 
Tuesday Madina 
Wednesday Malakia + Madina Eye Clinic 
Thursday Kathantine 
Friday Madina + Dental, Hypertension and Diabetes Clinic 

 

The clinics start at 8.30am and begin with Christian and Muslim prayer. 

Patients are registered by Kadiatu. 

The patient is issued with a medical card and then waits in the queue to be seen by 
a nurse. 

There is some form of triage in that the queue of patients is monitored intermittently 
by one of the nurses and priority given to those who appear sickest. 

After the patient has been seen, he/she goes to the dispensary to collect the 
prescribed medication. 



The medication is handed out by Mabinteh and Francess. Both have received 
appropriate instruction. They are not however qualified dispensers. 

The cost to the patient is as follows; 

<5yrs 4,000Le 

>6-12yrs 7,000Le 

Adults 10,000Le 

 

The clinics provide primary health care facilities and opportunities for chronic 
disease management  

During the course of each clinic a written record is kept of attendance, diagnosis and 
medications prescribed. Bruno is able to provide annual statistics based upon the 
information collected. 

 

Hypertension clinic 

Please refer to protocol. 

Where possible the nurse screens all patients over the age of 40 for hypertension. 

In Madina, if a patient is found to be hypertensive, the patient may be started on 
treatment and is encouraged to attend the Friday clinic for follow up.  

We have 69 patients on the register (August 2012) 

Despite health education about stroke prevention however, the majority of patients 
do not return. 

A few patients do come back initially but after several visits we do not see them 
again.  

Exactly what happens to the medication prescribed is often unclear. 

On a more positive note, patients now appear to be more familiar with the concept of 
BP checks. 

Electronic sphygmomanometers are unreliable, the batteries go flat and often “error” 
is recorded on the reading. 

Manual sphygmomanometers are preferred by the nurses. Large cuffs are used for 
patients who are overweight. 

  



Diabetes clinic 

Please refer to protocol. 

This clinic has just started. The nursing staff have received teaching on diabetes and 
each nurse has been issued with their own blood glucose meter. 

We have just 3 patients on the register (August 2012)   

Progress will be reviewed on my next visit. 

 

Dental clinic 

Please refer to protocol. 

This clinic has just been started and progress will be reviewed on my next visit. 

 

TB screening 

Please refer to protocol. 

This has proved to be a success in the Madina clinics. 

Nurse education about TB has resulted in many more patients being referred to the 
Weslyan clinic for sputum analysis. 

Records show that from March 2011 to March 2012, 57 TB suspect patients were 
referred from the Madina clinic. 

Of the 57 patients referred, 11 DNA’d and 12 of the 46 tested were found to be 
sputum positive and started on treatment. 

The responsibility for TB treatment and follow up then rests with the government. 

Our role is purely to identify TB suspects and to refer these patients to the Wesleyan 
clinic. 

An audit of data showed that whilst screening in the Madina clinics was effective, 
there was a problem with TB screening in the village clinics. 

The problem had arisen because sputum pots and referral forms were not being 
transported out to the village clinics. As a result samples could not be collected from 
TB suspects for the staff to deliver to the Wesleyan clinic on their return to Madina. 
The situation has now been rectified and will be reassessed on my next visit. 

 



 

General 

The majority of patients attending the Madina and mobile clinics are infants and 
children with fever, presumably due to malaria, respiratory infections and 
gastroenteritis. 

Communication can be a problem because the clinics attract patients from different 
tribes but very often on further questioning the mothers tell us that water is given to 
children straight from the streams. This is particularly bad before the rainy season 
when the water wells have run dry or the pumps are broken. Cholera is a problem. 

We see many patients who have failed to respond to traditional remedies, some 
have injuries resulting from these practices such as burns from hot charcoal. 

Referral facilities for patients requiring further investigation or admission (other than 
malnourished children) are extremely limited. 

There is an arrangement with another hospital some distance away. Here treatment 
for the patient is paid for by the Catholic Church but patients are required to pay for 
their own transport. 

In terms of investigations the clinics can provide a HB estimate (using WHO 
haemoglobin colour strips), blood glucose and occasionally there are parachecks 
available to test for malaria. These tests are available free of charge. 

There is a wonderful tropical microscope bought with a personal donation from a 
friend but unfortunately, there is no one qualified to use it 

Microscopy of sputum, urine and stool is available at the Wesleyan clinic but patients 
may have to pay for these tests. 

X ray facilities are not available locally. Patients are advised about the government 
hospitals in Freetown where X- ray and U/S facilities exist. 

Not surprisingly therefore, diagnoses and treatments are usually based upon clinical 
findings alone. 

We have seen patients with clinical signs highly suggestive of advanced carcinoma 
but there is no concept of palliative care. The strongest analgesia we have is 
tramadol. 

During the course of our visits we have brought books over with us and we have 
compiled a good library of medical books for reference. 

The emergency box of drugs containing glucose, rectal diazepam, vials of quinine 
and parental antibiotics has been useful when an unconscious child has been 
brought to the clinic in Madina. 



 

Needs and suggestions for the clinics 

• Replenishment of medical equipment, sphygmomanometers, thermometers 
and basic test facilities. 
 

• It would be prudent to carry an emergency box of drugs to the village 
clinics. 
 

• More use could be made of Francess and Mabinteh in terms of providing 
patient education and stressing the importance of follow up. They are in 
an ideal position to do this when they dispense the medication. 
It would be really helpful to spend time with Francess and Mabinteh so that 
they could be observed at work .They would undoubtedly benefit from some 
teaching and further training. 
 

• It may be that creating a formulary of drugs outlining name, form, dosage, 
frequency of administration and duration of treatment would benefit all 
members of staff in the clinics ( naturally this would depend upon drug 
availability )  
Issues around repeat prescribing of medication for patients with chronic 
diseases need to be addressed to try and encourage compliance. 
 

• Kadiatu, who is the person responsible for registering the patient’s is ideally 
suited to collect other details or information which may be of interest. 
I have for example, asked Kadiatu to measure the MUAC on all children up to 
the age of 5 upon registration. This information is recorded on the medical 
card and duplicated in a record book. 
(Strictly speaking MUAC is an unsuitable measurement for babies under 6 
months but the age of the child is often unclear and I wanted to keep matters 
simple) 
If the child has a red MUAC score, Kadiatu has been instructed to alert the 
nurse who is seeing the child as well as recording the results in the usual 
manner so that the child’s nutritional state does not get overlooked in a busy 
clinic. 
Whilst these figures may not be accurate I shall be interested in reviewing the 
results next year to see if there are any patterns that emerge…. 
 

• There is still no couch to examine patients and no room for privacy (There is 
an electric dental chair to lay patients down but this is far from ideal). An 
examination couch is needed and also a screen to provide some 
privacy. 
 



• A new case is needed to transport record books, sputum pots etc for the 
mobile clinics. 
 

• Chronic disease management is a challenging area. 
The protocols we have created provide a good framework for staff to work 
from and on the whole are well adhered to. A BMI calculator would be useful 
for the diabetes and hypertension clinics. 
In terms of protocols for chronic disease management, a protocol on the 
management of epilepsy is next on the agenda. 
 

• Promoting health education is very important and any way in which this can 
be achieved is worth exploring. 
It has been suggested that the staff take turns each week to present 
different health topic to the patients who are waiting to be seen. 
I am wondering if health promotion to the community would be facilitated by 
the staff wearing a simple uniform e.g a t shirt and skirt/ trousers.  
We have had the opportunity to talk about a number of health issues on the 
local radio. It may be helpful to organise a regular, say weekly slot on the 
radio.  
Assessing the impact of such interventions is very difficult in a community 
where some believe that fever in a child is due to demonic possession and 
where many will die before even reaching an age where they need to worry 
about strokes. Why would someone pay for tablets for a long term condition 
(especially one such as hypertension when there are no symptoms) when the 
cost alone of feeding your family is a struggle? 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 



Catholic Feeding Centre 

Since my visit last year, there have been staff changes. 

The cook is no longer working (I am not clear what happened) and she has not been 
replaced. 

Nurse Jennifer left in January, for whatever reason she was unable to provide Bruno 
with a copy of her registration certificate. 

This leaves Bintu in charge of the feeding centre and Augusta provides cover when 
needed. 

The poor state of record keeping was extremely disappointing especially as I had 
spent so much time last year teaching about the importance of well documented and 
accurate records. Evidently, disputes between members of staff were largely 
responsible for this sorry state of affairs. Now that these staff issues have been 
resolved there really is no excuse for such bad record keeping. 

The exam papers I had set last year were set again and results were excellent. The 
knowledge skills are there. 

The new medication and progress sheets are straightforward to use and the 
immunisation and discharge stamps provide essential information with regards to the 
health care of the children admitted to the feeding centre. 

From January 2011 to December 2011, 127 children were discharged from the 
feeding centre. 

It was not possible from the records to accurately assess the severity of the 
nutritional status of these children on admission or on discharge. 

On a more positive note however, the staff had been more astute about the 
association of TB and malnutrition. 

From April 2011 to April 2012, 17% of children admitted to the feeding centre were 
referred to the Wesleyan clinic. Records from the Wesleyan clinic showed that all of 
these children were followed up by the TB services. A proportion had completed the 
TB treatment programme whilst the rest were currently receiving TB medication. 

I went through record keeping again with Bintu, Augusta and Richard. 

During the course of my 3 month stay this year, not all children admitted to the 
feeding centre were malnourished. Nevertheless each admission was justifiable. 

 

 

 



There were 3 categories for admission; 

1. The treatment of medical problems eg malaria, burns 
2. A feeding programme in extreme and unforseeable circumstances eg where 

a newborn child had lost his/her mother in childbirth. In this situation milk was 
provided until other arrangements could be made by members of the 
extended family 

3. The majority of children however were admitted with malnutrition although 
the % wt for ht varied from SAM (ie < 70% +/- complications) to 90%. 

We invited the local DMO Dr Tom Sesay and members of his team to visit the 
feeding centre (followed by lunch) and we subsequently drafted a proposal for a 
memorandum of understanding (MOU) between the health care services 
provided by the Xaveraian missionaries and the local government facilities. 

It was once again stressed to the nursing staff the importance of accurate records in 
order for meaningful health statistics to be compiled. 

It is hoped that the draft MOU will be agreed upon so that the different health 
care providers can work together in collaboration. 

Dr Sesay informed us that it may be possible for the government to help us with 
fortified feeds e.g. plumpy nut and malaria parachecks.In order for this to be 
achieved, the MOU needs to be signed after which Dr Sesay can provide the 
necessary forms for government records. 

One major change this year will be the relocation of the feeding centre to a new 
site adjacent to the catholic mission. 

The current feeding centre is far from the medical facilities, there are repairs needed 
and it was felt that the best solution was to renovate an existing house with land just 
behind the missionary buildings. 

The work for this was started in April and it is hoped that the completion date will be 
sometime towards the end of the year. 

The new feeding centre will have solar power, access to clean water and a safe 
boundary for the children and mothers. 

There is a need for another member of nursing staff, possibly someone newly 
qualified to work principally in the feeding centre but with the skills to work in the 
clinics when necessary. 

We are giving a set of clothes to every child upon discharge as a gift. It is hoped that 
this will reduce families from absconding. 



The recently constructed toilet and shower facilities paid for and completed in 2011 
using HelpMadina funds have been much appreciated during the last 12 months and 
will now be donated as a gesture of good will to the Madina community. 

 

Needs and suggestions for the feeding centre 

This will be assessed once the children and mothers have been relocated to the new 
feeding centre but ongoing staff training and teaching remains essential. 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 



FINANCES, FUNDING AND PROJECTS 

As always, we fund our trips entirely from our own pockets. We pay for our flights, 
visas, immunisations, transport, accommodation and food. 

All of the money raised by HelpMadina is used as per our charity statement. 

Countless people have donated so generously and without their support our work 
would not be possible. As always the people from Madina and the local community 
remain indebted to the kindness of fellow human beings. 

This year, funds have been used in a variety of ways. 

HelpMadina has paid for:- 

• Drugs and equipment for the clinics and for the feeding centre. 
• Chairs, benches, matresses, bed sheets, curtains, floor mats, food bowls, 

spoons, drinking cups, pots and pans and cooking utensils, all bought or 
made locally. 

• Plastic containers to keep individual patient medicines, batteries for night 
torches. 

• Clothes for the children on discharge from the feeding centre. 
• Extra food for the mothers and children with a special meal at Easter. 
• A major contribution towards the new feeding centre. 

More funds are desperately needed to support the many ongoing health and 
community projects. 

Without doubt, these health facilities are not only lifesaving, they also help relieve the 
terrible suffering endured by many people in a community which remains poverty 
stricken. 

Schools Project 

Amongst those who have also benefited from HelpMadina are the local missionary 
schools. 

In addition to funds received for healthcare provision, we have also been given funds 
from local schools here in Gloucestershire. 

It was felt appropriate that these funds should be used to help village schools in the 
Madina area. 

Education is key to improved health for an individual as well as for the community. 

The funds are being used to restore small village schools which provide 
educational facilities for children of many ages. The first school to benefit is in a 
village close to Madina called Kafitori. 



This school was in a desperate state of disrepair. 

The whole of the community from children to elders worked together with building 
materials paid for by Helpmadina. 

Kafitori village school now has new floors, windows, doors, blackboards and desks. 

The project was overseen by Father George and other similar school projects are 
now planned. 

Water Wells 

A generous donation was made for the building of water wells and experimental pit 
latrines. This donation was facilitated by Richard Maycock Global ACUP Regulatory 
and Government Affairs Leader. 

 

Next visit planned January 2013. 

 

                                             Veronica Sawicki, 2012 

 

 

 

 

 

 

 

 

 

 

 

 

 

 



 

 

MEETING THE MINISTER OF HEALTH AND SANITATION, THE LOCAL DMO 
AND THE MADINA TOWN CHIEFS AND ELDERS. 

 

Thanks to a friend of ours here in the UK, Mr Alfred Fullah, we had the wonderful 
privilege of meeting with the Minister of Health and Sanitation, the Hon Z Banghura. 

We met her in her home village and were received with great hospitality. We had the 
opportunity of speaking to her about the health care facilities set up by Bruno and 
about the work done by the Xaverian missionaries in Sierra Leone. We were also 
able to tell her about our charity HelpMadina. 

As mentioned earlier in this report, we also had the pleasure of meeting with the 
local DMO Dr Tom Sesay and we are awaiting the outcome of a draft MOU. 

Mr Mambe coordinated a meeting with the town chiefs and elders in Madina. 

We felt that it was vitally important to introduce our charity to the community. A 
knowledge of local beliefs and an ability to interact with local people and existing 
systems are essential to the success of HelpMadina. 

The meeting was well attended and everyone had the opportunity to voice their 
opinions. The overwhelming response was one of huge gratitude to the work of the 
Xaverian missionaries and to the health facilities set up by Bruno. Suggestions were 
welcomed and in particular there was one suggestion voiced by many……that of 
improving social and health care facilities for the elderly. 

We would very much like to address this issue over the next year and look forward to 
a continuing close collaboration with the community 

 

 

 

 

 

 

 

 



 

 


