
Woodlands 

has a new logo which you will see appear on all our correspondence, forms etc.. We are 

not Woodlands Hospital Ltd. but Woodlands Ltd.. 

We are also presenting Woodlands Staff in their new uniforms. 

A lot of thought goes into these uniforms and this starts from September of the previous 

year as Management expects all staff to be decked out in their new uniforms by the first 

week in January. In spite of all this planning some areas do not seem to get their act to-

gether as they are let down either by their dressmakers or when being imported the mail 
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SOME PICTURES OF OUR STAFF AND THEIR NEW UNIFORMS 



Emergency Room 

Patients Seen–2709 

Admissions— 94 

Maternity 

Total Deliveries— 51 

Males— 27 

Females–24 

Caesarean Sections-

22 

Neonatal Death— 0 

Twins— 0 

Premature— 1 

APH— 1 

Still Births— 0 

Male ward 

Admission— 135 

Deaths—0 

Female ward 

Admission – 134 

Deaths—0 

ICU 

Admissions—42 

Deaths– 7 

Radiology 

X-ray— 1502 

CT— 175 

Ultrasound—2565 

CICU 

Admissions—0 

Death—0 

Theatre 

Surgeries— 171 

Ophthalmology — 73 

Pharmacy 

Prescriptions– 5206 

Laboratory 

Patients attended-

3230 

Pathology Lab 

Cytology —- 98 

Histopathology—-194   

SOME STATISTICS FOR 

JANUARY, 2018 
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DOCTORS MEETING:- 

Was held on  30th, January,2019 at 17:00 hrs. Chairperson—Dr. N. Gobin 
Topic: Erectile Dysfunction-Mr. Deen Sharma 

NEWS IN BRIEF 

HUMOR IN UNIFORM 

NURSES MEETING:- RM/RN/NA/LPN 

 Meeting was held in 15th January, 2019  

Topic: Discussion of Plans for 2019 

Departmental Plans and Objective for 2019 continued. 
Medical Laboratory-Thomasine Aaron Laboratory Manager 
Objectives for the year 2019 
•  To accomplish the remaining 60% of the ISO 15189 Accreditation process for the 
laboratory’s first audit by Jamaica National Agency for Accreditation (JANAAC) by 
May 2019. 
•  To offer new laboratory tests to the public March 2019 
• To increase the functionality of the laboratory by incorporating up-to-date and  
efficient technology 
•  To develop a culture of excellent service and continuous quality improvement 
within the laboratory. 
• Woodlands Hospital Medical Laboratory Objectives and Achievements for the 
year 2018 
• To accomplish 40% of the ISO 15189 Accreditation process within the first six(6)  
months of the year 2018 
Achieved 
•  To be recertified by the Guyana National Bureau of Standards to the GYS170  
Standard for Medical 
• Laboratories 
Achieved 
• To increase the scope of laboratory test(s) offered to the public by end of  
February, 2018 
Achieved 
• To reduce the turnaround time for laboratory test results by 30 minutes in the  
• Haematology, Clinical 
Chemistry, Endocrinology and Serology departments within the laboratory, through 
complete revision 
• of the processes within the first 30 days of the year 2018 
Was not achievable due to spike in volume of work and staff turnover. 
• To review, develop and implement a quality control program for all laboratory 
testing procedures within 
• the laboratory to ensure accurate, reliable and timely patient results. 
Achieved 
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Vitiligo, a relatively common acquired disorder of pigmentation 
characterized by the development of  well
-defined macules (or spots) on the skin 
due to loss of functioning melanocytes in 
the skin or hair, or both. Lesions may  
occur in a localized or generalized       
distribution. It affects equally males and 
females, without racial, ethnic, or        

socio-economic predilections. It may appear in early childhood 
and even late adulthood but with peak incidences being seen in 
the second and third decade of life. Approximately 1/3 of patients 
with vitiligo are children, and 70 to 80% of adult patients develop 
vitiligo  prior to age 30 years.  
Cause 
The cause of vitiligo is unknown, but patients commonly attribute 
their disease to specific triggering events such as 
a) Physical injury, b) Illness c) Sunburn d) Emotional stress and, 
e) Pregnancy 
However, there are no data supporting a causative role of the 
above factors. It has been noticed that patients with vitiligo and 
their first-degree relatives seem to show a significantly elevated 
prevalence of comorbid autoimmune diseases which suggests an 
autoimmune etiology for vitiligo. Some studies have reported that 
recipients of hematopoietic stem cell transplantation (HSCT) 
appear to have an increased risk of developing vitiligo. The   
pathogenetic mechanisms underlying the development of vitiligo 
in HSCT patients remain unclear. 
Generally, however there is a consensus that vitiligo is a        
multifactorial disease involving the interplay of several factors 
and future research is needed to clarify the interaction of various 
factors for the better understanding of vitiligo pathogenesis and 
subsequent successful treatment. 
Theories proposed for melanocyte destruction in vitiligo are: - 
Genetic, - Autoimmune, -Neural, -Biochemical, -Oxidative 
stress, - Viral infection, and – Melanocyte detachment  
mechanism.  
Of these, the autoimmune and oxidative stress are best  support-
ed by research data. However, none of the theories in themselves 
are enough to explain the diverse vitiligo phenotypes.  
The “convergence theory” suggests that there are multiple    
mechanisms that contribute to the disappearance of the           
melanocytes and that vitiligo may represent a disease spectrum. 
Clinical features 
Lesions can appear at any age and anywhere on the body, with 
predilection for the face and areas around the orifices, genitals, 
and hands. These patches can vary in sizes from a few millime-
ters to many centimeters. Vitiligo is typically asymptomatic but 
on some occasions it can be pruritic.   
Lesions present as chalk white (depigmented) macules with   
distinct margins, which expand centrifugally and coalesces to 
form large patches. The borders are usually convex.  
Occasionally, the margins may be erythematous or present with 
only partial loss of pigment (trichrome vitiligo).  
Trichrome vitiligo lesions are characterized by zones of white, 
light-brown, and normal skin colour while 
 quadrichrome lesions may have perifollicular or marginal   
hyperpigmentation, whereas pentachrome lesions present with a 
blue hue. Another clinical variant is vitiligo ponctue, which  
exhibits tiny, confetti-like depigmented macules. These are    
features of rapidly evolving vitiligo that may respond well to 
immunosuppressive therapies to abate the spread of the patches.  
Depigmented hairs may also be present in lesional skin and    
poliosis, a decrease or absence of melanin or colour in head hair,  
eyebrows, and/or eyelashes, may also be a manifestation of    
vitiligo. Premature graying of scalp hair may also occur in      
patients with vitiligo and in their families. 
Overall, the disease progresses slowly over months or years, and 

it is rare for widespread disease to evolve within weeks. Initially, 
the epidermal melanocytes are targeted, but later the melanocytes 
associated with the dermal hair follicles may also be lost. 
Clinical classification — A detailed classification scheme for 
vitiligo has been proposed in 2012 by the Vitiligo Global Issues 
Consensus Conference. Vitiligo is classified in two broad  
categories: Non-segmental vitiligo (NSV)-the most common- and 
segmental vitiligo (SV).  
NSV is further divided into subtypes based upon the distribution 
of skin lesions (i.e., generalized, acral or acrofacial, mucosal, 
localized, universal, and mixed pattern). Rare subtypes are     
included in the undetermined/unclassified group. 
It is of utmost importance to distinguish between these 2 because 
the therapeutic options and prognosis are quite different. 
Nonsegmental vitiligo — NSV includes the generalized,  
acrofacial or acral, mucosal, and universal subtypes. Generalized 
and acral or acrofacial vitiligo are most common. 
●Generalized vitiligo is characterized by bilateral, often       
symmetrical, depigmented macules or patches occurring in a   
random distribution over multiple areas of the body surface. It 
may begin in childhood or early adulthood and often occurs at 
sites subjected to pressure, friction, and/or trauma. Depigmented 
patches are common on the face, trunk, and extremities  
●Acrofacial or acral vitiligo consists of depigmented macules 
confined to the distal extremities  
A subcategory of the acrofacial type is the lip-tip variety, in 
which lesions are confined to the cutaneous lips and distal tips of 
the digits  
●Mucosal vitiligo typically involves the oral and/or genital   
mucosa. It may occur in the context of generalized vitiligo or as 
an isolated manifestation. Isolated mucosal vitiligo that has not 
changed its characteristics after at least two years is defined as 
undetermined or unclassified type. 
●Universal vitiligo refers to complete or nearly complete   
depigmentation of the skin. Some skin areas and hairs may be 
partially spared. Universal vitiligo usually results from           
progression of generalized vitiligo. 
●Vitiligo minor or hypochromic vitiligo is characterized by an 
incomplete loss of pigmentation resulting in areas of the skin that 
are paler than the surrounding skin. Vitiligo minor is more     
frequently seen in dark-skinned individuals. 
Segmental vitiligo (SV) — SV typically occurs in a dermatomal 
or quasi-dermatomal pattern, most frequently along the distribu-
tion of the trigeminal nerve. While being the least common type 
of vitiligo, SV begins in most cases during childhood (fig 4). The 
areas of depigmentation usually stabilize within a year and rarely 
spread beyond the affected dermatome. There is early             
involvement of hair follicles (leukotrichia), (with histologic   
evidence of destruction of the follicular melanocyte reservoir. 
DIAGNOSIS 
Clinical — The diagnosis of vitiligo is in most cases        
straightforward, based upon the clinical findings. Elements of 
history that are helpful for the diagnosis include: 
●Age at onset of lesions. ●Factors or events that may have     
preceded onset. ●Symptoms associated with the lesions. 
●Progression or spread of lesions. ●Changes observed in lesions 
over time. ●Presence of concomitant diseases. ●Current        
medications. ●Occupational history/exposure to chemicals. 
●Family history of vitiligo and autoimmune diseases 
When establishing the diagnosis of vitiligo, it is not only prudent 
to consider the differential diagnosis, but it is also expected that 
you ascertain the presence of:  
Ocular disease, An underlying melanoma,  
Associated endocrinopathies .                                               
 
                                                                                            P.T.O 

 



TAKING A BREAK FROM WOODLANDS  

LIMITED 

Management and Staff wish to congratulate the   
following persons on their birth anniversary for  
February, 2019 

We can now be perused on our Web Site 

www.woodlandshospital.com 

follow us on Facebook 

 
 
 

W elcome to our New Staff  
Hope Ramotar-Pharmacist,  
Parveni Naipaul-Pharmacist,  
Anasha Singh- Pharmacist 
Jainarine Surujballie- Security Guard 
 
 

V acancies  
 
Registered Nurse : 2 Positons 

 
 
 

ALL APPLICANTS WILL BE EXPECTED  TO 
WORK ALL SHIFTS 

 

Diagnostic aids — The diagnosis of vitiligo may be facilitated  
using a Wood's lamp (a handheld device emitting ultraviolet A light 
at approximately a 365 nm wavelength), especially in individuals 
with pale skin. Under the Wood’s light, the depigmented areas emit 
a bright blue-white fluorescence and appear sharply demarcated.   
Dermoscopy may be helpful in differentiating evolving vitiligo 
patches from other diseases with similar patterns of                     
hypopigmentation. On dermoscopy, vitiliginous macules typically 
show residual perifollicular pigmentation and telangiectasia, which 
are absent in other hypopigmentation disorders. 
Pathology — A skin biopsy is not routinely required for the        
diagnosis of vitiligo. On histology, vitiligo reveals complete loss of 
melanin pigment in the epidermis and absence of melanocytes, with 
occasional lymphocytes at the advancing border of the lesions.   
Laboratory studies — Because vitiligo is frequently associated 
with other autoimmune antibodies that predisposes to endocrinopa-
thies, it is important to check for pernicious anaemia (full blood 
count, vitamin B12, anti-intrinsic factor antibodies,  
anti-parietal cell antibodies, thyroid disease (TSH, T3, T4),  
Addison’s disease (9am cortisol or short Synacthen test) and diabe-
tes mellitus (blood glucose) 
DIFFERENTIAL DIAGNOSIS  

Conditions that are frequently confused with vitiligo include:  
Nevus depigmentosus . 
Pityriasis Alba  
Idiopathic guttate hypomelanosis   
Tinea (pityriasis) versicolor  
Halo nevus  
Piebaldism . 
Chemical leukoderma   
Drug-induced leukoderma 
Hypopigmented mycosis fungoides (MF)  
                                              Dr Heather Morris-Wilson 
                                              MD, Masters (Clinical Dermatology)  
Continued in the next edition... 

Name of Staff Birthday 
Donetta Briton 1-Feb 

Maricea Comacho-
Chandrabose 

4-Feb 

Shemuel Lewi 4-Feb 

Ingrid Sertimer 4-Feb 

Carey John 5-Feb 

Ghanaswarie Shrikant 6-Feb 

Dr. Rene Santos 6-Feb 

Joel Dey 9-Feb 

Adelle Griffith 13-Feb 

Denzil Hernandez 20-Feb 

Anumol Joseph 24-Feb 

Alfiea Bagot 25-Feb 

Andrea Duncan 25-Feb 

Eustalene Heyliger 25-Feb 

Esther Durant 28-Feb 

Staff Leave 
Aleea Caesar 25 Feb – 10 Mar 

Amanda Williams 24 Feb – 2 Mar 

Coretta Norton 25 Feb – 10 Mar 

Geraldine Fraser 10 Feb – 9 Mar 

Lakshmi Singh 11 Feb – 24 Feb 

Nandawattie Dindyal 1 Feb – 14 Feb 

Anumol Joseph 24 Feb – 23 Mar 


