Humanitarian Fund Project Report 2017 – Kanti-Alder Hey Burns Health Partnership
All successful applicants to the Humanitarian Fund are required to submit a report of their
visit using the following template. Reports must be submitted to the BMA International
Department within six weeks of returning from the funded visit. Please cover the following
areas as appropriate:
1. Objectives of the project and reason for the funding application
The aims of this project are to:
1)
Provide ongoing hands/on support to the burns team in Kanti Children’s Hospital
2)
Assess effectiveness of the partnership between the Alder Hey and Kanti hospital
burn units, which have been working together since 2009
3)
Provide teaching and support with respect to infection control on the burn unit
Issues and Background:
Burn injury is a significant problem in resource-poor nations, with children being
disproportionately affected. The main causes are scald injury, flame, electrical and contact
burns. The morbidity and mortality are higher in low resource countries partly due to high
numbers of patients, little and late surgical intervention, poor nutrition and hygiene and lack
of interest from clinicians. Since 2009, Alder Hey has been working in partnership with Kanti
Children’s Hospital Burns Unit and the first multi-disciplinary visit was supported by a BMA
Humanitarian grant of £2000 in 2009.
In 2010, the Link was awarded a DFID (Department of Foreign and International
Development) grant to carry out specific project activities aiming to improve burn care.
These included trying to increase good practice in burn care on the wards and in theatre,
reducing time-to-grafting and contracture rate and teaching Essential Burn Care (EBC)
courses. These courses, which are specifically tailored for burn care in low income countries,
were delivered in partnership with Interburns.
Activities over this time included: multidisciplinary UK team visits (October 2010, April 2011,
November 2011, June 2012); surgical, nursing, therapy, psychosocial hands-on teaching;
medical student electives; data analysis; regional networking; five burn care courses (159
participants); Kanti team visit to Alder Hey (September 2012).
We carried out a formal evaluation of our partnership in 2012 including some data analysis
and semi-structured interviews. Positives included the formation of the Nepal Burns Forum,
now Nepal Burn Society; agreement of burn care protocols; prospective data collection (7
months, n=132: baseline time-to-grafting 29 days; contracture rate 8%). Nepali stakeholders
unanimously stated that the Link was beneficial, particularly for improving quality and
engendering positive attitudes. Negatives included lack of inclusiveness, communication and
follow-up difficulties. 58 teaching participants were telephoned: 98.3% felt the course was
useful and had passed on their knowledge to colleagues. UK participants felt that the Link
was beneficial for them personally and had brought benefits to the NHS.
Between 2012 and 2017, four surgeons from Kanti have visited Alder Hey on a fellowship
programme and Sian Falder has visited Kanti on a number of occasions to support teaching
of Essential Burn Care. Over the last five years, we have not worked together in the clinical
environment. Although some staff from Kanti are engaged in teaching Essential Burn Care
nationally in Nepal, it is not known if this increased knowledge and our ongoing partnership
has translated into more effective care and better outcomes.
The Aims of the visit:
The aims of the visit were:
1) To re-affirm the clinical aspect of our partnership and to provide an opportunity to
develop practice, by providing hands on support to surgeons, nurses and
physiotherapists in day to day work.
2) We wished to observe the clinical care of patients in many areas and to evaluate if
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the interventions that have taken place in the last few years (fellowship visits of Kanti
surgeons, EBC teaching, Nepal burn society engagement) have translated into more
effective care and better outcomes for patients.
3) Although data collection remains a challenge, we aimed to use data collection to see
if at the data on time to grafting, infection rates and contracture as well as to discuss
current treatment regimens.
2. Report of the visit
Alder Hey Participants:
Sian Falder, Burns & Plastic Surgery Consultant
Elly Breuning, Burns & Plastic Surgery Consultant
Jo Moore, Senior Paediatric Physiotherapist
Suzie Burgess, Sister, Alder Hey Burns Unit
Other Participants (self-funded)
Barry Pizer, Consultant oncologist, Alder Hey
Jenni Pizer, Trustee ‘So the Child May Live’
Eleanor Jones, sixth form student
Alastair Miat
Kanti Participants
Dr Pun, Paediatric Surgeon, Head of Burn Unit
Dr Bijay Thapa, Paediatric Surgeon
Dr Anupama Basnet, Paediatric Surgeon
Dr Ramana Rajkarnikar, Paediatric Surgeon
Dr Bal, Paediatric Registrar
Dr Anu, Paediatric Registrar
Poonam Pandey, physiotherapist
Gauri Karki, Sister, Burns Unit
Ward nurses
Additionally
Anil Dhital, Nepal Burn Society
Kamal Phuyal , Researcher, Interburns
Wendy Marston, Volunteer BVS-Nepal
Itinery:
Mar 29
Mar 30
Mar 31
Apr 1
Apr 2
Apr 3
Apr 4
Apr 5
Apr 6
Apr 7
Apr 8
Apr 9
Apr 10

Leave UK
Arrive KTM
Travel to Manegau village
Sanitary programme to village women, school girls and health post visit
Return KTM
Ward rounds, ward work and surgery Kanti
Ward rounds, ward work and Interburns assessment group discussion
Ward rounds, ward work and surgery
Ward rounds, ward rounds, surgery
Ward round, team dinner
Signing of MOU with Kanti director
Off
Return UK
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Budget
Sian, Elly, Suzie, Jo flights: £3243 [BMA grant £3000; ‘So the Child May Live’ £243]
Accommodation and subsistence: partially self-funded, £542 ‘So the Child May Live’]
Eleanor, Jenny, Barry, Alistair – self funded

3. Outcomes of the project
Aim 1: to re-affirm the clinical aspect of our partnership and to provide an opportunity
to develop practice, by providing hands on support to surgeons, nurses and
physiotherapists in day to day work
a) Clinical partnership:
This visit did re-affirm the clinical partnership. Although some of the clinical leaders
had changed – Dr Chaudhary, previously the main co-ordinator for the burn link was
on long leave – the other consultants participated fully in the visit. We carried out
ward rounds with all consultants and supported care of patients from all three firms.
In addition, we made strong relationships with two of the senior registrar surgeons in
Kanti who do most of the surgery for burns patients. These surgeons have been in
touch since the visit to update us on follow up of the inpatients.

Some of the nurses on the ward had changed but Sister Gauri remained in charge.
She and two of the nurses had recently attended Interburns’ 5-day Advanced Burn
Nursing course held in Nepal. The nurses were active in partnership with Susie and
discussed nursing care during the week, including a teaching session with nursing
students as well on distraction.
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Poonam Pandey, physiotherapist, was very busy during our visit. She also has a
large responsibility for neuro outpatients and could not attend the ward frequently.
However, Jo worked with her for a morning and with the nurses on the ward for the
rest of the week to discuss acute and on-going patient rehabilitation.
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b) Hospital Partnership: On a formal level, the Memorandum of Understanding between
Alder Hey and Kanti Children’s was revised by Sian Falder, Director of Kanti, Dr
Ganesh Rai and Dr Bijay Thapa who will be lead co-ordinator on the Kanti side for
the Health Partnership. This was signed by Dr Pizer and Dr Rai in Kathmandu and
signed by Sir David Henshaw and Louise Shepherd, the Chair and Chief Executive of
Alder Hey, on our return.
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c) Partnership with local agencies: During our visit, we met with Aneil Dhital, Project
Manager for the Nepal Burn Society and with Kamal Phuyal of Interburns to continue
our relationship and discuss improvements in care in Kanti. During the week,
Interburns held a Delivery Assessment visit – a participatory workshop – to discuss
how care had improved and where gaps still existed.

We also met with Wendy Marston, volunteer for BVS-Nepal, a local NGO working
with victims of burn violence in Nepal, to update activities and discuss future
collaboration.
Aim 2: We wished to observe the clinical care of patients in many areas and to
evaluate if the interventions that have taken place in the last few years (fellowship
visits of Kanti surgeons, EBC teaching, Nepal Burn Society engagement) have
translated into more effective care and better outcomes for patients.
a) Hygiene: The ward was clean and it was clear that cleaning fluid was used regularly.
There was no “burn ward smell”. The hand gel dispensers all had gel in and we
observed staff and one parent applying it. There was filtered water available to wash
hands in the burn unit. All the patient dressings were clean. All parents at the bedside
were wearing gowns. There was only one parent by the bed in most cases. The beds
were also clean and covered with clean sheets. The bare mattresses were in good
repair.
The staff toilet was clean with soap in the room. However, the parent and patient toilet
facilities on the ward were unsanitary. It was not clear if all parents were washing hands
after using and this is a potential site of cross-contamination and infection.
b) Dressings: All the patients on the ward had clean dressings with no leak through. There
was no smell. The dressing room was clean. The nurses washed their hands between
patients and washed down trolleys between patients. They used fresh sheets for each
patient. They used new gloves for each patient but kept on the same gowns and didn’t
change masks or hats.
The technique of cleaning and drying the wounds was good and very efficient and
quick. There were two nurses in the room which is good; one takes off the old dressing
and the other carries out the new one, i.e. a clean nurse and a dirty nurse. However,
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there was a tendency to scrape the wounds relatively harshly which is clearly painful.
The wounds were clean, so this technique is effective, but perhaps a less abrasive
method would be equally effective.

c) Analgesia: Most patients looked comfortable on the ward but two seemed to be in pain
when we walked round. Analgesia was being given prior to dressing changes but not
sure if it is of sufficient dose in all cases. Some children were still undergoing a painful
and distressing dressing procedure and may benefit from a sedative, particularly those
with wounds which require a scrape. Currently, no sedation is given and this may be
due to the low nursing staff numbers and challenges in monitoring patients after
sedation.
There was some, but little, distraction. Sometimes, a child was still being held down.
The television was on but not really effective distraction for some patients. There were
too many people in the dressing room with some wandering in and out. In one situation,
a child who was due to have a dressing done was waiting in the room whilst another
patient was having a distressing dressing change. This will traumatise the child and
make their own dressing more challenging.
d) Communication: The nurses were excellent at communicating with the parents. They
took responsibility for giving instructions to the parents and applying splints. It was clear
that they considered this also part of their responsibility and this works well, as the
physiotherapist is not able to get to the ward frequently. The advice nurses were giving
parents was appropriate – moisturising, etc.
e) Decision-making: The doctors don’t always review the dressings; sometimes, it’s up to
the nurses to tell the doctors when the wounds are ready for grafting but they do take
photographs, which is a more recent activity.
f)

Child perspective: The play room on the ward was open and there were lots of toys.
Children were in there playing, which is an improvement from previous visits. It was
also clear that children were up and around more and there was less sitting in bed.

Kanti Alder Hey Burns Partnership report Jul 2018

Page 7

Toys on the ward are also provided by local NGO BVS-Nepal.
g) Therapy: As mentioned above, the physio was not present on the ward during our stay
– probably time constraints due to outpatient load. However, nursing staff appeared to
be trained in rehabilitation and for affected areas susceptible to contractures; they were
applying splints and teaching stretches to parents. It wasn’t clear during our time that
special attention was being paid to correct positioning in bed, but many patients were
mobile, up and dressed and using the play area.
Doctors tend to refer patients for physiotherapy via a prescription so Poonam doesn’t
see everyone but does try to come to the dressing changes. She teaches the stretches
and does the splinting and has also taught this to the nurses; this training has been
effective according to our observations. Sometimes, she also does some dressing
changes and scrapes the wound. This is only real time on the ward due to the other
commitments of her role. She would like more time if possible. She sees some follow
ups in the therapy department but no acute patients come down to the therapy room.
The therapy department don’t charge burns patients for physiotherapy, although other
patients are charged.
h) We observed mostly good compliance with prescribed treatment. However, one parent
absconded with their child who developed a contracture and had to be readmitted to
the ward.
i)

Nutrition: the prescription charts did state ‘high protein diet’; BVS-Nepal continue to
support the ward with additional nutritional supplies. No patient on the ward had an NG
tube in situ

j)

IV fluids: Some children had a cannula in situ which was splinted.

k) Facilities: There are two ICU beds for burn patients in the new-build ICU. This has
allowed Kanti to keep more severely injured patients on site rather than transfer them
out.
l)

Surgery: Technically, the surgeons are all experienced and capable at harvesting skin
grafts. Some of the debridement could have been deeper at first surgery, making
wounds more suitable for earlier grafting. The surgeons commented that the
procedures we carried out together took more time than they would usually spend on
each patient and this reflects the pressures of the high general surgical workload. The
consultants were less involved in burn surgery; the cases were mainly carried out by
the registrars.

m) Equipment: There was a Humby knife for skin grafting but although this is the main
knife used, it limits the amount of graft which can be taken and produces irregular
donor sites which may take longer to heal. The unit has two dermatomes. The first,
donated by Birkenhead School and So the Child May Live, was not working. This had
not been highlighted to the charity, which would have arranged for it to be fixed. The
second dermatome, bought by the hospital was reported as not working on one day.
However, on the second day, it was working, but blades needed to be bought from the
local hospital shop. This indicated that not all the surgeons were using this equipment.
The mesher, used to perforate grafts, was poor; meshing was not reliable and this
limited the area over which the skin could be used. Dressings for wounds are very
basic.
The team would benefit from working dermatomes with a reliable supply of blades and
a better mesher. Sian and Elly took the donated dermatome away to have it fixed.
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Aim 3: Although data collection remains a challenge, we aimed to use data collection
to see if there data on time to grafting, infection rates and contracture as well as to
discuss current treatment regimens.
Methods:
The ward register is completed by the nurses for every patient. The information recorded is
in relation to basic demographics and also includes a sentence on final outcome, such as
death, left against medical advice, transferred or healed.
As part of the Partnership work, we have collated this information for the years 2061 – 2068
on an electronic spread sheet to facilitate analysis.
We also cross-checked patient details with the operating theatre log to collect information
regarding surgical episodes, particularly time to first surgery and skin grafting.
Development of infection or contracture is not routinely recorded (although we did record
contracture rate in 2068) and therefore was not available for comparative analysis.
The time period for data collection during this visit was 01/06/2073 – 31/05/2074 (12
months). The ward register was transcribed by Eleanor and Alistair into an electronic
database for analysis.
The results presented below are initial findings and will be subject to more detailed and
statistical analysis.
Results:
Demographics: total patients in the last 12 months = 306
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Comparison of admissions with 5 years and 10 years ago:

Mechanism of Injury:
SB = scald burn
OilSB – oil scald
FB = flame burn
EB = electrical burn
Contact = contact burn
CB = chemical burn

Mechanism of Injury comparison with 5 and 10 years ago:
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Time to grafting:

Mortality

Discussion
The data has not yet been fully analysed in the context of wider factors.
Initial results suggest that the number of burn injuries admited remains relatively constant
compared to 5 and 10 years ago, although in 2073/4 there were a higher proportion of scald
injuries and a lower proportion of flame burns. This mirrors the changes taking place in high
income countries where cooking and heating with fire are reducing due to electrical sources
of heat energy.
The data shows that the length of time taken for patients to be skin grafted has reduced from
10 years ago, with a clear difference between 2063 and 2068 (statistical significance to be
calculated). The graphs show that this improvement in practice was maintained in 2073,
although over 20% patients still received a graft after 4 weeks of admission.
The mortality rate in 2073 was less than 1% (comparable with good centres in high income
countries). This is a signficiant drop from 5 and 10 years ago. There could be many rasons
for this. We will need to analyse the complexity of the patient caseload in Kanti and crossreference outcome with ICU admission data. However, this figure is promising and may
indicate that the improvements that have taken place over the 10 year period have led to a
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real reduction in mortality rates.
The improvements in the burn service in Kanti have been multi-factorial. The ten year period
under study has seen many efforts at supporting the burn unit including that by the local
voluntary organisation BVS-Nepal, the DFID-funded work of the charity Interburns,
addressing capacity, education and training and the regular networking of the Nepal Burn
Society.
Mortality rate is an important indicator of outcome but in burn injury, especially for less
severe burns, it is also important to record patient outcomes and those which affect quality of
life, such as development of infection, length of stay in hospital, contracture rate and return
to normal activities. If Kanti burn unit were to contribute to the International Society for Burn
Injuries (ISBI) database, and collect such information prospectively, this may help with data
analysis as a marker and pointer for continuous improvement.
4. Provide details about any barriers or problems faced by the project and how they
were overcome.
This project has been running for 10 years involving the staff of Kanti and Alder Hey and
also collaboration with Interburns.
During this time we have faced problems with:
Communication: it can be difficult to keep all stakeholders informed and discuss plans
together. We tried to overcome this by setting up an MOU, which laid out a framework for
communication, whereby we agreed to communicate via email and respond within a
fortnight. Each hospital has set up a Link Committee and reports of each committee meeting
are shared between the two Chairs.
Lack of inclusivity: in the past, there has been some feelings of lack of inclusivity – partly
from surgeons within Kanti and also with external teams who requested teaching in their own
units. To overcome the first, we have been successful in obtaining BAPRAS overseas
fellowships for all the consultant surgeons in Kanti who have been able to spend an
observership visit of 4 weeks in Alder Hey. By working with Interburns, other teams within
Nepal have been participants in training and also faculty for Essential Burn Care courses.
Interburns works with the Nepal Burn Society and this means that collaboration between
other teams has been successful since its inception in 2013.
Transparency particularly around funding: This was a highlighted as an issue when the
partnership received a grant from DFID in 2010. However, this has not been an issue
recently and we overcame the previous problems by recognising that there had been distrust
on both sides about how monies were spent. We shared our budget with the hospitals’
administration, including details of how grant funding can be spent.
Difficulty to maintain partnership due to low numbers of staff: Alder Hey has a small burn unit
so it has been difficult to create a team simply from our own unit. We maintained the
partnership by recruiting participants from other UK burn units. However, over the last two
years, we have new consultants and this visit was an entirely Alder Hey team.
Sustainability and impact: the project has worked on the basis of multiple exchange visits of
relatively short duration. However, our collaboration with Interburns and the Nepal Burn
society means that local staff have become faculty for Essential Burn Care courses. Their
involvement in training across Nepal maintains momentum and keeps staff up to date. At
present, the nurses and physio in Kanti have more involvement in this than the consultants.
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Rotation of staff: This is difficult to overcome. The hospital director in Kanti has changed at
least three times during the 10 year duration of the project. Frequently, doctors and nurses
are required to work elsewhere – outside Kanti for doctors and moved within the hospital for
nurses. Because of our long-standing partnership and involvement with other agencies, we
have been able to advocate with Kanti leadership to keep experienced nursing staff on the
burns unit.
Poor data collection: The admission and discharge book is a paper record kept by nurses.
There is no electronic data collection and no analysis of data on a regular basis to look at
outcomes. The project has addressed this somewhat by having volunteer help from students
to collect and analyse the data but an electronic database (e.g. ISBI database) would
address these issues.
5. Sustainability of the work: short, medium and long term – how has this progressed
as a result of this project?
Short-term: In the short-term, this project has been sustainable by the leadership of Sian
Falder from Alder Hey and (prior to his current long leave), Dr RP Chaudhary in Kanti. Sian
maintained the relationships with the Kanti staff, organised the repeat visits by Alder Hey
staff and hosted Kanti staff in Liverpool. Dr Chaudhary represented the partnership within
Kanti to the hospital administration there. Individual visits have been funded by BMA and
DFID grants. In addition, the local Liverpool charity So the Child May Live also funds staff
visits and training. Data collection has been facilitated by repeat visits of medical students
and others.
Medium term – After the DFID-funded project and evaluation (2012), we identified many
issues in working together as a Health Partnership. We addressed those issues by the
creation of a Memorandum of Understanding (MOU), which has been signed by both
hospitals. We renewed this and signed again in 2018.
Additionally, our collaboration with Interburns means that burn care continues to be
addressed at a regional and national level, which is essential to maintain long term
improvements in burn care. This work is formalised and funded through a large DFID grant.
The involvement of Kanti staff in this work maintains momentum and motivation.
The support of So the Child May Live charity provides some unrestricted funds to help
support with equipment and training for staff.
Long-term – After the Interburns retreat, attended by seven Nepali burn professionals,
including several from Kanti, the Nepal Burn Society was set up. Kanti staff participate
regularly in these meetings which maintain a focus on improving burn care.
Staff in the hospital have attended and run Train the trainers courses and teach Essential
Burn Care around Nepal, without the necessity for external faculty.
Last year, the Ministry of Health funded three of these courses.
Nepali staff also teach EBC internationally.
6. Describe any lessons learnt by the project
Some of the lessons learned have been described above in the section on overcoming
barriers.
However, the key lessons we have learned are:
1) Importance of relationships and maintaining these long distance.
As a Health Partnership between Alder Hey and Kanti, we have collaborated on other
initiatives to improve care but they are only successful when the lead partners and
other staff have good relationships and are able to maintain communication, e.g.
telephone and email. This requires considerable effort and commitment. Single visits
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are less effective.
2) It is essential to be open and transparent, especially around funding and how it is
spent. Grant monies are often restricted in how they can be spent and this is not
always understood by both partners. Distrust on both sides can develop without open
communication and transparency around budgets.
3) It is helpful to have an agreed framework for collaboration, supported by the highest
level of the hospitals. In our partnership, the MOU was approved by the Ministry of
Health in Nepal and this gave the hospital directors freedom to sanction partnership
activities.
4) Involvement of local agencies on the ground: our partnership in burn care can only
be successful with sustained input and a small hospital team cannot easily bring this
about. Our partnership is effective because it supports changes on the burn ward in
conjunction with a much wider programme of education and capacity building across
Nepal, which has support at the MOH level.
In addition, there are many other charitable agencies and NGOs working in low
resource countries; it is helpful to network with these to maximise benefit and not
duplicate, or counter, existing work.
5) Equipment issues: we have been aware of how easy it is to donate equipment which
is difficult to maintain in the partner country. We have taken an engineer with us
previously to aid with diagnosing and fixing broken equipment but the THET toolkit
for equipment donation is a very helpful guide.

6. Benefits of the visit for the NHS and for NHS staff
We have found it difficult to quantify benefits for the NHS and NHS staff, but there are many
agencies, such as THET, working on how this can be best done. Sian and Elly attended a
workshop on this in London after returning from Nepal.
We consider the following to be of benefit:
1) Improved team working: we took a team from our unit overseas. This was an
opportunity for us to get to know each other better and feel part of a combined
endeavour. This was also the case for previous staff who have gone abroad. It also
builds a sense of unity in our department about our link with Nepal – work which is
additional to our NHS work.
2) Working in Nepal has given us a better understanding of people from other cultures.
We have increasing numbers of refugees and asylum seekers attending our ward, as
vulnerable people are often those who sustain burns.
3) Working in an environment such as Nepal builds resilience and fosters independent
working, e.g. Suzie found that being straight in on the ward, having to communicate
with nurses who spoke little English and adapt to their way of doing things whilst
helping demonstrate new aspects of burn care, was challenging but she felt a sense
of personal achievement and confidence in her own abilities.
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4) The whole team agreed that this partnership gives us an appreciation of what the
NHS has to offer, even when we feel we are hard pressed and under-resourced!
5) This environment fosters innovation. For example, there aren’t expensive splinting
materials but a previous therapist thought to use plastic drainpipes by heating and
moulding them and these are very effective. Our use of plastic tubing to make a neck
collar is now the (cheap and effective) way we splint neck injuries in Alder Hey rather
than using expensive thermoplastic splints.
6) The existence of this partnership contributes to retention of staff; e.g. Sian expressed
that the partnership was an important area of her role within Alder Hey and a reason
why she felt a loyalty to the hospital and unit.
7) All staff who have worked in Kanti through this Link have enjoyed their visit and felt
energised by it. It has improved morale and our working relationships on the unit.

Project reports do not have to be completed on this form but need to cover the areas
included within it. If photos are available please do include these within your report.
Photos are always welcome but please do ensure you have permission from any patients for
inclusion of their pictures.
Completed reports should be sent, within six weeks of your return to the UK, to:
Arthy Hartwell
International & Immigration Department
British Medical Association
BMA House
Tavistock Square
London WC1H 9JP
Email: info.international@bma.org.uk
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The reports will be shared with BMA members to promote the Humanitarian Fund and
disseminate good practice.
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