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Personal information and confidentiality
To protect both the confidentiality of patients’ medical information as well as protecting the identify of vulnerable
refugees who regularly face hostility from authorities, information that could lead to identifying patients, patients’
families or camps (including locations) is very limited in this report and all medical cases and identifiable
information has been removed. All identifiable images are sourced from public forums and so are freely available.
All other images are used with permission and faces covered to maintain anonymity.
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Children learning CPR technique in a crowded classroom before practicing on inflatable mannequins

The Report
Synopsis
This final written report details a brief introduction to the context of the Syrian Refugee crisis in Northern Lebanon
and why medical support is urgently needed in the country. It describes the teaching of over 2000 Syrian children
basic first aid including CPR and haemorrhage control. I describe how under the supervision of doctors from
Medicic Tra La Tende. a very under-resourced Italian NGO working in the area, clinics and home visits in Northern
Lebanon were conducted over the course of three visits.

Background
According to UNHCR, over 5.6 million Syrian people have fled their country since 2011, leaving their homes, their
livelihoods and their jobs. Many cross the border into Lebanon where they have little or no financial resource and
are limited in occupation to basic labour regardless of their skill set, resulting in over 70% living below the poverty
line. Lebanon is over-run with refugees (from Syria and Palestine mainly) and does not allow the formation of
formal Syrian refugee camps. This results in refugees living in a dispersed fashion in urban neighborhoods or in
small, unofficial camps. The health burden in this population is severely increased as a result of the Syrian conflict,
crowded accommodation and the lack of access to health care centres.
Lebanon has a privatized health care system and whilst UNHCR offers certain subsidies and fee costs to Syrians,
there still remain significant barriers to accessing these facilities. Multiple checkpoints, fees not covered by UNHCR
and travel and treatment as second-class citizens all contribute to an overall dearth of health care in this
population.

About the Author
I am a final-year graduate medical student at Warwick Medical School with a background in global and public
health. I came to medicine with a strong desire to develop clinical skills in order to offer health care globally, free at
the point of care. This was cultivated by my previous experience, including managing ‘Sinovuyo Teens’ clusterrandomised control trial in South Africa with the World Health Organisation, UNICEF, Cape Town and Oxford
Universities, consulting for the Tanzanian Department of Medical Research, sitting on the NED board of a global
health think tank, consulting on infectious disease control at India’s Kumbh Mela and volunteering for Street
Doctors UK charity, teaching disadvantaged youth about CPR and haemorrhage control.
I have worked with refugee communities for the past 8 years, from running sports groups for minors to befriending
and accompanying adults with recent refugee status. I intend to continue to work with these communities in the
future.

OBJECTIVES
Aims
The aim of this project is to provide health care needs to Syrian refugees in northern Lebanon, in the form of
prevention, diagnosis and treatment
•
•
•

Run first aid and basic life support training courses for Syrian Refugees, both children in three schools and
adults in refugee camps
Coordinate a mobile primary health clinic with Italian doctors in Tripoli and Akkar province to serve the
needs of Syrian refugees in the north of Lebanon
To coordinate fundraising for hospital investigations, long term treatment and minor surgeries of patients
with chronic or serious conditions

FIRST AID TRAINING
The incidence of violence and acute emergencies out of hospital is high in
the refugee community due to social and environmental factors. In
discussion with NGO’s on the ground, a short first aid course was drawn
up.
Two formats of the course were run at Tuyoor Al-Amal  طيور األملschool
group, which educates over 3000 Syrian Refugees aged 5-16. Both basic life
support with CPR and haemorrhage control courses were delivered.
Course were delivered as a mixture of large group assemblies followed by
smaller breakout groups who were given a chance to practice the
techniques that had been shown and individual class sessions which were
delivered to each age cohort in the school using the following templates
(adapted from the NICE accredited Resuscitation Council Guidelines)
CPR and basic Life Support

Haemorrhage control

Discussion of acutely unwell patient and their
presentation

Discussion of importance of blood and supply of oxygen to vital organs (esp the
brain)

Importance of personal safety and asking for help

Demonstration of blood loss and discussion of signs at stages

Assessment of patient consciousness (trapezius squeeze)

Demonstration of leaving knife/object in the body to prevent further
haemorrhage

Assessment of airway (look, listen, feel approach)

Lying the patient down, raising their legs and other limbs if appropriate

Delivering effective CPR Use of AED (defibrillator)

Discussion of applying pressure, using a tourniquet

Each group was given the opportunity to practice and demonstrate what they had learned on inflatable mini-anne
resuscitation mannikins kindly provided by the University Hospital Coventry and Warwickshire (UHCW) resus
department. Based on their ability to perform this task and answer questions, the cohort model of teaching was
considered most effective and was continued on subsequent visits to the region.
After the first visit, further session on management of the epileptic patient was requested due to high volume of
fitting patients in this population and another session on the use of AEDs in cardiac arrest and arrhythmias. Older
children were taught the recovery position and a brief overview of seizure management but it was decided to focus
on the basics of first aid for the young children. It was also observed that most camps and schools did not have AED
defibrillators and so this was not taught.
Over 2000 children in total were taught these basic skills. Mustufa Alhaj, head of Tuyoor Al-Amal School, reported
that older students felt more confident in delivering emergency first aid if required. However, the younger children
(5-7 year olds), whilst enjoying the sessions,
probably would not be confident or sure of the
delivery of first aid. This means that
approximately 1600 children (8-16) in Tripoli
should now be ready to give first aid.
Several classes were also run in refugee camps
in the Akkar province. Due to internal politics
and customs, only men above the age of 15
attended these lessons. Burns gels, bandages,
sterile scissors, medical tape and other basics
were give to each Salweise (head of the camp)
following the class.

The following images are
posted publicly on the
Tuyoor Al-Amal facebook
page by their staff and can be
found here
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MEDICAL PRACTICE
I worked in partnership with Medici Tre La Tende, an Italian NGO
consisting of doctors and midwives working in the area. Each month that
they can recruit doctors, a team spends one week in the camps seeing new
patients and following-up on previously seen patients. In preparation for
working in the area, I conducted a health needs assessment (available
upon request) which gave an overview of the burden of disease and the
medical services present (though often not available).

Scoping, Equipment and Procedure Costs
Donations of basic diagnostic equipment was made by staff at UHCW,
whilst the rest was purchased from the Lord Rootes Fund. Medications
were sourced in the same manner, mainly in country. Hospital and
operation costs were sourced from this fund in conjunction with other
fundraising efforts and accessing UNHCR funding.
Items acquired and purchased can be found in the financial account
statement. (medical kit bag that was taken into field)

Mobile Health Clinics
We ran mobile health clinics in four Syrian refugee camps in Akkar
province that forms the northern border with Syria. Each clinic lasted 1 – 2
days and was staffed by multiple doctors and myself, each with an accompanying translator. Some locations were
disused clinic rooms with examination couches, whilst others were school rooms where we used sheets to construct
barriers for patient confidentiality. Over the course of my three trips to the region, 9 days of clinics were run with 23 doctors at each. Approximately 250 patients were seen over the course of that time period with apointment times
varying from quick advice on viral illness to a comprehensive assessment and accompaniment to a local hospital.
I have listed some of the common and serious conditions that I witnessed over the course of my visit.
Common

Serious

Back pain

Majority musculoskeletal.
Several cases of radicular pain
and some traumatic cases

Epilepsy

Due to the high rate of meningitis,
epilepsy is seen more frequently.
We were able to get a neurologist
to attend and initiate treatment

Viral Wheeze

A very common complaint in the
paediatric community, worsened
by the close proximity of living

Cutaneous and
visceral
lichmoniasis

Several cases of both cutaneous
and visceral lichmoniasis were
suspected. Treatment was given
with advice from dermatologists

Metabolic
Syndrome

Patients often diagnosed and
initiated on management by UN
but unable to afford
continuation of drugs and not
monitored. Lifestyle advice also
formed a large part of
management

Hydrochephalus

There were several cases of severe
hydrochephalus which required
urgent surgical attention. Money
was raised and both children
received operations. One child
died whilst the other remains alive
but with, as yet, unknown
neurological complications

Fungal
infections

Hygeine and personal care is
often difficult in the camps and
tinea is common

Obstetric
checks

Delivering babies in hospital is
expensive and antenatal care is
sparse

An agreement was made with the local hospital that allowed us to accompany Syrians through the checkpoint and
pay discounted rates for investigations (blood tests, imaging and invase procedures if required). Referrals and
payments to local paediatric surgeons and haematologists was common place but often required difficult journeys
to Tripoli or Beirut.

Home visits
Due the nature of the physical health of many of the patients, home visits were a necessary feature of the health
care provision. These home visits turned out to be very time consuming since the camps are haphazardly arranged
without formal addresses and the movement of people within Northern Lebanon is vast. Having a car was vital and
allowed us to transport several patients to hospital for further investigations. Complaints included cases of paralysis
due to shrapnel, acutely sick pediatric patients, post-operative wound infections, obstetric cases and agoraphobic or
traumatised patients.

Lessons Learned and Further development
Regarding further development and improvements, quite a few lessons were
learned. The politics and logistics of setting up the clinic was complicated:
permission had to be sought from the Salweise (head of the camp), cultural and
language barriers had to be surmounted and privacy maintained in confined
spaces without proper examination spaces available. The biopsychosocial model
of medicine has shown to be important but can be very difficult to address on
such short visits and in such an unstable environment.
It is suspected that many patients have post-traumatic stress disorder, depression
or learning difficulties. These dimensions of illness were rarely adequately
addressed on such short visits and referral to MSFs psychological services proved
unfruitful. Accessing psychological services and working with psychiatrists and
psychologists in the future would be a step towards a more holistic form of
management which would compliment medical management greatly.
Clinics were often held in classrooms at weekends
Formalised documentation was not a feature of my first visit and so I prepared a proforma and had it translated
into Italian so that all the doctors could use it and keep records. This more easily enabled patient follow-up on
subsequent visits and by different doctors but issues around storing and updating paper records across countries
and languages proved difficult and limited the extent to which teams communicated between monthly visits.
Discussion about electronic and secure databases would be a beneficial
future development.
Expert opinions, such as in the case of cutaneous or visceral
leishmaniasis (a neglected tropical disease and not common to the UK)
as identified by a consultant paediatric dermatologist in the
Switzerland using images sent via WhatsApp, proved invaluable and
allowed us to operate across several specialities even with limted
numbers of doctors and health care professionals in the field. Local
expertise was also sought and utilised, though this did come at a
financial cost. Benefit would come from building further and stronger
links with both local and foreign doctors who could advise and support
the work remotely.
Examination of women by a male doctor was limited but possible with
supervision. We subsequently tried to ensure there was always a male
and female doctor present
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BENEFITS, LIMITATIONS AND ANALYSIS
Education
Acute illness, trauma and violence are all highly prevalent in Syrian refugee communities in Northern Lebanon.
Preventative medicine is widely accepted as critical in a public health approach. Arming the next generation with
basic first aid skills has the potential to save lives. We have reached 2000 Syrian children in Tripoli and an
additional 200 adults in camps in Northern Lebanon and believe that the majority of these Syrians would feel
confident and be competent to administer basic first aid. A limitation of this type of education is that it is very hard
to monitor and evaluate since there is no controlled way to test the real-life impact this education might have on
responding to medical emergencies. Pre and post-confidence scales are sometimes used to estimate this effect and
we approximated this by verbal feedback from teachers and some select students but a formalization of this
procedure may go some way to ensuring the best teaching style and quality is being delivered.
Clinics
Bringing mobile clinics to patients who cannot afford or do not have access to primary health care offers diagnosis
and treatment of acute illness. By returning to the field on a regular basis and integrating ourselves with the local
health landscape, we hoped to facilitate more advanced treatment and treatment plans for chronic conditions (noncommunicable disease) which are rife in the Syrian refugee community. We have run approximately 250
appointments which have resulted in diagnose and treatment of approximately 200 people, as a conservative
estimate. Individual health outcomes are hard to estimate without a database or using patient identifiable
information on the small scale on which we are operating. Lost to follow-up is a serious issue with the movement
of patients (often traveling within Lebanon and making attempted trips to Europe) but to a large extent that is a
difficulty of working with a refugee and asylum seeking community. We tried to take mobile numbers, geo-tag
house locations and take photos of patients to enable follow-up but without an electronic system and patients
regularly running out of phone credit, this was only of limited success.
By how much further organization and streamlining of administrative
processes could mitigate this problem is unclear but advice from
healthcare in other communities would be a good next step to ensure
that the excellent primary care being delivered continues to benefit
patients into the future.
Networks with local hospitals, physicians and surgeons have allowed
referral of acutely unwell patients and have led to several admissions
and several surgical procedures being carried out. At least three acute
life-saving interventions have been made in paediatric patients after
significant effort was made to fundraise for their surgical costs.
However, several more patients have died due to inadequate funds
available and this is devastating (see personal reflection).
The NGO, Medici Tra La Tende continues to go to Northern Lebanon
and run clinics and home visits. However, the two months preceeding
the submission of this report, have not seen anyone going to the
country due to the lack of available volunteer doctors. The
effectiveness of medical intervention is greatly diminished without
follow-up and regular, reliable visitation.

CONCLUSIONS
The Lord Rootes Memorial Fund Award has allowed me to embark on
and develop my medical capability working in low resources and challenging global disaster environments. Quite
apart from any benefit that has been construed on patients, it has affirmed my desire to focus on global health in my
career and I hope will prove the stepping stone for many more humanitarian trips both to Lebanon and elsewhere in
the world. I would strong encourage other medics to pursue such work and the Lord Rootes’ committee to offer
them the opportunities that they afforded me.

Personal Reflection
In the NHS, cost-effectiveness analysis is made by the NICE clinical decisions appraisal unit and doctors work
within those parameters to deliver the best healthcare they can. It is not unusual for expensive drugs fewer with
fewer side-effects or expensive procedures with fewer complications not to be available due to expense but I have
never witnessed any doctor here having to make decisions about which of their patients will not receive life-saving
care due to financial restrictions. As such, little time is spent at medical school reflecting on or teaching about how
a ‘radical’ form of triaging and decision making is made about whether a patient receives care or does not, they
always receive care it’s just a question of what sort. So when faced with a very limited budget/resources, treating a
population without insurance or means in a country with privatized healthcare system, the weight of these
decisions can feel very heavy indeed. But my reflection is not focused on the pity of having to help make these
decisions but rather what doing so involves. A privatized healthcare system makes life expensive and discomfort or
death cheap. The Syrian Refugees are stateless and so no one owns the responsibility of their care, or is all (globally)
of our responsibility. Whether through lack of obligation or diffusion of responsibility it is largely neglected by the
international community and UNHCR finds their budget smaller and smaller each year. So the first assumption
undone is that life is beyond price, because when there is no one to turn to when our meager fund is running dry,
the private hospitals cost of admission and management is the cost of that life. But that might not come as much of
a shock, even if the visceral realization of what its consequences are, do.
One paediatric patient was acutely sick with severely reduced oxygen saturations of around 66% (I cannot go into
more details without breaching a level of confidentiality I am uncomfortable with) I discovered when I was able to
visit him and his parents at around 8pm in their tent at the end of a long row of tens, long after dark. Due to their
reliance of an open flame to cook, we had not supplied them with oxygen for the child but they did have a nebulizer
which I initiated. After an examination of the patient and some simple interventions, the child was not improving
and his vital signs continued to be very worrying. In this situation in the UK the child would be admitted to an High
Dependency Unit bed at a cost of several thousand pounds per night to the tax-payer. Here, in the middle of a
refugee camp just south of the Syrian border the panic was creeping in. I immediately contacted the anaesthetist on
our trip for advice and to discuss how to get the patient to hospital. As medics, we both had a very set idea of what
the management plan required and what we needed from the doctors at the hospital but our trip budget had been
spent the previous day on a neurosurgical operation for another child. We phoned the local NGO from Italy that
coordinates with the UN for funding of medical care for refugees, to work out how we could afford to admit the
child. They explained they would need to attend with the child both to fill the correct paperwork but also to get the
child through the various checkpoints, which at night can be very dangerous. Even if everything went to plan, we
would need about $600, which we did not have. Regardless, the NGO had a team meeting that evening after having
spent the day in Beirut taking a family for patriation and accompanying the other child for their surgery – by no
means an easy or short day. They said they therefore could not take the child to the hospital tonight. Both myself
and the anaesthetist did what we are trained to and, with some incredulity and indignation, fought for our patient
telling them that this was life-threatening and the patient needed to get to hospital tonight, NOW even and their
sorry meeting could wait. The NGO lead came onto the phone and, very patiently, explained the cases their NGO
had been dealing with that week, the hours spent traveling through the dust with distressed people and how most
of their volunteers had been living in the camp for 6 months, not the five days we had been there. Though not a
direct quote, she said something along the lines of, “if we don’t prioritise our team meetings and welfare, we burn
out and previous volunteers have had to receive counselling for PTSD. We understand that when you come here
you see acute situations and want to do everything you can to help but this is a weekly occurrence here , this is how
people are forced to live and if we postpone our meeting until tomorrow when you fly home, there will doubtless be
another emergency. I know it sounds harsh and careless but remember our volunteers give up a year of their lives,
all the comforts of their home to come here and help, these are some of the people that care most in the world.” I
remember being stunned into silence. I felt so naive, angry (I wasn’t sure who with) and powerless.
As a medic one understands that decision making can alter lives and this bares the normal moral responsibility; that
change only happens when people try and trying is not naive. In the context of one of the biggest refugee crises in
human history, anyone seeking to work on location must also understand that the same morality can produce
different decisions and that trying to bring about change is a long, difficult and imperfect process.
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Financial Accounts
Certain items are listed as ‘FREE’. These items have been or are expected to be acquired by donation from medical
companies and hospitals. Certain items are listed as ‘own cost’ this refers to personal expenditure as the grant did not cover
all costs. The actual expenditure did not differ dramatically from the projected costs. Notable areas were much of the
equipment was acquired at a discount or for free and much more money was spent on prescription costs and surgical costs
in field than predicted. This is because any savings made in other areas were added to a ‘pot’ to be spent in field on
providing medical supplies.
Where actual costs differ from projected costs, I have highlighted these in yellow. Unfortunately, receipts are not available
for the majority of purchases in Lebanon and the few that are available are in Arabic. Spending was mostly in dollars and
Lebanese lira so GBP costs are approximations

Per
item

Item

Total
items

Per
item

Item

Total

Total
items

Total

Actual Travel Costs

Projected Travel Costs
Flight costs

£150

6

Own cost

Flight costs

£200

5

Own cost

Car hire

£25

18

£450

Car hire

£40

10

£400

Hold luggage for
medical
supplies*

£50

3

£150

Hold luggage for
medical
supplies*

£50

3

£150

Insurance

£30**

6

Own cost

Insurance

£30**

6

Own cost

Accommodation

£0

12

Mishwar
HQ

Accommodation

£0

12

Mishwar
HQ

Visa

£0

6

£0

Visa

£0

6

£0

Food and living
costs

£5

12

Own cost

Food and living
costs

£5

12

Own cost

Total

Total

£675

£550

*costs vary depending on airline and weight of bag

*cost deducted from total ticket expense

** based on cost of STA travel insurance

** based on cost of STA travel insurance

Projected Equipment

Actual Equipment

Mini-Anne CPR

£70

3

FREE

Mini-Anne CPR

£70

3

FREE

AED samples

£20

3

FREE

AED samples

£20

3

FREE

Total

Total

£0

£0

Actual Staff Cost

Projected Staff Cost
Translator 1

£65

4x3

£780

Translator 1

£75

4x3

£900

Translator 2

£65

4x3

£780

Translator 2

£75

4x2

£600

Total

£1560

Total

£1500

Unit
Cost

#
per
unit

#
units

Total

Unit
Cost

Donation

#
per
unit

#
units

Total

Donation

Actual Medical Costs

Projected Medical Costs

Gloves

£6.43

200

5

£32.15

FREE

Pregnancy tests

£12.41

50

1

£12.41

FREE

Chlorhexidine
wipes

£4.00

200

5

£20.00

FREE

£20.00

Chlorhexidine
solution

£10

1

2

£20.00

FREE

10

£8.70

Plasters

£0.87

100

10

£8.70

FREE

20

2

£12.64

Burns gel

£6.32

20

2

£12.64

FREE

£4.29

12

1

£4.29

Microtape

£4.29

12

1

£4.29

FREE

£7

1

1

£7

£7

1

1

£6.49

Urine dipsticks

£11.50

25

4

£46.00

FREE

Urine dipsticks

£11.50

25

4

£46.00

FREE

Sample pots

£6.48

100

1

£6.48

FREE

Sample pots

£6.48

100

1

£6.48

FREE

Scissors(disposable)

£3.48

15

1

£3.48

Scissors(disposable)

£3.48

15

1

£3.48

FREE

Adult Tympanic
Thermometer

£146.94

1

1

£146.94

FREE

Adult Tympanic
Thermometer

£146.94

1

1

£146.94

FREE

Probe covers for
thermometers

£10.73

200

1

£10.73

FREE

Probe covers for
thermometers

£10.73

200

1

£10.73

FREE

FREE

Omron M3 LED
Blood Pressure
Monitor

£42.71

1

1

£6.20

FREE

Welch Allyn 97150
(otoscope and
ophthalmoscope)

£171.59

1

1

£123.95

Glucometer and
strips

£50.00

1

1

£17.00

Gloves

£6.43

200

5

£32.15

Pregnancy tests

£12.41

50

1

£12.41

Chlorhexidine
wipes

£4.00

200

5

£20.00

Chlorhexidine
solution

£10

1

2

Plasters

£0.87

100

Burns gel

£6.32

Microtape
Tendon Hammer

Omron M3 LED
Blood Pressure
Monitor

£42.71

1

1

£6.20

FREE

FREE

FREE

Tendon Hammer

Welch Allyn 97150
(otoscope and
ophthalmoscope)

£171.59

1

1

£171.59

Glucometer and
strips

£50.00

1

1

£50.00

Steristrips

£13.60

50

2

£27.20

Steristrips

£13.60

50

2

£27.20

Rehydration
solution

£0.00

£0.00

Tongue depressors

£0.59

Gardiner Brown
Tuning fork
(156Hz)

£19.95

1

1

£8.19

ChoiceMMed
MD300-D Finger
Pulse Oximeter

£29.99

1

1

£29.99

ChoiceMMed
MD300-C5
Paediatric Finger
Pulse Oximeter

£44.99

1

1

£37.49

Paediatric
thermometer

£7

1

1

£5.89

VAT and Tax

n/a

n/a

n/a

£42.41

Prescriptions

n/a

n/a

n/a

£450

Surgeries and
investigations

n/a

n/a

n/a

£330

Gardiner Brown
Tuning fork
(156Hz)
ChoiceMMed
MD300-D Finger
Pulse Oximeter
ChoiceMMed
MD300-C5
Paediatric Finger
Pulse Oximeter

£19.95

£29.99

10

1

1

10

1

1

£5.99

£19.95

£29.99

£44.99

1

1

£44.99

Paediatric
thermometer

£7

1

1

£7

Prescriptions

n/a

n/a

n/a

£300

Sub Total (exc
free items)

Total

£664.95

£2899.95

FREE

FREE

Sub Total (exc
free items)

Total

£1051.41

£3101.41

FREE
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