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Kubuneh Health Centre is a community-
built health centre located in a semi-

rural part of the Gambia about one hour’s
drive from the capital city Banjul, itself 
just six hours’ flying time from Bristol. 
The health centre serves an estimated
population of up to 25,000 people. It
provides a nurse-led clinic for between 20-
40 patients a day (although in the current
rainy season 90 people were seen on one
particularly busy day). 

In July 2008 we assembled a group of 
nursing staff from the neonatal unit at St 
Michael’s Hospital and doctors from
Bristol Children’s Hospital and general
practice to visit the health centre (TABLE 1).
We were supported in this project by the
charity International Health Partners
(IHP) through provision of a travel pack of
assorted relevant treatments, and gifts
from Chiesi Pharmaceutical, Intersurgical
and Inspiration Healthcare. 

We arrived as the rainy season had just
really set in, bringing with it problems of
malaria along with the difficulty of travel
along flooded dirt tracks. This was
accompanied by the apprehension and
excitement that many of our team felt at
not really knowing what to expect, many
having never been to Africa before. Some
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1. Good organisation and creative

management with little resource can
make a fundamental difference to
health in the developing world.

2. Use of appropriate protocols such as the
NLS algorithms, and the Integrated
Management of Childhood Illness
package (ICMI) are key to better care.

3. Addressing basic health needs in a
localised primary care setting in Africa
can be done with relatively little finance
and a lot of energy.

of our experiences, many typical of African
health care, are briefly outlined here.

Kubuneh Health Centre and staff
The health centre is led by a Dutch former
ICU nurse, now trained in tropical
medicine, Gabrielle Sak. She is assisted by a
former paramedic from the UK, and
assistants from the local community as well
as two traditional birth attendants.

The services the health centre provides

TABLE 1  The team.

Darshana Battarcharjee
Paediatric Specialist Trainee

David Harding
Consultant Neonatologist

Sue Harding
Former Orthopaedic and Trauma Nurse

Amy Johnson
Children’s and Neonatal Nurse

Fiona Rumley
Advanced Neonatal Nurse Practitioner

Heather Styler
Children’s and Neonatal Nurse

Catherine Upton
Children’s and Neonatal Nurse

Helen Zaklama
General Practitioner

Delivering medicines – from IHP and
Kubuneh Health.
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are limited to basic medical/nursing
diagnosis and care (without any diagnostic
services of any kind), prescription of
treatments such as analgesics, antibiotics,
anti-fungals, anti-malarials including the
latest dual-therapy (Coartem) from the
World Health Organisation, nutritional
support and fluid rehydration. The remit
covers whoever walks, or is carried,
through the door and includes, on
occasions, resuscitation of adults and
infants and their transfer to hospital in
Banjul (if any transport is available, about
an hour and a half drive away). In
addition, the clinic staff regularly see many
patients with wounds (often caused by
machetes when chopping wood), burns (as
most people cook using an open fire) and
abscess (caused by minor wounds and
bites, poor hygiene, poor nutrition and
malnutrition). Half of all the patients 
are children.

Many of the patients may walk, or are
carried, for over an hour when unwell, in
temperatures of 30°C or more, to access
the clinic’s services, sometimes bypassing
the state sponsored hospital at nearby
Brikama or the private clinic at nearby
Mandinari. As a result of sponsorship of
Gabrielle and Kubuneh Health by Dutch
colleagues the costs of treating a patient 
are kept within reach of at least some of
the local people – 50 pence for an adult’s
first visit including any relevant follow-up
visits plus a course of medication, and 25
pence for a child. However the average
wage of around one pound a day makes
even this out of the reach of many families,

most patients only present, or are brought
by their parents, when much sicker than
they would be in the UK.

We had so many interesting, eventful,
moving moments we have outlined a few
of them below.

Donations of medicines
We were able to bring with us thousands 
of pounds worth of medicines, antibiotics,
analgesics, a glucometer, treatments for
burns, vitamins and oral rehydration
therapy, and monoclonal-antibody malaria
diagnosis kits for use on the pregnant
women. Some supplied by IHP and others
by Kubuneh Health and donations from
our sponsors. In addition we were able to
donate hundreds of IV cannulas for both
children and adults. The staff were
overwhelmed by the donations, saving vital
funds for use elsewhere, and in our time
there we were to see how useful and
appropriate the choices had been.

Burns, toothpaste, leaves and
Polifax
One little girl we saw was suffering from
burns after pulling a boiling pan over her
arm. Her mother had covered the burn in
toothpaste and brought her screaming in
pain to the clinic. Despite (or because of –
who knows!) at one point having leaves
applied to her burns by her family,
attendance to cleanliness, analgesia and
regular dressing with Polifax effected a
dramatic improvement in her hand and
arm over time, amazingly with no
infection, and with complete healing
clearly on the way. The staff at the health
centre (and her parents) were amazed at
the results – they just wished they could
have more decent analgesia and so much
more Polifax.   

Training and chronic disabling
childhood illness
We spent some time with the local health-
centre team teaching them basic examin-
ation of the newborn and recognition of
the sick child as well as how to review some
of the cases we saw. A couple of children
with complex needs were brought in to
discuss possible improvements we could
make to their care. 

One child we saw, with hydrocephalus,
was being cared for by family despite the
parents having been told, when he was a
baby, to take him to a local healer (Maribu)
and let him bury the baby in the ground.

and some discretion is exercised for those
most in need. The local hospital, by
comparison, can charge over a week’s
typical wage for a clinic visit with similar
pharmacy costs on top. Needless to say

The health centre and patients

Before and after toothpaste, leaves and Polifax.



We supplied and reviewed the WHO
Integrated Management of Childhood
Illness package (ICMI) – a set of generic
case management guidelines, charts, and
related training materials developed by
WHO and UNICEF to be appropriate in
the majority of developing countries with
high infant mortality and where there is
transmission of P. falciparum malaria.
These generic materials concentrate on the
five conditions that together cause more
than 70% of mortality in children under
the age of five years: acute respiratory
infections – mostly pneumonia; diarrhoea;
malaria; measles; and malnutrition. These
five conditions are the reason for a high
proportion of visits to all health facilities.

We also taught basic newborn
resuscitation at nearby Banjulinding
hospital, which is a state-financed hospital,
with basic maternity, outpatients, inpatient
and laboratory facilities and a number of
qualified Gambian nurses and one doctor.
The definite stars of this visit were the
resuscitation doll, constructed by Dr
Stephen Jones of Royal United Hospital
Bath on his kitchen table from one of his
children’s dolls (and containing a set of
lungs that moved the chest in response to
bag and mask ventilation) and the various
neonatal, paediatric and adult bag and
masks we were able to donate to the

hospital, courtesy of Intersurgical.  
Sadly we were re-acquainted with the

reality of resuscitation soon after this visit
when a mother brought in her two-month-
old baby into the health centre with severe
respiratory distress and probable septic
shock. While we were able to make a
putative diagnosis we had no IV
antibiotics, no oxygen, no access to
ambulance, bush taxi or car – due to the
rains and the flooded roads – to try to get
the baby to the Royal Victoria Teaching
Hospital in Banjul. The health centre has
no ambulance and the nearest two
hospitals have no working ambulance
either and no fuel to run their ambulance
(even if it was not in disrepair). The
mother tried to get into the hospital in
Banjul, but the baby died several hours
later, before ever reaching a hospital.

Conclusion
Overall our visit felt like a success having
been able to help deliver protocols,
medicines, training and participate in
healthcare delivery. The feedback from the
staff, patients and local people was
extremely positive. In addition many of us
were afforded an opportunity we had never
thought we could realise. The visit enabled
us to familiarise ourselves with the
Gambian team and learn more about the

needs of the health centre and its patients
and future work for the charity. We remain
indebted to the people and organisations
that helped support us: Chiesi Pharma-
ceuticals, International Health Partners,
Inspiration Healthcare, Intersurgical, the
pharmacy staff at UHBristol NHS
Foundation Trust, Mandina River Lodges
and The Gambia Experience. 
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Newborn resuscitation training, Banjulinding.

Hard at work

For more information go to:
http://kubunehhealthcentre.gambia.
googlepages.com/ 

or contact: david.harding@bristol.ac.uk

To donate go to:
www.justgiving.com/kubunehhealth/
donate/

Electives: please contact us as above
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Following a move from its city centre
location to purpose-built hospital

premises on the city outskirts, the doors to
the new Norfolk and Norwich neonatal unit
opened in  November 2001. 

An American company designed and
built the new hospital and senior neonatal
staff were involved in the planning of the
unit from within the consultation team. 

Under the Government’s Managed
Clinical Network Strategy, Norfolk and
Norwich neonatal unit has become one of
the region’s two level 3 units and a regional
referral centre for neonatal surgery. It is
intended that 95% of all babies born in the
region needing special care will be looked
after by one of the eight units making up
the NSC neonatal network.

Although the unit was built with the same
capacity of 22 cots as the old one, it is much
more spacious, resulting in a better working
environment for staff and cutting the risk of
infection. Facilities for families and staff are

much improved, with five family rooms 
and a brightly painted siblings play room.
New arrivals are placed in one of two
isolation rooms and staff are proud that
there have been no episodes of MRSA in 
the unit since its opening.

Asked if there were any areas in which the
design of the unit fell short, staff admitted
that a seminar room would have been very
useful, especially as courses are run in the
unit, with an enhanced practice course due
to start in September this year. Designers
also needed convincing that each cot really
needed 24 plug sockets and initial plans to
situate the nurseries in the centre of unit,
with utility rooms taking the cherished
window spots, were soon altered after
persuasion from unit staff. 

Space was made in the NICU for a PACS
(picture archive and communication
systems) workstation, a filmless method of

sharing clinical images across a network 
and still quite unusual in neonatal units
across the UK. 

Now, the strategic health authority has
identified a need to expand and so
alterations are under way to enlarge the
nurseries to cope with 28 cots. 

This expansion means that the unit will
finally get its seminar room, staff changing
rooms and a much larger, brighter, low
dependency nursery ready to accept an
increased capacity of up to 17 babies.
Finances have also been made available 
to employ two more ANNPs and more
staff nurses. 

The low dependency nursery is entirely
nurse-led and staff believe this is an unusual
and highly effective approach, so much so
that they have entered the Health Enterprise
East, Innovation Competition 2005. There
is a strong ethos on the unit that parents
should have the facilities and the support 
to be as hands-on in the care of their infants
as possible.  

Regular forums held for parents by the
unit managers and Paediatric Matron prove
very useful. With the help of outreach
nurses, early discharge is routine with
parents feeling supported enough to take
babies home while still tube feeding or
needing oxygen.

Having had the opportunity to participate
in the design of their neonatal unit from
scratch it would seem that staff are pleased
with their roomy new work environment.

A new beginning in Norwich

ANNP Julie Mullett in the bright and airy NICU.

FAR RIGHT: Staff nurse
Elizabeth Harman in
the busy low
dependency unit.

RIGHT: The siblings’
playroom is bright and
attractive.

BELOW: Parents Maria
Taylor and Dave Hurley caring for one of  their
premature twins, born at 30 weeks’ gestation.

WRITTEN BY Kate Woods
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The neonatal unit moved to its purpose-
built premises in Preston, Lancashire, in

September 2004. Staff worked in close
consultation with the architects, offering
advice to achieve the design they required
in their new unit. The level three unit now
provides five intensive care cots and 16 high
dependency and special care cots.

An innovative role within the unit is that
of the neonatal nursery assistant, a post
developed using the skills of three staff
members who were originally employed as
nursery nurses but had been downgraded
to healthcare assistants as a result of a local
decision. After a review which highlighted
that the skills of such staff were not being
utilised, the neonatal nursery assistant role
was introduced.

Neonatal nursery
assistants, who hold NVQ
level 3 – care of neonates,
work independently and act
as a named nurse in the
special care area with their
own caseload of patients.
They are accountable to the
trust and are supervised by
the shift leader in the same
way as registered nurses/
midwives. Neonatal nursery
assistants are competent to
administer oral drugs and
care for infants suffering

from chronic lung disease who are oxygen
dependent and stable. The provision of pre-
discharge parentcraft advice and continuity
in the preparation of babies and their
families for home is an important aspect of
their responsibilities. One of the unit’s
neonatal nursery assistants has been
involved in the implementation and
running of the unit’s Synagis clinic, for
protection of babies at risk of respiratory
syncitial virus.

Once these staff had taken up their new
roles, a rethink was needed to replace them
and so the recruitment of a housekeeper
took place – believed to be the first within
the Trust. There are now three house-
keepers who provide essential support for
the smooth running of the unit through

dynamic infection control and
stock control processes. They also
provide physical and emotional
welfare for staff and parents.
House-keepers need no formal
training to start but are given in-
house training and need to have
the personal qualities enabling
them to provide support for staff
and parents.

The unit’s staff come from a
variety of nursing backgrounds

Capitalising on staff skills
to improve patient care WRITTEN BY

Anne Major and Kate Woods
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with child, adult, midwifery and neonatal
nursery experience. Adult-trained nurses
tend to become interested through
midwifery placements within their training
schedule and those with adult intensive
care training have skills which are highly
transferable. All of these nurses integrate
into the neonatal environment quickly and
the unit finds there is no difference in the
speed at which they learn to become
neonatal nurses, compared with midwifery
or children’s trained nurses.

The results of two nurse-led parent
satisfaction audits have helped neonatal
staff to understand the needs of parents and
that information was used to shape the
environment for parents within the newly-
designed unit.

A resuscitation audit drove the
improvement of training for neonatal
nurses and midwives, while a further nurse-
led audit of documentation has improved
the multidisciplinary documentation for
insertion of peripheral lines, in keeping
with the DH “Winning Ways” document.
At the moment the University of Central
Lancashire is conducting research into
family centred care within the unit as part
of a multi-centred project.

Preston maintains a good record of staff
retention, with a waiting list of candidates
seeking to join the unit. A structured
support programme for pre- and post-
registration students, including Child
Branch, Midwifery and Neonatal Degree
Students, leads to increased satisfaction of
allocation time spent on the unit, which in
turn leads to increased enquiries regarding
employment. 

In addition, a neonatal clinical educator
supports all grades of staff in their practice
with an induction programme, various in-
house study days including administration
of IV drugs and neonatal-specific
mandatory training, and one-to-one
coaching with clinical supervision. The
clinical educator also supports staff in their
practice development, in clinical risk and
child protection.

Neonatal nursery assistant
Dorothy Watters and Alysia at
bathtime.

Helping to keep the unit
spotless: Housekeeper Suzanne
Smith.

From brand new facilities to
cutting-edge equipment and from
excellent practice to inspired 
fund-raising, Focus on a Unit is
the place to let other readers
know what your unit is doing

Whatever the subject, contact kate@infantgrapevine.co.uk or call 01279 714504 to chat about featuring in Infant.


