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I would like to express my sincerest thanks to the TWJ Foundation, who sponsored me to 

attend an ear camp in Nepal, and recognised long before I did that it would prove to be a 

life-changing experience. 

 

My Background 

 

Whilst a medical student in Manchester, I carried out my student elective in general 

surgery at the Bir Hospital in Nepal’s capital, Kathmandu.  I was stunned by the diversity 

of the pathology that I saw there and the difficult personal circumstances encountered by 

the majority of the people when faced with illness. I learned an incredible amount from 

the doctors there who I found to be highly skilled and knowledgeable.  I was able to 

travel extensively throughout Nepal, a magnificently beautiful country with a welcoming 

and warm people.  Having gained so much from this experience, I vowed that I would 

return to Nepal in the future when, hopefully, I could give something back. 

 

Having carried out a student research project with Professor Richard Ramsden in 

Manchester, I developed an interest in otolaryngology and after basic surgical training 

joined the specialist registrar training scheme in otolaryngology in the North West.  As I 

progressed through my training I maintained and developed an interest in otology. 

 

At the ENT UK/RSM meeting in September 2007, I heard an inspiring talk given by Mr 

Mike Smith, ENT Consultant in Hereford.  Mike described his long-standing relationship 

with the International Nepal Fellowship and his work leading regular ear camps in remote 

regions.  I met Mike afterwards and he very kindly agreed to allow me to join one of his 

camps in the future. 

 

 

 

 

 



Background – Nepal 

 

        
 

Nepal is a small country whose politics, economy and social diversity are determined by 

its geography.  Situated between Tibet/China and India, Nepal is best known as a 

mountainous country, and as well as being home to Mount Everest, has 8 of the world’s 

10 tallest peaks, with no less than 240 over 20,000 feet.  Nepal also has significant 

lowland areas; 85% of its people have a rural life, with 80% of Nepal’s jobs (40% of its 

economy) deriving from agriculture.   

 

The people of Nepal are truly diverse.  Nepali is the local language, though half the 

people use another of the 20 languages or multiple dialects in use.  Nepal is the world’s 

only truly Hindu country whilst also being the original home of Buddhism, and is 

generally tolerant of other religions.    

 

  

Nepal also has a fascinating history.  A monarchy for 

most of its existence, Nepal was under the rule of the 

Shah dynasty from 1768.  In 1996 the Maoist people’s 

revolution dramatically changed the country, 

complicated by a royal massacre in 2001 (the crown 

prince killed himself and the entire royal family in an 

event still shrouded in controversy and conspiracy 

theories).  In May 2008 Nepal ceased to be a Hindu 

kingdom, and became a federal democratic republic.  

Currently there is a coalition government and the 

disruption of recent years is at least somewhat settled. 



 
 
With regards to medical care, the facts about Nepal are shocking.  More than half of the 

population live below the poverty line of $1.25 (US) per day.  Only 14% have access to 

electricity, and the average literacy rate is just 54%.  GDP health spending is just 1.5%.  

Infant mortality is 76/1000 live births, and life expectancy at birth is just 58 years.  

Despite an obvious need, there are only 21 doctors per 100,000 population. 

 

The International Nepal Fellowship 

 

 
 

 

 

The INF is a Christian mission whose aim is to ‘serve Nepali 

people through health and development work’.  Established in 

1952, INF is Nepal’s longest running NGO, whose far-reaching 

work helps people with TB, leprosy, disability, HIV/AIDS, drug 

abuse and a range of general medical and surgical diseases, as 

well as projects in development, literacy and education.  The 

‘camps’ section organises medical, general surgical, dental, 

gynaecological and ear camps bringing specialist care to people in 

remote regions without other access to such services.  Ear camps 

are organised twice per year under the leadership of Mike Smith. 



The Ear Camp, May 2010 

 

As always, the ear camp team consisted of a combination of a local Nepali team and a 

group of volunteers from developed countries including the UK, Australia, Denmark and 

New Zealand.  The volunteers included 3 surgeons (myself included), 2 anaesthetists, 1 

GP, 2 audiologists, 2 volunteers (Nepali speakers) who acted as audiology support, 1 

operating theatre sister, and 2 dentists who held their own camp in parallel to ours.   

Mike was assisted in leading the group by Ellen Findlay, an inspirational lady who has 

worked alongside Mike for many years.  They both show their faith and love of Nepal in 

their work, and it was an honour to work alongside them on the camp. 

I liked the fact that we were very much there to join a longstanding programme of care, 

rather than as a ‘fly-in-fly-out’ medical safari.  Eka Dev, the INF camps coordinator, did 

an excellent job of organising the logistics on the ground, and has an extremely hard 

working team who welcomed us into their group. 

 

    
 

After arriving in Kathmandu, we had a day there to acclimatise and attend a short 

registration interview with the Nepal Medical Council.  We then formed a convoy of 

landrovers and headed out to the Gorkha district, North West of Kathmandu.  Our drive 

took the best part of a day, and for more than 6 hours was over bumpy dirt roads, 

meaning that we arrived in Arughat, the site of our camp, more than a little dusty and 

bruised!  As soon as we arrived, we climbed the hill to see our camp (which has been set 

up the previous week for a gynaecology camp and rearranged for us as a fully functional 

ENT clinic/ operating facility by the Nepali team), and Mike gave us a guided tour and 



explanation of how things run.  This gave us the first sense of the enormity of the task we 

had agreed to undertake.   

 

   
 

             
 

         
Our group had taken over a local hostel which, by Nepali standards, was quite 

comfortable.  This was fortunate, as on the morning of the first day of the camp, as we 



came over the top of the hill, we were greeted with the daunting site of literally hundreds 

of people wanting our attention.  Word had spread that we were there to treat ear 

problems, and people had come from far and wide (some walking for days to reach us) to 

be seen. 

     
 

We therefore set to work, the four of us (3 ENT surgeons and 1 GP) seeing patients, 

guided by Mike and assisted by Ellen and her team. 

 
 

 

 

 

 



The Patient Journey 

The term ‘patient journey’ is often used in the NHS but really seems more appropriate in 

Nepal!  Patients travelled for miles to see us and some waited for days to reach the front 

of the queue, which was kept in order by Ellen and Eka Dev.  Each patient was triaged by 

Ellen, who took on the difficult task of prioritising which cases need to be seen urgently.  

This was a particular issue at the end of the camp when time became short. The treating 

doctor would examine the patient and make a diagnosis.  Though we were able to learn a 

few words of rudimentary Nepali, and were assisted in translation by those around us, I 

found it quite daunting to be making clinical decisions so quickly. 

Many patients could be treated medically, with ear drops or antibiotics.  Once prescribed 

these were dispensed by Eka Dev and his team.  We were very lucky to have 2 excellent 

audiologists with us who did an amazing job of performing hearing tests under less than 

optimal conditions!  When needed, they dispensed hearing aids, mostly donated or 

recycled from the NHS. 

At the same time, the dental clinic was busy seeing patients with dental diseases. 

 

    
 

   



       
 

The Surgery 

Many of the patients we saw had chronic ear disease that was amenable to surgical 

treatment.  The commonest diseases were active chronic suppurative otitis media 

(perforated ear drums with mucopurulent discharge) who could be helped with 

tympanoplasty (repair of the eardrum); and cholesteatoma (a cyst-like collection of skin 

cells behind the eardrum) who required mastoidectomy (exploration of the ear to 

eradicate the skin cells) in order to prevent chronic discharge or more serious 

complications.  Other, less common, cases we encountered included otosclerosis (fixation 

of the chain of ossicles in the ear) whose hearing loss was helped by a stapedectomy 

(operation to replace the stapes with a mobile prosthesis), glue ear (fluid behind the ear 

drum) who were helped with grommet insertion, preauricular sinus (infected sinus on the 

face in front of the ear) requiring excision, and a case of a parotid lump who underwent 

parotidectomy. 

Once patients were listed for surgery, they were given a date for their operation by Ellen 

and Eka Dev.  Urgent cases, more serious disease, and children were given priority 

whenever possible.  This too became difficult at the end of the week, when many of the 

less serious cases who required surgery had to be told to return to a future camp, if 

possible.   I found it hard to turn people away needing treatment, including those with 

advanced hearing loss, unable to be helped with a hearing aid, who in the UK would 

undergo cochlear implantation but in Nepal faced a lifetime of deafness. 



Patients would be marked for surgery and the surgical site shaved by their friend or 

family.  They would change into a gown and then enter the operating theatre. 

There were 2 anaesthetists in our group (one fluent in Nepali), who would give the 

patients a local anaesthetic injection to numb all of the nerves around the ear.  This is 

difficult in practice and it is a credit to the skill and experience of our anaesthetists that 

they could provide effective anaesthesia in this way.  Anxious patients and children 

would be given additional sedation.  All patients were given painkillers and antibiotics 

(intra op IV and post-op long acting IM). 

I found it remarkable that patients could undergo major ear surgery, including mastoid 

drilling, sometimes for up to 3 hours, under this type of anaesthesia.  The Nepali patients 

were incredibly stoic and trusting, in a way that would not be expected in the UK. 

Providing anaesthesia in this way allowed the 2 anaesthetists to look after 3 patients at 

once, reduced the risks of general anaesthesia, and allowed for a quicker recovery 

therefore optimising use of the operating theatre (patients would walk out after their 

operations!). 

 

          
 

Once the patients was ready for surgery, the surgeon (allocated by Mike and Ellen 

depending on the complexity of the case), would be called from the outpatients.  This 



meant that the majority of time not spent operating could be used effectively to see as 

many patients as possible. 

Areas were set up for the surgeons to change into scrubs, and another to scrub up/gown/ 

glove.  Each operating table had an operating microscope and 2 had TV monitors, which I 

found particularly useful as I could observe what the more experienced surgeons were 

doing.  It also meant that they could keep an eye on me!  (I operated on the last patient of 

the week with both the others observing – a taster of how stressful it must be to perform 

live surgery!).  Fortunately we had the use of a generator which meant that the power 

supply was consistent (not always the case in Nepal!). 

Although mostly recycled or donated, there was an excellent range of surgical 

instruments, middle ear prostheses, and suture materials.  This meant that we were able to 

perform operations equal to (or in some cases superior to) the UK.  ‘First world surgery 

in the third world’ was the aim – no compromise on the quality of care given to patients. 

             

             



 
 

 
 

  



For me, performing surgery in Nepal was a huge challenge.  The environment was 

unfamiliar, not least dealing with the heat (35 degrees with high humidity), and insects in 

theatre!  I was very conscious that the anaesthesia gave limited time for each operation, 

and that we could not afford to have any surgical complications (limited available 

backup).  As this camp had just 3 surgeons (often the registrar is a fourth, or ‘extra’ 

surgeon), I had to learn fast and keep going!  However, Mike and Per (a Danish otologist) 

were very supportive and under their instruction and supervision I found the operative 

experience to be one of the many highlights of the camp.   

The days were long, and we would return to our lodge most nights well after dark, 

starting early the next morning. 

We were, however, able to take walks early in the morning, and could experience some 

of the natural beauty of the hills surrounding our camp. 

            

           



On the last morning of the camp, all of the patients who had undergone operations were 

asked to return to have their wounds checked and bandages replaced.  This was an 

impressive sight and an excellent way to conclude the week’s work.  All patients were 

given detailed instructions on how to look after their ears, and a supply of ear drops, 

creams, and dressings.  Although I was concerned about the lack of ongoing care, Mike’s 

experience has been that the majority heal well with no problems (in the rare case there is 

a difficulty, patients are provided with care in the closest major city). 

 
 

 
 

 

 



 

Summary of the Week 

In the 7 days of our camp, we were able to perform the following procedures: 

- 788 ENT outpatients 

- 92 major ear operations 

- 383 audiograms 

- 109 hearing aid fittings 

- 298 dental patients 

- 579 dental extractions 

- 91 fillings 

 

 
 

 

After a week of frequent storms, the road back to Pokhara (where we were able to relax 

and unwind for a few days before returning to Kathmandu and flying home) was 

waterlogged.  This made the road barely passable and the journey became a major 

undertaking in its own right! 

 

 

 



 

    
 

Conclusion 

Attending the ear camp was an incredible experience.  Though physically and 

emotionally challenging, I learned an incredible amount and made some good friends.  I 

learned that with faith and courage it is possible to do a great deal to help those in a worse 

situation to oneself.  And I confirmed that Nepal is a very special place with amazing 

people. 

               
I would like to thank Mike Smith and INF for allowing me this amazing opportunity. 

Thanks again to the TWJ foundation for their support. 

Thanks to the staff at the Manchester Royal Infirmary who provided me with unwanted 

equipment/ sutures etc. 

Thanks also to Kurz, who donated a number of ear prostheses. 

 

This report formed the basis for a presentation to the Rotary Club of Balmain, Sydney, 

November 2010.   I am currently editing a video of my experience. 


