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Letters to Editor

International network for training, 
education and research in burns

Dear Sir,
In these days of increasing global tension and disharmony, 
I would like to bring to your attention an example 
of friendship and international cooperation with a 
humanitarian mission. 

INTERBurns (International Network for Training, Education 
and Research in Burns) is a partnership that has developed 
between the Welsh Centre for Burns and Plastic Surgery, 
Wales, UK, Choithram Surgical Research Institute Burns 
Centre, Indore, India and Dow University Medical College 
Burns Centre, Karachi, Pakistan. 

Whilst burn injuries may be decreasing in some parts 
of the world, there are still enormous global disparities 
between the incidence and also the morbidity and 
mortality associated with burn injury. It is estimated that 
90% of burn injuries occur in developing countries and 
70% of these are in children. Whilst burns of 90% regularly 
survive in the world’s best centres, survival of a patient 
with more than 40% TBSA is rare in the vast majority of 
the world. 

INTERBurns has been established to address the needs of 
the majority of burn victims and those who treat them, 
in resource-poor countries of the world. Our mission is 
to reduce the global burden of burn-related death and 
disability by disseminating knowledge through training, 

education and research and by stimulating prevention in 
the field of burn care. 

Recently, we held our first pilot course in Essential Burn 
Care in Karachi, Pakistan, which was very well received 
and we aim to develop this course further and expand 
its availability initially in the Indian subcontinent and 
then further afield. This is a very practical course that 
concentrates on the initial phases of burn care with 
particular emphasis on mild to moderate burns which form 
the vast majority of burn injuries worldwide. We are also 
building up our educational website and have produced 
our first bilingual (English and Urdu) educational DVD on 
early excision and grafting of minor burns. INTERBurns 
has also awarded grants to burn professionals in all three 
partner countries to attend and present at international 
meetings and undergo short training fellowships.

As doctors and burn professionals, we believe we have 
a duty to do the utmost to relieve the suffering of burn 
injured patients wherever they may be and the most 
effective way to do this is by disseminating knowledge 
on prevention and treatment.

We also endeavor to set an example of what can be 
achieved when people of different nationalities, races and 
religions work together for the benefit of mankind and 
hold firm to the message of Mahatma Gandhi that “you 
must be the change you want to see in the World”.
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Syringe suction drain further 
simplifi ed

Dear Sir,
Closed suction drainage is a well accepted method 
of drainage. Its role in preventing postoperative 
seroma, hematoma, wound dehiscence and infection 
is well known. The syringe suction drain system can be 
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around the piston of the 5cc syringe [Figure 3]. The 20cc 
syringe may then be connected to the infant feeding 
tube, negative suction applied and maintained using the 
5cc syringe rubber band assembly as a stopper between 
the end of the 20cc piston and the end of the body of 
the 20cc syringe. The two pistons are then secured by 
looping the bigger rubber band loop around the 20cc 
piston [Figure 4].

This method simplifies the process of recharging the 
closed suction drainage system.

By using a rubber band incorporated into the system the 
process of recharging is less cumbersome and simplified 
as compared with a plaster used by Park et al[1] and Gopal 
et al.[2] This method is safer than using a k wire or a large 
bore needle passed transversely through the 5cc piston as a 
stopper.[3] A spring used instead of a 5cc piston as described 

Figure 1: The Syringe Suction device comprises of a 20 cc syringe, a 5 cc 
syringe piston and a rubberband 

Figure 2: The rubber band is passed through a hole in the 5 cc piston to form 
small loop and a big loop

Figure 3: The small loop is looped around the 5cc piston

Figure 4: The big loop is used to anchor the 5cc piston as a stopper

effectively used in small wounds. It utilizes the readily 
available resources in the operation theatre. This article 
presents a simplified method to recharge the suction 
device.

A 20cc syringe, a 5cc syringe piston and a rubber band is 
required to assemble the system [Figure 1]. Sterile rubber 
bands are readily available in our operation theatre as they 
are used to pack the sterile gauze pieces.

When a suction drain is deemed necessary in a small 
wound we close the wound over a No. 8 infant feeding 
tube, which then receives the syringe suction assembly, 
thereby functioning as a closed suction drain. A hole is 
made in the piston of the 5cc syringe using a hollow 
bore needle followed by a towel clip. A rubber band 
is then passed into the hole to form a smaller and a 
bigger loop [Figure 2]. The smaller loop is then looped 
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by Singh et al[4] would appear to be a better system but 
requires a specialized spring for the purpose.
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