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Executive Summary

This mvestigation of the peeds and opportunities for improved surveillance of burns was
wiotivated by a nusnber of factors:

i, Recognition of the importance of burms as @ national injury priority,

2. Consideration of the information needs for prevention and other purposes.

3. Awareness of the deficiencies in existing data systems concerning burns for these
CUTPOSES,

4. The potential for an itproved system of surveillance based on reporting from the smmall
nuraber of specialist units for the treatment of buns,

5. The pedential for application of the expertence of the Research Centre for Injury Studies
in developing (npury registers, such as the spinal cord bnjury register, o the Sucess
implernentation of 3 burns data collection.

t,

Through a process of national consnltation with Burn Usits, the report documented 2 range of

information needs concerning:

b the development and my >1tz!w"nw of injury policy and programs, inciuding the
Mational HMealth Goals and Tergets and the o rv‘.m.iog}a'm;:ﬁ:}:é. and mesessment of programs
for bury preventon and contrel,

2. ? esearch m!ﬁ the causes and prevention of burns
G, \i»’mﬂu ring of the quality of care,

Assessiment of available data revealed Emitations in fuliilling these information needs. For
example, whilst the routine hospiti separations daia provides nationally consis
information that can be used for monitoring of treads o burn oy, it iy Boated io the type
of tnformation recorded. It provides no detadled information on the mechaotsms and factors
of burn ingury, which are data needed for the development of prevention programs.

Whilst most Burn Units maintain some form of data collection, there 1s a lack of national
uniformity and consistency in the vartables, coding and reporting kevels. Clindcal duta e ofien
missing. Furthermore, the continuity of the operation of these collections suffers from
insufficient resourcing in most pld'.ﬁs and, given that additional resources are most unlikely,
a more efficient and cost-etfective approach is needed.

The report outlines a possible moded for such an mmproved system, A mimmumn data ser was
identified (see Appendix 2}, Initially focussed on severe cases (Je. burns greater than or equal
o 10% total body surface aren), a mintmam of data could be collected at the Bum L wt xith
uploadiag of additional information {eg. ICD-10-AM, and external canse, codesy on these
cases from the hospital seoarations dstabase, The planned uploading process (see x.tm'a: .3 on
page 19 of the report) weuld require that patient identified data is made avatlable. Jdenufied
duta would also required for future research studies involving, for example, assessment of
survival post-discharge. This can only be determined accurately and completely through
tinkage with the Mattonal Deaths Index, maintained by the Anstralian Instinste of Health and
Welfare, which requires such data for inkage. Those units that are well rescarced could
collect all data, tncluding data bevond the aunimwam data set, directly at the Burn Unie,

Consideration of these and other issues led the Australian and New Zealand Burns
Association, ad its Septemnber 08 mceting, to dectds 1o proceed o develop an m"kpm"n-'x:ﬁ data
systein based on a common mimmum data set. Piloting at one or more Burn Umits early in
1999 was agreed.
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Meed for improved information on burns

information requirement

The need Tor the monitoring of barns con be pustified In personad, social and econone wrms,
Very severe buris are very costly, as indicated by Brace Davey in aw grticie published in th
ANZBA Bulletin', He describes 2 case having 73 per cent Taotal l--n.h Swrface Avea (TBES
full thickness burns where the inpatient costs alone totalled £ andd this exciunded the

costs of rehabilicion required for a further 12 10 24 months. Rehabilitation and other
treatments often span du, addes. Scarring can have a profound bopact on the E‘*\&u,\}luak al
adpsstrent and physical functis mai capacity of the individual, which atfects their
participation in community life. A lterature review, based on the Med!
wdentified few studies of the pumm} social and economic costs of burns and few
epidemiological studies,

The need forimproved information on burns was wdentified through consultation with
stakeholders (see list tn Appemhix 1} Four types of veed were wentified:

1. Developsaent and monitoring of injury policy and programms,
2. Research into the causes and prevention of burps,
3. Service planning.

4. The monitoring of guality of care,

it becaroe clear that the Information required for the last of these needs reflected, at the
present e, lavgely local issues and priorities culside the scope of interest of a pationad
appreach o data development and standardisation. The emphasis in this review, therefors
focussed mainly on the first three veeds.

1. Development and monitoring of injury policy and programs

Wational Heaslth Goals & Vargets

frjury was first recognised as o national bealth priority in 19867 Subsequently, nutional goals
and targets were devised tor reducing the incidence ard impact of injury on health. inc swﬁw
in the st of eighieen targets published in the Beiter Health Gutcomes for Australians’ veport
wWere LWy COnCering s, The selected indicators for thess racgrets, published o the Firs:
Report on National Health Prioviey Areas (INHPAY, are listed below:

{oehicators:

#  Death rate fo m;:m s tmf‘ fh)a’l‘ ‘h,:— burs and sealds aweong people aged 55 years and over $0D-0

Zur %ﬁif OUU foe males fﬂ\(i LATV LI OO Fop Fenades of pu.:wzaz, ; ;{,«,k! {heid

Brata required for the monitoring of these indicators is available from the mortality and
morhidity databases of the Research Centre for Inpury Studies (RCIS 2t Phinders University,



The geals and targets for njury prevention and control e nod slate and will devetop as the
uradeestanding of injury, and s prevention and conrol, improves. The indicators chosen for
burns reflect the available infonmation and will develop as this information improves.
boproved surveillance information should contrtbute 1o the Guther developreent of the goals
and largets for injury prevention and control,

Information required for the development and assessment of policy and programs for
the preventinn and control of burns

fn order to achisve the targeted roductions in hurns specified above, and o achieve effective
prevention aid control more generally, information is required for policy development and
progran planning and evaluanon. The information need can be determined from the
fodlowing thres pivotal questions:

}. What is the problem?

2. How can it be prevented or controlled?
3. How can program outcomes be evalnated?

Fundamental 1o the ldestification of the probieso s the epidemiciogical analyvsis of inpury
data refating 10 porson, ime, place :;’;istﬁ gircurnstancs. toformation is ;'fe»*;zzimé on incidence
f‘mi prevalence and should not be restricted (o a narrow severity range. The cost burden of

sjury may well be weighied toward the many low severity cases that are not adiitted to
ifuz.\;,ua,‘;., and cases that do not die feoam iy,

The standard data items reguired for surveillance and hospital sepurations have been detuiled
in the National Data S 'mdmd for Injury Surveillance (NDS-IS) and the National Health
Drata Dieponary (NHDH} Extension bevond this general data set is re eguwu HER Tk
eompdetely desoribe the features of 2 particniar mjury tvpe and for etfective tnput in
prevention and evatuation studies. For example. an roportant additional component of
surveiliance system focussing on burns cone eTns the type of first aid applied immediately at
the scene, which is known to affect bur severity and &8 a focus of community education
PIOZrAms.

Analysis of surveillance data, especiaily from a structured navrative, can give clues 1o the
prevention and control of injury and 1s usually an important component for evaluating policy
and programs. Review of the international scientific Hrerature is also fundamenial io the
development of provention programs,

. Research into the causes andd prevention of burns

The information r m;m}mi for research into the causes and prevention of burns cannot be fully
specified, ss the peed @ ot static. As our vuderstanding dovelnps, 8o o ;i( AT QRICSTICNS.
Typical questions for infury research include the following:

What 15 the aetiology?

What is the agent?

What is the mode of delivery?

How can the agent ov mede of delivery be altered such that 2 burn is prevemed or
controlied?

den ek B e



Agpplication of these guestions to scalds might deliver the foliowing answers:

L Aetiology: Blderly pevson buuned in bath at nursing bome after losiag consciousness due
o change of nwr.iz{:;zzim:,

2. Ageni: Hot water.

30 Mode of a;i%:‘hwa'v’ Hath in nursing home,

4. Control: Reduce kot water temperatures in pursing homes and improve montioring of

etfecis of changes in medication,

A data systern tocussing on njury survestlance can go some way toward answering guestions
of this type, The stouctred matative, TODW2-CM codes and injury mechanism factor codes
that Torm a part of the NDS-IS are designed 1o focus on these guestops,

Whilst surveillance information can go some way 1o meeting the needs of research questions,
often further intformation is needed, generally collected throvgh special studies. The
capabilty of o swrveiliance system W facilitae this in-deph research, for example through
identification of cases for a case-control study, is a major benefi,

An example of an gxpected future burn research question that focuses attention on
information needs 15 the evaluation of the installation of smoke detectors in homes,
Monitoring of surveillance data on the number of peopie burmed in house fires over time,
uring o period of inereasing prevalence of sinoke alanns, would assist in evaluating the
iapact of the prevendon measure. This would be a farly crade measure, however, due o the
potenial for confounding due 10 changes in exposure; for example. a lower incidence of
house fires for other reasons, and other potential factors, Other research methodologies could
be developed o improve the crude measure, A case-control study, which identify ! ihe
presence of a working smoke alarm in the homes of person burned and not burned in bouse
E res, would be g stronger test of the prevestion measure. A burns sorveitlance system could
hentity cases for such a study, Controls would peed 1o he wiwilé!m in pnother way, for
example, from the Fue Deparroent register of house fires. The determination of the presence
o1 absence of a smoke alurm would best be the subject of a follow-up interview, rather than
forming a part of the routine hospital burns surveitlance system, Analysis of the impact of
spaoke afarms on the relative risk of o bura would need o «,umol for extraneous variables
and confounders, for example demographic variables, a number of which would be : vma%’;;t\
from the surveiliance data set.

,’mmhm &%, :ﬂsfpm concerns airm stic water teraperature. The Australian National Plumbing
specifies w maximum allowabte delivery femperature of hot water (o
- fectiveness of this standaed could be assessed through @ case-control
stuchy. Cases could be identified throvgh the hospital burns sueveillance svstem e, persons
scalded from domestic hot water) and have their water temperature and compliances with the
Code determined through a site swvey. Controls from the community (ep. neaghbours of the
casest could have their water temperature and compliance surveyed.,

3. Bervice planning

Information is needed on trends and breakdowns in buen injury for the planning of services.
The data voust provide a reliable indicator of incdence and prevalence and enalile
brgakdowns into chimeally and demaographically meaningful groupings, eg. paediatic cases,
elderly cases, remote ares cases, cases with complications such as infection, deep burn cases,



cases with bumns over a bigh percentage of TBSA, and grafied cases. The capability for the
mapping of injury ocenrrence, and the relationships between place of residence, place of
agary and place of treatment, has been highlighted by some stakeholdders, A need for
iforruation on patient mix by Diagnostic Belated Group (DG was also ldentified 1o
facilitate assessment of reimburserent under casemiy.

4. Monitoring of quality of care

Information is needed for monitoring the quality of patient care. The information that is
needed for geneval snrveitance of indicators of patient care {ep. annual incidence of
complications) is less deiadled and can suffer a Jess timely avadlability than the information
neaded for divect patient care or Ward management. The presence of a particular type of
complhication Tor o patient, or ap mcreasing incidence of a particelar type of nfection on the

A5

Woard, may indicate the peed for imanediate control measures. Special Information sys
are needed w monior guality of care at this level The routine surveillance information can
supplement the information avaiigble but cannot fulfil all information needs. Recognition of
this fact has led some States 10 extend the surveiliance data set of the Australian Spinal Cord
with 4 chnical module focussing in more detail on patient care.

Injury Register”

Availability of information

The descoptive epidemiology of burns, as reflected in existing data sources, is not routinely
reported in 2 concise Tomeat, Furthermore there are Hraitations i the scope of available
information that restrict s wttiity for the development and privritsation of podic

prograras and for program evaluation.

1. Mortality

Characteristics of mortality dats

The currently avaiiable roovtality data has a nursher of limitations for the epidenviological
analysis of burns, Untdl recently Uanaary 19973 ICD-9 dizgnosis codes for “Nawre of injury
and poisoning” were not coded from the death cenifivates. Consequently, 3 bas not been
possible w report on the depth or total body surface aren of burn by body part. It s expected
that late in 1998 the Australian Bureau of Statistics will publish information based on (78
codes for the first tme.

The "External covse’ of miury and poasoning 1s coded from demth vertificisos where the cause

of death has been stated 1o be an tnjury. Consequently, the main types of urn injury are
identified fie. Fame and fire bums, scalds, chendeal bums and contaet burns) and human
wdent 18 abso available, However, electricad burns and boms Fom radiant hear, inhalation and
expiosion are not so readily identified through "External cause’ codes. There are many non-
busn codes, which bave @ barn as a possible injury type. For example, code BB (accident to
watercraft causing other jury) includes “burn while ship on fire” but the burn sub-group
cannol be separaiely wdentified, Table | presents a non-exhaustive list of codes where this

tvpe of problem is evident.



Tabde 1 List of *Friernal eaowse” codes incloading borns
whers the burn subegroup is aot separately dentifiable

Exiomal CRusse cod (e “i‘};.i?ia‘m

s A wealarornd o ush‘h; usirwf
sion, e, oF Duning i watencrstt
Acoidents saused by maghinery
Accitlant caused by explosive material

Seorident causad by elacieis corant

Detailed mformaiion on injury mechanisms and factors, place of injury and activity when
infured is not currentiy available from the deaths data. This lack of infosmation limits the
uzmv of the daia tor prevention research. A linnted runge of demogy é;’ﬁt%im iml items is
sbie. The implementation of the Natonal Coronial Information Svstem™ will atiend w
““““ ST aa? fhese Hinitations (being piloted in the ACT af the time of writing),

Of concern is the potential failure to identify injury deaths where death bas resulred from
failure of @ body svstem or from co-morbidities subseguent 1o injury. The authors are ot
aware of sy wmai v of this Jssue. A pilot siudy by the authors conducted wsing <data frome one
State failed to find in the injury deaths data 2 bigh proportion of i‘mrm cases that died 4*1
hospital, Furthermore, the study found that the unidentified cases had a higher average length
of stay in hospital prior o death suggesting that as the time %rﬂm adraission o death
iwereases, the probability of failure so identify cases ag burn injury deaths increases, Cauge of
death for ain* uridentifiod deaths was pot examined but it is hypothesised that the tate deaths
would be stated 1o be due to the failore of a body system or a co-morbidity bacause mury
itself ceases w be considered. Without further assessment of this potential souree of vnder-
gnmeration and systematic bias in the identification of buras deaths, it s not clear whether
the available deaths data provide acourate inctdence information or useful indicaor level
data.

2

statistical profile

A desoriptive statistical profile of bures deaths using @ mu%&;h?&—‘ data iy presented in Table |
and Fiaure 1 (based on 0D Bcodes 800,856, 0340, 9248, 9249, Tvis evident that burms
constitute a small proporion of ail injury (h,dim“a have g fsw rate and have appareativ
dechned steadily since 1994 for both males and fomales,

1

i thess
70

eats that the elderly may have higher rates of death from burns, Howey

confidenae intervals based on the Polsson d;3‘:‘}:';%}1.1’&.34;3:! becme ¢

Figure 1 sug
vates are sublect 10 fary
nunber of born deaths o a single vear iy sinall.

g . . Vg p P = ingry e
Pable % Key imdicators of fires, fonees and sealds deaths, Anstralin 1995

!nm £ em}r A aies Famaley Persons

79 54
fercant of sl injury deaths 1.5% 2.4%
Cruthe rater 100,000 pop 0% 2.8
Aogeeadivsted e/t 00000 oo 0.8 Q.8 O
Changs o ad). rate since 1964 3 5.8% A
Aypnsge yeas lost hofore aga 75 ws 35 33 R

# Soure (Rordeans 5 g Hartison IR, 1906

Heuse fires wers the dominant cause of burn deaths i 1995 ¢69% ) and a thivd of the deaths
from this cause were children aged fess than 15 vears. "Clothing ignition” accounted for a

Plo



sl percentage of burn deaths (9%} and none of these deaths mvolved children, Pertodic
peaks in certain causes of burn death have been noted over ume, for exwnple, from bush
tires.
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Report on indicatos:

A target stated in the WHPA report” s to reduce the 1992 rate of 2.4 deaths per 100,000 due
o burns and sealds Tor person’s aged 53 or more by 50% by the vear 2000, The 19935 rate for

this age group was 1.3 deaths per 100,000, 44% below the 1992 mie. Based on the trend chart
presented in Figure 2 it has been concluded that this target appears to be achievable”

2. Morbidity (non-fatal)

Chaeacteristios of sorbidity data
Non-Tatal morbidity from injury covers the ijury severity spectrunt. The severity range is
commonty viewed from a service perspective ranging frean:

Hospitad Adwivsion - Emergency Department Atteadapes - GF Visit « Odbher

A version of the Australian jury pyramid reported by Harrison® (Figure 3). He states "Diata
enabling descnption of the numerous and sometimes disabling. costly and resource-infensive
fgurics which do not result tn death or adumission o a hospitel remadns fragmentary™. AL
aational Tevel, the avatlable information 13 currently limited 1o Hospital Marlndity data
Hospital Emergency Bepartment data from an earbier data collection is avaiiable o the
National Injnrv Surveillarnce Unit (INISTY and there 15 a developiment project under-way o
assess methods for a potential new collection.
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Hospital movbidity data

Unlike death data, hospital morbidity data includes ICE-9 {and more recently 1CD-180-AM)
diagnosis codes for the "Principal diagnosis™ and “Additional diagnoses”. This enables
seporting of the depth and wotal body suvtace area of burn by body part. In additon, |
identifies any existing co-morbidities. Procedores are also coded which i tmportant tor the
identification of grafting and other necessary treatments, “Extemnal cause’ codes which enable



the intent 0 be dentified {acctdent, suicide, homicide et ) slony with the broad tvpe of
wmpury, late effects of tmury, and complications and misadventare ore included as well as a
fuller range of demwographic data tems, However, as with the death dats, detailed information
11 T anisms and Fators., place of injury and activity when injured is ot currantly
general ,E*» avaiiable from the hospital morbidity dara which tmits the wility of the data B
prevention research.

In all Stades, an External cause’ code 18 applied where the 'Principal diagnosis’ s an tejury or
poisoning code, In addition, in recent vears in most States an 'Bxternsd eause’ code is applied
whenever an Additional diagnosis’ 1s an injury or poisoniong code,

A pilor stuedy, by the authors, ;mﬂ?viwi an ietersal analysis of ngury data supplied by one
State suggested that care is needed when using hospital mothicity data 4o determine the
incidence of new cases of burns. Ma*iz;g e n;xdmam;um tror o single burn tjary gvent are
common (€. a new case may receive reatment and grafting for a burn. be discharged, and
then re-appear a number of times for further burr care at one or more hospitals). A RCIS
report, under development, has developed o 'model indicator” for injury that is designed 1o
distinguish new inctdent cases from repeat admissions, We tested the model against & gold
siandord data ser where the new burp cuses had been distinguished from repeat admissions on
the basts of 3 case by case analysis and foand that whilst the model predicred the annual
munber of new inctdents, and also broad patteens by age and sex, vevy Closely, there was
evidence of problems with mode! sensitdvity and speoidicity at the case level. This tssue
warrants a more definiive study than could be conducted.

A turther difficulty 1o using bospital morbidity data concerns changes over timwe in hospiial
servicing amd case management and adoundstration which can be reflected in changing rate
of hospitad admission from injury unrelated to the "real” wend in the injury incidence rate. For
exarnple, there 15 reportedly a trend for burns to be managed without hospital adreission
through outpatient’s ¢linics, where possible. This does not, however, apply to severe bumms,

iz, trends i burns generally will be more affected by this MHANAGLIENT pulh v and,
therefore, could be less reliable a5 an jory indicator than trends for se I
ather reasons to ¢ \:pwf that trends for severe burns will be generally less z:a“'ffm;:ﬁ'c-.:{;i by
changing hospital policies,

’9

=

Figures 4 and 5 present recent trends in burns broken down by the size of the area of burn for
deep bums e, é.u.&iwam;&»nm«; and deep fulb-thickness burns) and bigns of any depth, for
whmissions identified as new incident cases by the ‘model indicaror’ referred 1o above, NESW
data 1s not included in these figures because the data available t this Centre for this Stare
was not comparable from 1993404 1o 19957496, The severe buens are those that are either large
{ie. covering a high percentage of the body sucface area) or both. From Figure 4, it s
apparent that the number of large bums Ge. greater than or equeal to 30% total body surface
areay declined in [994/85 and 1995796 relative to 1993/94. However, the trends for smaller
burns, and burns of any size, were all increpsing ﬂ;hzaa‘plw over the period, From Figure 5, i s
apparent that the mmber of severe burns (e, deep bums over at feast 10% of the tou body
surface mreal showed no consistent trend botween 1993/94 and 1995/96. However. the trend
for smaller deep burns, and deep burns of any size. was sharply increasing over the period.
Fror thrs ipformation it ts clear that the trend 1 burn injury is difficult to ingerpret, If the
trend in severs burns 15 more reliable, then from the information presented, i 15 uncertzin
whether there has been any consistent decline from 199394, The trend 1 foted burn injury
hospitalisation should be taterpreted vory cautiously.
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Burng Darg Collections

Al the thme of weitlng this paper, there were 13 state based p

i sres for the teeabyent
of burns, although changes were under consideration in NSW (Table 3},




Table b Haspifofs with a oy Unit

Sosmcialist cpnlres

3

eod bpaital

fovat Morth Shore

Westmaad

Foyal Alesandra Hospital for Childres
Yicdoria Adfrad Hospital

Fayal Childnan's Hospital

Chsensting Foval Brsbane Moot

Royal Children’s Hospiliat
Weslarn Austiniia Hireat Ferth Hospital

Princess Margarst Hospfal (vhildran
South st Foval Adedibos Hospitad

o Tawrratis

Most of the Burns Units (BUs) maintain a burns data collection based primarilv on
admissionys. Some clade outpatient attendances and one links with an enwerge

depurtment mjury surveillance collection. A review of the data collections revealed many
comirnon data items. The bers are pot currently operating primarily to provide meidence
data. The emphasis is more on treatment and service type informarion, especially on surgical
services. In a number of the systems, readimissions are not disunguished from new cases,
Oratn definidons are not abyvays clear and concepts such as type of bure, mechanisms aod

factors are intermixed within a single classification.

Statistical information was not readily avarlable from some of these collections, In the
absence of this information, the hospital worbidity data and other data available 1o the BOIS
was used to provide g orofile of the burns admissions of hospitals that had BYUs and other
hospitals.

Analysis of bospital morbidity dara (admissions identified as new invident cases by the
moded iedicator veferred to above) indicates that the hospiials with Burn Units cover the
range from minor burns adwmissions (0-10% TRSA with any depth of burnt 1o very severs
admissions (30% + THSA deep burns), and are skewed to severe burns admissions { Table
4). They treat over one third of ali burns admissions nationally, whether deep burns or bums
of any severtty, The BLU hospitals reat over three quarters of the very severe burns cases ie.

4% of 59 cases natiopally v [995/96 where THBSA deep burns s 30% or move (Table 35

Table 4¢ Caves attending hospitals with a Burs Untt (BU) a5 a propostion of all burns cases, estimated
incident cases, Anstralin 199596

furng of any depth” Prmp burns™
2 THEM B4 hospitads Proportion  BU hospitals Al cases gt

e 1878 0.26 1876 5183
e 489 (.48 167 287 056
20+ 20 0,60 71 108
Wi 105 0.66 A5 i 078

40 cnues ot BE cases
=% L4 cases not BU cases

" Not all burns cases refened 1o a hospital with a specialised Burn Unit will actually be weated in that Usit,

1)



Fable & Large deep buras: coses attending bospitals with a Burn Lok ae o percentage of il coses by
Smde of hespiial locaton, sstimated inoident cases, Anstralin 19954
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wTESA  MSW w0 O W B4 TAS NT  ACT  TOTEL
I:‘.‘Lt‘! 5 Livts 15 '34"”“ o £ 5 £ 1 l-r‘i‘.x
Al 19 14 10 8 & 3 59
Perventage 58 100 0 100 100 300 76

# Befers to deep barng covenmgy at beest 0% of the wial body sarface won

_‘-"5'&3‘.‘:113\”»;3‘% f':'i* the ra::;}re:&;az.miﬁ;tix eness ﬁ:li' 1w im;ixitm‘i CASDS i:i m:a a:s, %‘v. Liw made] indicator

ale

sy chiidren ’ami;hmm W mmmn oo HV E’?ﬁhﬁ“hii Assessinent
3 ees on these vartables within TBSA categories for bums of any depth and deey

bumns, revealed consisient age and sex differences only in the TBSA range 0-9% te. small

taarrs (T abde 85 For other TBSA oategories, the age and sex differences e:@f" M? }"ii.'ﬂ:%}')'!.il‘!ﬂ«? and

other hospatals were not substantial for burns of any depdh nor for deep I

Tabbe bt Burns injury for Burn Uels hospitals sod other hospitals by sge growp,
estimated nvedent cases, Aostralis (99596
' Furn Winit hospital Ctiver hoapital cases Groug: Todad
GRGES
s ayshibg Lot Gl Loy ol % If.’:mmt o "m
(4 ) B3 38 fidih 14 1207 P
58 115 7 134 4 250 3
REATRES 123 7 213 i 334 7
1524 @43 14 706 el Gam 18
1 205 17 527 18 a3 18
2EG 5 Jau o2 239 ]
50 3 150 5 2% 4
41 2 130 o 1 b
a2 2 108 3 140
Growup Total BT 3467 w00 s17e 100

i sopres Y, e

Table 7: Barne Injory for Burs Unit hospitads and other bospitals by sex, esthmuted
incident vases. Aasheaiia 190550

SBarns Unit hoespital  Gther bospital cases Crnup Todal
Gases
Count e % Lol % Count Gl %
1145 57 1 el n

e B66 &3 i) 30
C‘s:-:m'} Total 179 K 100 100

Thi-sspuarest 859,
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the mechanisme, factors and other parameters of wpury amongst thew cases would cover the
range existng within the popalation of hospital admtssion frorn buems and could be
»..;.mm;mmm:. This cannot be tested divecthy with the data aveiluble to the RCIS, Ax indivect
test of representativeness can be undertaken vsing Emorgency Departrnent data available o
the RIS, Given that 1t is known that BUs tend 10 get higher severity cases, an eqaivalence in
the dismibution of mechamsms and factors acrass severity wounld be relevant to the gquestion
of representativensss of Burms Unat cases. ISES data was assesved using twi indicators of
severity: {ap full thickness versus partial thickness burns and (b) tregiment seventy indicator
based on outeome of ED episode of carve (e, admitted, transferred and died versus discharged
after treatment in BD). Anabysis of data demonsivates that the disiribution of the mechanisms
of high severity burns and low severity burns. using these mdicators, are significantly
different from a statistical viewpoeint, with Tlame burns' being wore frequent, and ‘splashed
hot liguid’ being less frequent in high severity cases {Tabdes 9 and 10}, However, the
proportions are stovlar for most of the mechanisms.

Based on this analyais, i seems that whilst the cases admutzed to BUs are skewed o the
higher severity cases, they are veasonably representative on the basis of age ancd sex for all
rxeept stpall buyns (e Joss than 10% TBSAL, and we probably reasonably representanve in
rempf*e? 1 mechanisms and factors of injury. They provide near complete national coverage
of verv severe hurns (e, deep burns of TBSA 30% plus). Bums Unit data thﬁu, i;sea‘:*
nsefal for prevention resewch if detmiled information on bums 15 ¢ uiiuvmu (v {
provide {"ﬁii}}‘ partial cove of the population of hospital admissions for haam AT
obviously lesser coverage of the population of all burns of any w-fum sl 2 data collection

‘umv:
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could aor provide national mudutm- data except for high severity cases (THEA C
frrns ov burns of any depily),

Tubie % Mechanisn of ingeary hy treatment severity tndicator, INIS dato

{8

Rgerittesd, transhorred

Uigohorged sfter I

o ghod Hesiment
Mechanism N % ’ % K %
Inestod 86 3 34 ™ ' i
Splasbyect aprayed or sprinided bt v 28 3 3
Fogened wiclim moviog oy 241 @ EbE 28 70
Touched objpst movitg gy Meat T 2 264 % 3
Exposurs o lame 425 He 337 4
Exposurs o mdiant hea S pia 358 5 4
3 fyot lguidd 1637 &1 37T 4 46
sk B Bt iouid sl & S0 & 4683 3
Sy BSTRRIN OF VAROUE 1 s A 1 4% 1
xposure 1o mains bt 2 Exl £ {4 ¥
Eapmsure o othar electtical cavant a3 t 47 } 26 i
St 14 i 273 307 K
Hner Hed 2 658 i &2
E ) o 1183 o0 : 100 10506

Table 10: Mechaniv of injury by depth of burn, 1515 data

Full thinkness P‘m’u.z{ thickness &‘m.a:i

Mechanis TN s e w w w
ingstad N & 1 T T
Splastvad sprayed 0 sprnklad a1 2 ¥ s
Fonsetued whotm moving dry haet g tF 2t 21
Touched cliient moving dey el 4 k] MR % &
Exposuns o figme PR g b & 7
foxppasure (o radiant heat 4 3} 4 4
Spiashed hot kguid a8 a4 4420 45 a7
frosmversedt iy hat o b £ gty 4 4
TEROOSINE o SlEarn or vaRowy 1 O 48 1 1
& B0 AR it & G 1
Eeponureg o other elecitical curment 18 1 H
Sun 2% Z 3
O ¥z £ 5a7 & &
Tosal ) 1288 100 0129 w 100

Mﬁm et profile

Heaspital morbidity dara

b, deep

A geseriptive statsticat profile of burns hospitalisations using available data, with incident

case wdeptification based on the moodel Indicator', is presented in Table 1 and |

wes & and

7. 0t ie evident that burns hospitalisations are guite numerous, especially for males, bat

i e

mmme a seoall pﬁ‘}pg"a:iﬁféﬂﬁ of all ingury bospitatisations. Significant State differences

age-adiusted rate of barns wers evident,

13



6. The profile
%3 owarrant

The burn rate in voung chifdren is substantially higher than for other ape grour
of buras 1o this group and in the later peak age group of voung adulis (20-24 vear
turther analysis.

Assessment of ntent indicated that 97% of the cases that bad a burp diagweosts code inoany
g “¥

dingnosis field had an "External cause’ code indicating an accidental cause {Table 12).

el

Awmongst cases baving a barn as the Principal Dingoosis only 66% had an Extemal cause’
codde in the rango covererd by the national thermal fnjury target (e, ES90-899, HOT4.0), Table
33 Jistx the External cause’ codes outside thiis range. o particular, the substantial number of
cavsric and corvositve burns, and bams from electric currents and f:é*:g‘aifwiva wmaterials

wareants attention. A similar resnlt was found for burns coded o the A #‘3}??{%”!:35 Diagnosis
fiedds. Given the large proportion of burts cases not within the scope of the wury target the
momitoring of trends in burmns probably should be expanded beyand 1‘1. e m:'e’,j:{g,”}i*:.

Table 11: Key ﬂnhmmﬁ of burns, dastratia T995/9¢%

ayagswmm Maﬁ% Famalas P g

2% 44432 B
Poroent of inuery hospitalisations™ ER:
Caucte rabe 100,00 poy 451 33.2
Ageeaiasted raie 100,000 gop 434 E18 Az

b slipgmosis code MG o sy Dot Hield.

dleniutt
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Heport on indicators:
Acveport on the indicaror for burns hospitalizations is in preparation and will sot be reporied
here,
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Table 13 Cases having o born as the Principal diaguosis’ snd oo Fateron v’ eode
autside the range covered By the national ingary tavget dbe, EEO0-89%, E9I4.00, estimated
imwident cases, Anstralin Ef'}mf’%

LaBRBE QOIS  tumber of cases Poroaniags
Cither and unspaciisd aociderds caused by ok s R B
or chppots, caustic or ponsive matsriai, and stearmn

&% E 9249

Accidant by caustic and cormsive sebstancs (E824 1} 412 20
Acident canzmed by elentye owrmal (ER28) aEs 13
Arcidont caused by explibes matedal (B2 1 i
Fravaport socident (EN00H48) 125 )
Cther & unepeciliet envnanmontal & aonidentat causes #2 3

(478

Aocitent cousard by suplosion of preasurs veseni (EG21) &7 3
BN | s 4
Sesckdents by m ngry {8 AL i
Eaposuns (o radiation (B2 A 1

Fails {E880-£858) Ha 1

Ot 165 £

Tt RORT (nal

Data gaps

Based on the discussion presented in this report, there appears o be a need &..71: an improved
national data buse on burns for use in the development and monitoring of injury policy and
programs, for reseurch into the causes and prevention of burns and for service p?mng, and
for other needs. The available mortality aad morbidity data cannot service all needs. These
Jdarn sets have some livitations wily respect to the scope and 1 TR
avarialie. The future redevelopment of the ‘Wationsl Coromad Infornation S V"ww';" Y
artend o &i}z: Hmitations 11 the mortality data. Further analysis 18 requived (o determine the
gxtent 1o which hospital morbidity data can be used for monitoring the national health
pricriiies 1o respect o burns, Attention should focus on the inconsistencies in the recont time
series trends of burns hosplialisations across severity reported here, Research into the causes
aud prevention of burns requires information bevond the type included in the hospital
merbidity data, particidarly information on mechamsms and factors of injury and more
detailed information on the injury event (eg. time, place and activity) and exposure to risk.

pial

A duta collection based on cuses adouited to Burns Unit hovpitals would provide nea *iv‘
complete pational coverage of very severe birns suggesting that ot may provide the husis for
reliable mational monttoring of this group. Whilst cases admatted to Buen Unit nus;mais &:ﬂd
to have o higher severity than cases adonitied to other hospitals, they are reasonably
vepresenative on the basis of age and sex for all except small burng Ge. Less rhzm i [";‘-‘"*:
TESA), and are probably alse reasonably representative in respect to mechanisms and faciors
of injury. Extension of the routine hospital morbidity data, already coliected at these !mspzm‘x
(covered by the NHDE, w include intormation required for routing injury survetllance
{covered by the NIIS-15) and special burns surveillance, would substantially smprove the
available information for research into the causes and prevention of burns and for the
development of prevention programs.

The opportunities for the establishuioent of an Tmproved Australinn burns database were
assessed 1 consultation with the Burn Upats,

L6



Opportunities for establishment of an improved Australian
burns database

Level of interest and commitment

The Directors and staff of the Burn Units were generally very supportive of the ides of
development of an Austealian Burns Research Databese (ABRD. However, they were
concermed to ensure that the workload was manageable within existing resources.

Feasibility of a common collection
Howas considered that the Teambility of an ABRD depended on reaching agreement on 2
range of factors inchuding:

1. The conmmon daia set.
The appropaiate cose sefection critena, which balanced the ased for information with the
eosls and ditficaities in collecting information.

3. The routine reposts and information services 1o be provided,

4. Resourcing of the eolivetion (staft and other

5. The data collection SPOCESS.

6. The varous approval processes, Ethics Comupittes approval to release wdentified dat to o
cantral processing agency.

1. Data items

The data set proposed for further consideration is presented in «‘15-}3};'-“‘;?1&1?;{ 2 This was
determined after a review and discassion of the existing data coiflections of Burn Units and
reference to the Naiional Data Standards for Injury Surveillance (NDS-1S7), the Natlonal
Health Diata Dictionary and the International Socigty of Burn Injuries/WHO Burn Regiswey™.
All of the existing Burn Unit data collections would need 1o be modified or extended o some
extent to comply with this data set,

[t needs to be considered that all, or most of., the component of the data set that conforms 10
the NDS-I8 would be readily av:-eié‘-ﬁﬂf.r in those hospitals that have implemended njury
surveitlance in the Emergency Department.

2. Case selection

A duta collection based on all burns greater than or equal 1o 10% totad body surface arca
wonld, based on the analyses conducted in this report, seem to offer a reasonably
e pww'nmum series of cases for research purposes and be gseful for nptional menitoring of
ery severe bums, Jt would deliver about SO0 new incident cases annually (excludes re-
skdrm.asmm 3y which is an average of Jess than one case per Unit per week. The authors of the
present report considered that a collection of this size could only be mainiained within
existing resources if the data reguired was very minimal. 1t was considered that the best way
to keep data collection o o minimum was for an ABRID 1 interface with the existing hospital
morbidity systemn within each hospital. The routing demographic and chinteal data could be
cotlected from the hospital morbidity systers without the need 1o doplicate this at the Burns
Unit. The tems ihzfn wouthd peed to be collected at Unit Tevel are detatled in ,f?x;c;pa,mi:;i 2

-



+ Houtine reports and information services

The proposed routine reports and information serviceos are outlined in Appendis 2. Thes
eouate with the reports ad services applying to the Australian Spinal Cord Injury Regisier
{ANCTR ) managed by the ROES. This should not be aker w dmply that the RO would
necessardy be providing these services,

4. Resopurces

External data processing would be vequired on an on-going basis for some Bum Units and
probably for all Units inidally. It s envisaged that the Burn Units wonld be responsible foy
funding their own data collection. As the data set would provide the basis for research
studies, and possihly external grams funding, staff having a view of ihe potemial future uses
of the data moay readily accept the data collection role. In the expenience of the RCES, based
on the Austa et Chord Tndury Reglster, nursing stat? or cleriend statf are often more
reliable at coliecting data than Registrars provided that the required input information is
readily avalable. Removing the need to collect clinical information at the Unit level reduces
the need for specialist knowledge. The chinical information 13 added by imterlacing the
collection with the hospital morbidity database.

X

4. Data collection process

f s corsidenad that the mest practical process for the collection of the reguired information
1B TR0 BT IROCESS:

t. Mindmum data is collected at Uait level and transferred n electeonic or hard copy forma
to o ceniral processing a.mhnﬂh having experience with health data svstems ;;«‘m;

2. Each quanecr, the patient list (Unis Record MNumber, name, date of birth and date o
admizsion) is provided back to the Unit in electronte formas and i»ﬁ!vr:m} 0 the 'z-mm;a:m_
iformation services branch for down loading of the clinical and other tformanon
required from the hospital morbidity database. It should be possible for the information
services branch o write 9 single program 1o be ran each w»mi;. The information m"«zmz
be provided 1o the central processing authority for entry to the ABRD to complet
patient record.

In Units ihat can develop and maintain their owsn data system {ie. data collection, data entry,
validation and reporting). the complete poatient records conld ha* provided 1o the central
processing authority each quarter.,

Fi

8. Approval processes

Thers are o sumber of approval processes required befors an ABRD can be established:

1. This report needs to be considered by the Australiun and New Zealand Burns Association
{ANZBA) as the peak body for burns, In particular, the Board M ANZBA will peed to
agree o i nunbmun Gata set, case selection entoria, and other features outlined above.
The pext annual meeting gof ANZBA Is being held in September in Syidrey. The President
of ANZBA bas agreed w0 place this matker on the agenda.
2. Individual hospital sthics commiticss must agree to the provision of information to the
central processing agene V.
The dats ﬁﬂ?*{.‘imu pm ens and data flow need 1o be agroed, particadarty with sespect to
who will collect the informagion, and the role o't Had informetion services branch.




Proposed time frame for the development of an ABRD

If ANZBA endorsed a proposal for an ABRD at its September meeting, it could be expected
that hospital ethics committees could have made their decision by the end of 1993, Pilating ia
at least one Unit would be necessary o test elements of the system {eg. the proposed data
fow ncorporating hospital admissions datay. Ondy if all Units were able 1o participate, and
ware able 1o demonstre that the data coliection processes and data flow were agreed to,
would the ROCIS copsider what role it might play in such a data svstem and this would be
subject 0 negotiation with an appropriate authortty concerning funding of Hs involvement
and other 1ssues,

Adldendurn
ANZEA endorsed the development of the umform national core date collection at its
September meeting and a pilot study s being developad {see Appendix 45
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Appendiy 1

List of stakeholders consulted

Fepwr Routh Wales

wr. P Renoedy, Burss Unt, Coneord Hospital

Wir, H Marting, President ANZBA, Burns Unat, New Chitldren's Hosping
N, I Vandervord, North Shore Medics! Cantre

&is. 1 Dicksen, Buros LUnit, Roval Alexandra Hospatal for Chaldren

Yigtoria

flr. BLL Keogh, Burss Uaig, Roval © szx% ven's Hospital
Mr. B Tudson, Burns Lo “Ef =4 Bosy

[ F Fastey, Burs Ui, Adfred Hosph

e, Cameron tarmes, Head 8

Ohseensiand

r, Burns Uhnst, Royal Brishane Ho )

Wis, Pamt DHas, Burns Uit it, Roval Brisbane ng;m
ing. Wice Presidont ANZBA

i v, Information Manazemoent, Qld Health

\;iw . Thomas, Burns Undy, Royal Children's Hospiial

Ky 5 I ;

Western Australin

P FoWood, Burps Unit, Rowal Perth Hospital

South Australin

Dr. B, Diavey, Burms Umit, Women's and Childeea's Hospital
s, RO Woods, Buros Unit, Women's and Children's Hospital

Ms. M. Parrent, Coding Manager, Women's and Children’s Hosplial
Ma, 5. Kavanah, Burns Unit, Boval Adelaide Hospital

Toasrmanis

D, B Brodribb, Boros Unil, Roval Hobart Hospital



Appendix 2

Proposed minimum data set for surveiliance of bums

Fenm

Data definition

Source of Information

Hospitat
Morbigity

Burns Centre

T hilenstifiers

Freoraom 1y

Drepwgraplsc
Sex
Dagier ol in

A
Mlariial s

p

wni

atained

Adanission date
Discharge date

Cligeal &

Addd

Marrakive des
i"'zj Ty SVeRs

Diatakemge
Esrabishmers ideaslor SEDD P (devived from mime of Buens Centre) <
Payson identifer \*{Lﬁ‘ B2 ¥
5"1%.“:; snare v
i mttiak Ve w’
r
e
Conpdry of birth o
poar iy o
v "“‘
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Appenalx 3

Proposed reports and information services

Reports

T types of annusl roptine reports are envisaged (1) annual report on adiministranion of the

Al Eébé Yy arnual statistical repeort on the incidence of burmes admissions generally (from
Hospital Moabidity system} and including u detatled profile of severs burns {from the

ABRLDY These reports are modelied op the reports from the Ausiralian Spinal Cord Inpury

Regivter available Tor pevusal on the BCIN web site (hupdfwww anisu flinders eduau),

information services

The vature of the wlormation services required would probably aguats with those of the
ROS. ANZBA way wish to undertake this seavice. As already discussed, the involvesment of
the ROIS s dependent on a number of factors. If the RCIS was iavolved in the management
of the database 1t could place aggregated data o it web site which includes a data search
engine 10 faeibitate wser data engquiries. In addition, it coudd haodle wd-hoo data reguess |
BUs, Charges would probably be required for move detadled and complicated enguiries (o
offset costs. These would be in accordance with the RCIS charging policy.

b



Appendix 4

ANZBA endorsement of the Avstralian Burns Hesearch Databa
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INJURY & RESEARCH STATISTICS

This report presents the findings of an investigation of the
needs and opportunities for improved surveillance of
burns in Australia. An assessment of available data

revealed limitations in fulfilling information needs.

Through a process of national consultation with Burn
Units, a model for an improved national data system was
determined. The Australian and New Zealand Burns
Association decided to proceed to develop the improved
data system based on a common minimum data set
provided by the AIHW National Injury Surveillance Unit
(N1SU) of the Flinders University Research Centre for Injury
Studies. The database will be managed by the AIHW NISU.
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