Pennsylvania Patient Safety Advisory

Data Snapshot: latrogenic Burn Injuries

A recent article in the Wall Street Journal' led Penn-
sylvania Patient Safety Authority analysts to query
the PA-PSRS database for burn reports submitted

in 2007.* The search was designed to yield reports

of actual or proximal harm to the patient by burns,
singes, or sparks occurring in the healthcare facil-

ity that reported the burn. Reports involving events
before the patient received care at the reporting facil-
ity were not considered. Also excluded were reports
of events involving cigarettes, candles, and other flam-
mable items not usually found in a healthcare setting.

There were 224 reports of burns, two-thirds of which
were thermal in nature. More than half the submit-

attributed to therapeutic heat sources, such as heating
pads or hot packs; a further 5% were reported follow-
ing magnetic resonance imaging procedures. Almost
14% of reported burns were attributed to food prepa-
ration or distribution. These reports include hot
liquid spills and handling hot containers.

Overall, reports of burns account for 0.11% of all
reports submitted to the Authority in 2007. Based on
additional figures from the Pennsylvania Health Care
Cost Containment Council, an estimated 11.9 burns
occur per 100,000 admissions in Pennsylvania.

Notes

ted burns were reported to have been caused by
instruments or devices used in procedures, includ-
ing cautery units, light sources, and cords for these
devices. Nine percent of the reported burns were

* 2007 was selected for comparison against data obtained from the
Pennsylvania Health Care Cost Containment Council, for which
2007 was the last full year of available admission data at the time

of publication.
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Table. Causes and Types of Burns Submitted to the Authority in 2007

UNKNOWN/ % OF
CAUSE CHEMICAL ELECTRICAL MECHANICAL RADIATION THERMAL UNSTATED TOTAL TOTAL
PROCEDURAL 0 14 5 0 98 0 117 | 52.2%
INSTRUMENT/
DEVICE
Cautery device 6 53 59
Device cord 1 13 14
Light source 6 6
Other instrument 7 5 26 38
SECONDARY TO 15 10 2 1 22 0 50 | 22.3%
PROCEDURE
Heat therapy 20 20
Magnetic 9 2 11
resonance
imaging burn
Solution 14 14
Other 1 1 2 1 5
OTHER 0 0 2 0 32 2 36 | 16.1%
Food 31 31
Other 2 1 2 5
UNKNOWN/ 2 1 18 21 9.4%
UNSTATED
TOTAL 15 24 11 2 152 20 224
% 6.7% 10.7% 4.9% 0.9% 67.9% 8.9%
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This article is reprinted from the Pennsylvania Patient Safety
Advisory, Vol. 6, No. 1-March 2009. The Advisory is a
publication of the Pennsylvania Patient Safety Authority,
produced by ECRI Institute and ISMP under contract to
the Authority. Copyright 2009 by the Pennsylvania Patient
Safety Authority. This publication may be reprinted and
distributed without restriction, provided it is printed or
distributed in its entirety and without alteration. Individual
articles may be reprinted in their entirety and without alteration
provided the source is clearly attributed.

This publication is disseminated via e-mail.
To subscribe, go to https://www.papsrs.state.pa.us/
Workflow,/MailingListAddition.aspx.

To see other articles or issues of the Advisory, visit our
Web site at http://www.patientsafetyauthority.org.
Click on “Patient Safety Advisories” in the left-hand

menu bar.

THE PENNSYLVANIA PATIENT SAFETY AUTHORITY AND ITS CONTRACTORS

UK The Pennsylvania Patient Safety Authority is an independent state agency created by Act 13 of
2002, the Medical Care Availability and Reduction of Error (“Mcare”) Act. Consistent with Act
13, ECRI Institute, as contractor for the Authority, is issuing this publication to advise medical
S A F E T Y facilities of immedi.ate changes that can be igstituFed to reduce Serigus Events and Inci.de’nts‘
LS - For more information about the Pennsylvania Patient Safety Authority, see the Authority’s Web
i T o e Site at http://www.patientsafetyauthority.org.
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ECRI Institute, a nonprofit organization, dedicates itself to bringing the discipline of applied
) scientific research in healthcare to uncover the best approaches to improving patient care. As
L C R I Institute pioneers in this science for nearly 40 years, ECRI Institute marries experience and independence
Tha Discpline of Siance. Tha batgrity of fadupandsace with the objectivity of evidence-based research. More than 5,000 healthcare organizations
worldwide rely on ECRI Institute’s expertise in patient safety improvement, risk and quality
management, and healthcare processes, devices, procedures and drug technology.

The Institute for Safe Medication Practices (ISMP) is an independent, nonprofit organization
N o dedicated solely to medication error prevention and safe medication use. ISMP provides

&? recommendations for the safe use of medications to the healthcare community including healthcare
professionals, government agencies, accrediting organizations, and consumers. ISMP’s efforts
are built on a nonpunitive approach and systems-based solutions.




