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Burns injury is a significant burden across Australia. Aboriginal and Torres Strait Islander children experience these injuries at disproportionally higher rates than non-Indigenous children. Aboriginal and Torres Strait Islander children also have longer lengths of stay in tertiary healthcare when compared with other Australian children. Despite these clear health inequities, it is unclear what guides burns care for Aboriginal and Torres Strait Islander children, nor how burns care is delivered and structured, or if it meets the needs of this population.

Methods

Interface research methodology incorporating both Indigenous and Western biomedical knowledges guided the research. The research sought to explore how burns care is delivered, with a focus on care for Aboriginal and Torres Strait Islander children and families. This study also investigated factors informing burns care and explored how clinicians in burns teams used guidance documents and if such documents were appropriate for care of Aboriginal and Torres Strait Islander children. Evidence for the use of telehealth for care of chronic conditions with Indigenous people was globally reviewed for cultural considerations. International models of care for burns were critiqued for quality and cultural safety. Semi-structured interviews were conducted with 76 individuals in burns teams in six sites across Australia to investigate burns care. Interviews were audio recorded and transcribed. Data were firstly analysed using inductive thematic analysis. Secondary analysis comprised ecological modelling overlaid with a decolonising lens. A patient journey mapping tool was developed and tested to assess quality and cultural safety with family and healthcare professional data. 

Results

Exploration of current burns care identified differences in care outcomes and a lack of clarity about how current burns care meets the needs of Aboriginal and Torres Strait Islander children and families. Telehealth as a modality of care was limited in improving access to healthcare for those families living in regional or remote locations. The cultural competency of telehealth remains unclear. Existing models of care for burns injury do not meet all aspects of quality or cultural safety. Overall, a disconnect between Western and Indigenous knowledges was found and is manifest in both Australia’s mainstream healthcare system and in the documents that inform burns care. Results from interviews with multidisciplinary burns team members showed burns care is informed by multiple factors, including evidence, resources and resourcing, decision-making processes and values and beliefs. Imbalances of power and the perpetuation of colonisation, through hierarchal teams and the dominant use of the biomedical model, were evident throughout. The sole use of the biomedical model meant that equity in healthcare was limited with restricted capacity for the delivery of care based on needs other than those aligned with the biomedical model. This restricted capacity was echoed in the findings from a subset of multidisciplinary burns team interview data where multiple issues related to equity and equality in the delivery of burns care for Aboriginal and Torres Strait Islander children were identified. These included a limited understanding of the need to provide different care for Aboriginal and Torres Strait Islander children and families, and little or no use of reflexivity in practice. Lastly, the research has resulted in the development of a platform to better understand and assess quality and cultural safety in burns care through patient journey mapping.

Discussion

This work has established that the full potential of paediatric burns care in Australia is not realised for Aboriginal and Torres Strait Islander families accessing care. This has social economic and cultural ramifications for Aboriginal and Torres Strait Islander children and families seeking and not achieving best quality burns care. It was very clear from this research that there was dominant use of the Western biomedical model in the enactment of burns care. There was limited or no reflexivity evident in burns care for Aboriginal and Torres Strait Islander children and families, and limited understanding of equity and equality or the realisation that the Western biomedical paradigm will not solve everything for everyone. There is however, an opening for the two different paradigms, Western biomedical and Aboriginal and Torres Strait Islander, to sit beside one another in burns care. The two knowledges might come together in the development of a new model of care for burns. Burns care at the interface of knowledges could be supported by healthcare professionals with skills to understand how these paradigms influence their practice and the resources and explicit guidance to inform such translation into care.
