





Annexure - 6

Harrison's Story

(Reproduced with permission from - Injury Issues Monitor, No. 38, January 2007.)

The Use of Emergency Department Injury
Surveillance Data to Effect Change in the
Community

I'd like to start with a brief history of QISU and an
explanation of the data we hold. The Queensland
Injury Surveillance Unit collects data on injury from
patients who present to an emergency department
for treatment of that injury.

QISU is a small unit housed in the Mater Children’s
Hospital in Brisbane. We have two clerks, a part-
time statistician/data analyst, a media manager,
myself as manager and 3 emergency medicine
specialists. We currently collect data from 16
hospitals around Queensland. These hospitals include
urban, regional and rural and remote campuses—
the information we collect paints a very good picture
of injury in Queensland.

Our data is Level 2 NDS-1S, which means we collect
specifics about products and activities (down to rugby
union for example instead of just ‘sport’).

At the moment we have eight hospitals that collect
information from a paper-based system where the
information is sent through to us in Brisbane and
trained coders code and enter that data. In the bigger
hospitals that have EDIS software, the triage nurse
collects and enters the information when the patient
is being assessed. This data is then sent to QISU to
be cleaned and then analysed.

Now I'd like to tell you a bit of a story. The photos
on the next pages are of a wee boy called Harrison.
Al the time this all started he was a typical busy,
exuberant toddler and the youngest of five children.
One day; just before Christmas in 2004 Lisa, Harrison’s
mum, went to put a video on for his five year old
sister. In the couple of minutes that it took to put the
video in and turn on the television, she heard
Harrison screech from the kitchen. When she raced
back to the kitchen she was horrified to see Harrison

sitting on the floor screaming with blood coming
from his mouth. She rang the ambulance, grabbed
the container of dishwasher powder he had taken a
swallow from and finally, they arrived at the Mater
Hospital Emergency Department. Dr Barker, an
emergency department (ED) specialist, who also
works with QISU, was waiting for Harrison. She
stabilised him and sent him oft to theatre. At that
point there was doubt about whether or not Harrison
would even survive. The dishwasher powder he’d
ingested was obviously highly caustic and, while it
was burning his oesophagus, it was also causing
swelling to his airways and making it difficult for
him to breathe.

Dr Barker arrived in the QISU unit after having
transferred Harrison to theatre and explained what
she had just seen. We were particularly concerned
that it was so easy for Harrison to gain access to
such a caustic substance.

These issues were identified:

*  the 2-click mechanism of the child resistant
closure;

°  pH of dishwashing powder; and the

*  scheduling of dishwashing powder compared
to dishwasher gel or liquid.

The first thing we did was look at the issues
surrounding Harrison’s poisoning.

The bottle itself was a concern. The cap looked like
a child resistant closure. This instilled confidence in
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Lisa that her children couldn’t access the contents of
the bottle. What she didn’t realise was that the lid
required 2 clicks to engage the child resistant
mechanism. When she put the bottle in the cupboard
she thought it was closed safely, but the child resistant
feature of the bottle cap hadn’t been engaged. There
was no warning or instruction anywhere on the bottle
to suggest that there were varying levels of closure.

The pH of the powder in the bottle was 13.4! This is
highly caustic. The pH of liquid Drano is more like
12— we all accept that it is dangerous and treat it
with extreme caution. The dishwashing powder
Harrison accessed was 13.4. On a logarithmic scale
this is a huge difference.

Next, we did a data search to find out if Harrison’s
was a one-off case or whether this sort of poisoning
was common. We learned that 4% of all non-
medicinal ingestions were from dishwasher
detergents, and many of these were severe. Triage
nurses assign a category from 5 to 1 to indicate how
quickly a person requires treat-ment when they arrive
in the ED. Anything less than 3 means a person needs
treatment in less than half an hour. 1 indicates that
the person requires immediate treatment or death is
likely. In our database there were 19 children under
5 who arrived in the ED having been poisoned with
a non-medicinal substance who were categorized as
a 1. Three of these children had ingested dishwasher
powder.

Now that we knew that dishwasher detergent
ingestions were a real problem for Queensland
toddlers, we were able to move on and see what we
could do to change this.

[ rang the manufacturer and spoke to their product
safety officer. He was horrified to hear about
Harrison’s injuries, but was also very careful to
explain that the product complied with all legal
requirements. When I gave him more details about
the number of toddlers in our database who had
had similar experiences to Harrison’s, he agreed that
something had to be done and promised to get back
to me with some strategies. (Now keep in mind,
they’ve not done anything technically wrong here...
they were within the law in their packaging and
labelling and the closures were far from unique to
this particular brand.)

Within a couple of months there were warning labels
on all the packages saying that it required 2 clicks to
close the caps on the powder containers, and then the
entire bottle was redesigned to incorporate a flow limiter
on the bottle and a 1-click mechanism on the cap.

This meant that one, product was safer, but there
were still shelves full of dishwasher powder in the
supermarket, many of which were no more than a
cardboard box with a spout.

The next step was to draw in some partners who
understood the issues and had a vested interest in
seeing a reduction in ingestions of this kind. A
working parly was formed and included members
of Kidssafe Queensland, the Department of Fair
Trading’s Product Safety Unit, Queensland Health’s
Environment and Poisons Unit and the Queensland
Poisons Information centre. The beauty of this group
was that each of us were keen to see the laws
surrounding dishwasher powder changed, but we
each came from different organisations with varying
expertise and perspectives.

Queensland Health had people who sat on committees
within the Therapeutic Goods Administration (TGA)
who could advise us about which procedures we
should follow in trying to effect change.

Staff of the Poisons Information Centre was able to
supplement our data with their own. The Department
of Fair Trading could lobby from the perspective of
its requirement to provide safe products to consumers.
Kid safe has a key role to play in lobbying for injury
reduction in children and in the education of parents
and caregivers about the potential for injury with
dishwashing powders.

Poisons are scheduled by the TGA. Dishwasher
detergents were included in a Schedule 5 if they had
a pH of greater than 11.5. This meant they had to
have a child-resistant closure and very specific
warnings on the labels. BUT, somewhere along the
line, it was decided that children were unlikely to
drink powders because they were so unpalatable, so
powders were exempted from this schedule.

The working group decided to put in a formal
submission to the TGA via the National Drugs and
Poisons Scheduling Committee (NDPSC) asking to
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have the powders re-scheduled and a limit placed
on the availability of such caustic products for the
domestic market.

We also decided to approach Standards Australia to
have the standard for child resistant closures
reviewed so that this ‘2-click’ mechanism couldn’t
be included as a compliant closure, but also to ensure
that if something appeared to be a child resistant
closure, it had to function as such. The aim was to
remove any ambiguity for a consumer as to the safety
of any container available in the marketplace.

Rather than make these submissions as one working
group, we each did so from our own organisation,
using our own perspective to support the argument
for change.

We implemented a public awareness campaign. We
embarked on this campaign by alerting the public
to the problem. Lisa was very keen to ensure that
this never happened to another family so was happy
to appear and speak about what had happened to
her son Harrison, and she was very passionate and
eloquent. We also engaged professional associations
to raise awareness through their networks and
newsletters.

At this point Lisa was able to say that, while Harrison
had been discharged from the Intensive Care Unit
and was finally home after 7 weeks in hospital, he
was having to go into hospital every fortnight to
have his oesophagus dilated so he could swallow
his own saliva. He had to be fed from a tube directly
into his stomach because of the scar tissue, and the
fact that his epiglottis had been burned away meant
that he would run the risk of aspiration if he ate
normally. As you can imagine, this reality hit home
to lots of people! Because the media outlets had a
‘face’ to attach to the story, it was picked up locally,

and on a state and national level (Choice and the
Today Show).

So what happened?

The TGA accepted the statistics and submissions and,
as of 1 September, all powders with a pH of > 11.5
will have to be packaged in the same way as liquids
and gels with warning labels and child resistant
closures. If any dishwashing detergent has a pH of >
12.5, itis no longer available for the domestic market.
This is great, because manufacturers are moving
toward using oxygen bleaches and enzymes, so all
the products will be safer. Standards Australia have
been less ‘easy’. Initially they couldn’t reconvene the
HE-016 committee because there was no project
officer, so a new project officer was appointed.
Correspondence was sent to members of the committee
and now the project officer has left and we’re waiting
for a replacement to be appointed to further the issue.

Harrison turned three in June. He’s a gorgeous boy
with mischief in his eyes. He and his mother call
into the Unit regularly when he has to come to the
Mater Hospital for treatment, and I always demand
and get a hug hello and a kiss goodbye. He’s still
having fortnightly dilations and is fed through a tube.

Doctors are optimistic that eventually he won’t have
to be 100% tube fed, but it’s not a given. The good
news is that, with the changes we’ve seen, this soil
of severe damage from dishwasher detergents is
unlikely to happen to any other toddlers.

In summary, change was brought about because of
clinical concern that could be supported with sound
evidence. With this sound evidence base we were
able to form partnerships and, through these
partnerships, make a tangible difference for the
community.

Debbie Scott
(debbie.scott@qut.edu.au)
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Annexure - 7

Data Capture format for injury deaths (Police)

1. Police Station name:
2. FIR No./Cr. No.: 3. Date of registration (DD/MM/YY):
4. Time of registration (HH:MM): 5. Date of Occurrence of Injury:
6. Time of Occurrence of Injury: am/pm 7. Date of death (DD/MM/YY):
8. Time of death (HH:MM): am /pm 9. Name of deceased:
10. Age (years): 11. Sex (M/F):
12.  Place of residence: 1. Urban Bengaluru 2. Rural Bengaluru 3. Others, specify
13.  Address:
14.  * Education (in completed years):
15. * Occupation: 1. Unemployed 3. Student 5. Skilled 7. Business 9. Others
2. Retired 4. Homemaker 6. Unskilled 8. Professional 10. Unknown
16. Cause of death:
1. Road accident 4. Poisoning 7. Drowning 10. Mechanical injury ~ 13. Others, specify
2. Assault 5. Burns 8. Self inflicted cuts/stabs 11. Sports injury
3. Fall 6. Hanging 9. Fall of object 12. Disaster, specify
17.  Place of Injury Occurrence: 1. Road 6. Residential area 11. Industry
2. Home 7. Construction site 12. Unknown
3. Workplace 8. Railway 13. Others, specify
4. School/college 9. Playground/play site
5. Public place 10. Agricultural field
18.  Object/Product causing injury:
19.  Activity at time of Injury:
1. Traveling in vehicle 7. Crossing
2. Walking 8. Playing
3. Standing on road 9. Sleeping
4. Working 10. Unspecified
5. Going/Coming from school 11. Others, specify
6. Doing household work
20. Intent: 1. Unintentional (accidental) 3. Intentional (assault/violence)
2. Suicidal 4. Unknown
21.  Alcohol consumption by: 1. Injured 3. Both 5. Unknown
2. Counterpart 4. Not applicable 6. No
A. ROAD TRAFFIC INJURY:
22. Road User category of the deceased:
1. Pedestrian 6. Three-wheeler occupant 11. Other 4-wheeler driver (maxi cab, tempo, etc)
2. Pedal cyclist 7. Car driver 12. Other 4-weeler occupant
3. Two-wheeler rider 8. Car occupant 13. Others, specify
4. Two-wheeler pillion 9. Bus / truck driver 14. Unknown
5. Three-wheeler driver 10. Bus / truck occupant
23.  Crash Type: 1. Hit & Run 5. Hit a fixed object 9. Fall from moving vehicle
2. Head on collision 6. Run off the road 10. Pedestrian run-over
3. Hit from the back 7. Overturn 11. Others, specify
4. Hit from the side 8. Skid & fall
24.  Place of crash: 1. City roads 3. State Highway
2. National Highway 4. Rural Roads
25. Crash location name:
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26. Crash location details:
i. Tjunction iv. Cross road vii. Sudden narrowing x. Others, specify
ii. Y-junction v. Round about viii. Curves
iii. Straight road vi. Bridge/culvert ix. Road hump/rumble strips
27. Lane type: i. Single lane with one way iii. Double separated
ii. Single lane with two ways iv. More than 3 lanes
28. Deceased Hit by:
29. Position of the deceased (for car, bus, lorry, HCVs): 1. Front passenger seat 3. Open space
2. Back passenger seat 4. Passenger seat area
30. USE OF HELMET (if Two-wheeler rider/pillion): 1. Yes 2. No 3. Not known
31. USE OF SEAT BELT (if Car driver/occupant): 1. Yes 2. No 3. Not known
B. ASSAULT:
32. Nature of assault/violence: 1. Individual 2. Family 3. Group 4. Communal
33.  Perpetrator (relationship): 34. Major cause:
C. SUICIDE:
35. Situation of committing suicide: 1. Alone at home 2. In presence of others 3. Outside house
36. Suicide Method: 1. Fall from height, goto D 4. Drowning, goto G 7. Others, specify __
2. Poisoning, goto E 5. Self inflicted cut/stab, goto H
3. Self-immolation, goto F 6. Hanging
39. Name of the product:
D. FALL:
40. Height of Fall:
41. Nature of landing surface: 1. Soft 2. Hard3. Rock 4. Not known
E. POISONING:
41. Name of the product:
42. Product availability: 1. Available at home 2. Brought from outside
F. BURNS:
43. Extent of burns (in %):
44. Product causing burn: 1. Kerosene/Petrol 3. Hot water 5. Cylinder burst 7. Others, specify____
2. Hot Oil 4. Electricity 6. Stove burst
G. DROWNING:
45.  Place of drowning: 1. Bath tub 3. Well 5. Canal 4. Sea
2. Swimming pool 4. Lake/pond 6. River
H. SELF INFLICTED CUT / STAB INJURY:
46. Product used for cut/stab: 1. Blade 2. Knife 3. Glass 4. Scissors 5. Wire
I. PREHOSPITAL CARE:
47. Any FIRST-AID given before death: 1. Yes 2. No 3. Not known
* If Q47 is yes
WHERE was First Aid given: 1. At injury site 3. Nearby Pvt. Hospital / Nursing home 5. Others, specify
2. Nearby Clinic 4. Nearby Govt. hospital
WHO gave first-aid: 1. Health worker 3. Nurse 5. Public 7. Others, specify -
2. Doctor 4. Police 6. Self medication
48. NUMBER of hospital/s visited before registering death:
49. Place of death:

1. At injury site 3. In

2. During transport to hospital

the hospital, name;

4. After discharge

* Optional items
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Annexure - 8

EMERGENCY TRAUMA CARE RECORD

1. Name of the hospital:

2. Hospital Id. No.:

3. Police Id. No.:

4. Date of registration (DD/MM/YY):

5. Time of registration (HH:MM): am / pm

6. Information provided by: 1. Family member 2. Known person 3. Police 4. Not known 5. Self

7. Date of injury (DD/MM/YY):

8. Time of injury (HH:MM): am / pm

9. Place of injury: 1. Within Bengaluru 2. Outside Bengaluru

10. Name of injured:

11. * Education (in completed years):

12. * Occupation: 1. Unemployed 3. Student 5. Skilled 7. Business 9. Others
2. Retired 4. Homemaker 6. Unskilled 8. Professional 10. Unknown

13. How was the person Injured:

1. Road accident 5. Burns 9. Sports 13. Disaster, specify
2. Fall 6. Poisoning 10. Animal bites 14. Others, specify
3. Assault 7. Drowning 11. Fall of object
4. Self inflicted cuts/stabs 8. Hanging 12. Mechanical injury
14. Location of injury: 1. Road 6. Residential area 11. Industry
2. Home 7. Construction site 12. Unknown
3. Workplace 8. Railway 13. Others, specify
4. School/college 9. Playground/play site
5. Public place 10. Agricultural field

15.  Object/Product causing injury:

16.  Activity at time of Injury:

1. Traveling in vehicle 4. Working 7. Playing 10. Others, specify
2. Walking 5. Going/Coming from school 8. Sleeping
3. Standing on road 6. Doing household work 9. Unspecified
17. Intent: 1. Unintentional 2. Suicidal 3. Intentional (assault) 4. Unknown
18.  Alcohol consumption by: 1. Injured 3. Both 5. Unknown
2. Counterpart 4. Not applicable 6. No
19. Place of occurrence: 1. City roads 2. National highway 3. State highway 4. Rural roads
20. Road User category of the injured:
1. Pedestrian 6. Three-wheeler occupant 11. Other 4-wheeler driver (maxi cab, tempo, etc)
2. Pedal cyclist 7. Car driver 12. Other 4-weeler occupant
3. Two-wheeler rider 8. Car occupant 13. Others, specify
4. Two-wheeler pillion 9. Bus / truck driver 14. Unknown

5. Three-wheeler driver 10. Bus / truck occupant

21. Crash Type: 1. Hit & Run 5. Hit a fixed object 9. Fall from moving vehicle
2. Head on collision 6. Run off the road 10. Pedestrian run-over
3. Hit from the back 7. Overturn 11. Others, specify
4. Hit from the side 8. Skid & fall

22. Injured person Hit by:
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23. USE OF HELMET (if Two-wheeler rider/pillion): 1. Yes 2. No 3. Not known
24. USE OF SEAT BELT (if Car driver/occupant): 1. Yes 2. No 3. Not known
25.  FIRST-AID given before reaching this hospital: 1. Yes 2. No 3. Not known
* If Q25 is Yes, WHERE was First Aid given:1. At injury site 4. Medical college
2. Nearby Govt. hospital 5. Private Clinic
3. Nearby Pvt. Hospital / Nursing home 6. Police
7. Others, specify
* If Q25 is Yes, WHO gave the first aid: 1. Health worker 4. Police 7. Others, specify __
2. Doctor 5. Public
3. Nurse 6. Self medication
26. Source of REFERRAL: 1. Directly on their own 3. Govt. Hospital
2. Clinic 4. Pvt. Hospital / Nursing Home
27. NUMBER of hospital/s visited before reaching this hospital:
28. MODE of transportation:
1. Ambulance 4. Autorikshaw (3-wheeler) 7. Others, specify
2. Private vehicle (personal car/taxi) 5. Police vehicle
3. Public transport (bus/truck/train) 6. Walking
29.  STATUS of the injured at the time of entry: 1. Brought dead 2. Unconscious 3. Conscious
30. Type of injury: 1. Mild 2. Moderate 3. Severe
31. PART OF THE BODY injured (tick the appropriate part/s of the body):
Head Face Neck Chest ~ Abdomen  Spine & vert. column  Upper limbs Lower limbs  GroinUpper back
32. * NATURE OF INJURY (tick the appropriate nature of injury):
Abrasion Brain injury Cut or open wound
Laceration Fracture Burns (indicate %)
Contusion Injury to internal organ Blunt injury
Sprain Haematoma Crush injury
33. Treatment: 1. Treated in emergency room & sent home
2. Admitted for medical / surgical care
3. Treated in emergency room & referred to another hospital
34. Outcome (at the end of casualty stay): 1. Improved 2. Not improved 3. Referred to 4. Dead
35. If referred, place of referral:

EXAMINATION / FINDINGS* (all injuries should be documented in total) (OPTIONAL)

TREATMENT GIVEN*

PATIENT IDENTIFICATION*

SIGNATURE

* Optional items
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