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Burns are a global issue that can result in lifelong multimorbidities and disproportionately affect people in low-resource
settings. Prioritising research of importance to patients and health-care professionals improves evidence-based care. This
prioritisation setting partnership was undertaken in global burn care (focusing on thermal non-electrical burns) by
establishing a James Lind Alliance research priority setting partnership. Over 2 years, two online multilingual surveys
with patients, carers, and clinicians, 16 interviews, and a virtual priority setting workshop were conducted to identify and
prioritise questions for research. Survey responses were received from participants in 88 countries (1617 survey
one respondents; 630 survey two respondents). A short-list of 19 research priorities were ranked at an online workshop
attended by 28 participants (14 health-care professionals, ten burn survivors, and four carers or advocates) from
15 countries to produce the final top ten research priorities. These priorities provide opportunities for researchers,
funders, and clinicians to shape the future of burns research and improve burns care globally.

Introduction

Globally, 11 million people are affected by burn injuries
every year,' resulting in an estimated 180000 deaths and
substantial morbidity.>* Physical disabilities from burn
injuries can be metabolic’ musculoskeletal” or
neurological,* and many are lifelong.” Psychosocial effects
include post-traumatic stress disorder from the injury
itself® or from wundergoing repeated painful
interventions.”  Depression and anxiety occur
frequently,*”™ and scarring can affect many aspects of
psychosocial health."" Burn injury survivors, carers, and
families frequently encounter barriers to social
interactions, reintegration, and normal function.”" Long
hospital admissions, multidisciplinary input (eg, intensive
care), and rehabilitation are frequently needed, which has
a substantial economic burden, and different types of
burns require different approaches (eg, electrical vs
thermal burns).”

Burns disproportionately affect low-income and middle-
income countries (LMICs), with 70% of global burns
occurring in these areas.”” Mortality rates are up to
ten times higher in LMICs than in other settings, and
access to specialist care is often inadequate” In
countries without universal access to health care, the cost
of burns care is frequently beyond the means of patients
and their families*”* and can substantially exceed the
catastrophic health expenditure threshold for patients.**¥
To address these challenges, synthesised research
evidence is required to inform treatment,” to ensure an
evidence-based approach,” and to shape health policy.*
Despite the clinical and psychosocial effects on patients

and health-care costs, there is a paucity of high-quality
research in this field,* which results in an absence of
consensus on the best burn treatments.** This scarcity of
research directly contributes to the wide disparity and
absence of standardisation in care.* Randomised
controlled trials (RCTs) are often single-site and have
methodological limitations.”*** Few RCTs are done in
LMICs.”* Prioritising research areas of most importance
to stakeholders is one way to address these issues of
inequity. Research funding can then be guided to areas of
need selected by global stakeholders, including patients
and clinicians."*

There are various approaches to identifying research
priorities.** The James Lind Alliance (JLA) is a UK-based
non-profit initiative that has developed a robust and
validated method of placing stakeholders at the centre of
research prioritisation.” The UK’s National Institute for
Health and Care Research (NIHR) funds the
infrastructure of the JLA to oversee the process for
priority setting partnerships. This process has been
completed for more than 150 clinical conditions,* and
generates impact in research and care.” The JLA method
provides an equal voice to patients, carers, and health-
care professionals in a standardised consultation
procedure to determine which unanswered questions
and treatment uncertainties are most important to
them.* Such priority setting exercises are usually
conducted within one country.®* In 2010, a research
agenda setting project was done in the Netherlands to
identify the research priorities of burn survivors and
health-care professionals, identifying 15 broad topic
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areas.” However, we could not identify other work in this
area. Given the global effect of burn injuries and the
inequity in access to good quality care, ensuring that
research focuses on the needs of burn survivors and
health-care professionals all over the world is important.
To our knowledge, there has been no multiple country
research prioritisation work done to support global burn
care improvement. The aim of the JLA Priorities in
Global Burns Research priority-setting partnership was
to identify the top ten research priorities in global
thermal burns care that are most important to patients,
carers, and health-care professionals.

Methods

Study overview

The Priorities in Global Burns Research priority-setting
partnership was conducted in accordance with JLA
methods* between September, 2021, and January, 2024.
This method is described in full elsewhere,” and briefly
summarised with explanations of any deviation from the
original protocol. Ethics approval was obtained from the

Establishment of a steering group

30 people including burns clinicians, people with burn injuries, and carers

v

Gathering research uncertainties

Interviews with
stakeholders to explore
research needs*

v

Initial analysis

An international
stakeholder survey to
establish a list of
research needs*

Analyses of international
clinical guidelines
documents for
research priorities

Analysis of survey responses and qualitative data sources
to identify in-scope data

v v

Production of interim priorities

Evidence checking

Thematic analysis of survey
responses and data sources to
produce interim priorities

Umbrella review of systematic
reviews to create an evidence map

v

Cross-referencing of evidence map with interim priorities
to identify a longlist of priorities

v

Interim priority setting to produce a shortlist of priorities

Second online international survey to prioritise the shortlist of priorities*

v

Prioritisation workshop to produce final top ten priorities

People with burn injuries, carers, and health-care professionals participate
to agree the top ten research priorities*

Figure: Overview of James Lind Alliance prioritisation method
*Engagement with international networks and collaboration took place.

University of Bristol Faculty of Health Science Research
Ethics Committee (9944 Feb 1, 2022). The figure provides
an overview of the method.

A steering group comprising 30 members from
12 countries, including five burn survivors and carers,
three patient representatives from support services, and
22 health-care professionals, was established in
September, 2021, to provide expert guidance for the
central research team of five participants, which included
a JLA adviser. The group met monthly and were involved
in all aspects of the project, including determining scope,
method, survey design and distribution, analysis,
write-up, and dissemination. International burns care
networks and survivor support groups were approached
to identify 25 collaborators for data collection.

Burn survivors, carers, and patient representatives
were involved throughout. Members of the steering
group contributed to developing the survey questions,
terminology usage, promotional materials, method for
survey distribution, and analysis of data. In addition to
steering group involvement, the NIHR Applied Research
Collaboration West Patient and Public Involvement and
Engagement (PPIE) Plain Language Panel reviewed
participant-facing documentation and the longlist of
interim priorities, and multilingual members of the
public piloted non-English language documentation and
surveys. In accordance with JLA methods, the final
research priorities workshop included balanced PPIE
representation. Public contributors were reimbursed for
their time according to NIHR guidance.

The steering group defined the precise scope of the
priority-setting partnership.” The focus was on the
prevention and treatment of thermal burns in a global
context, including prehospital, inpatient, and outpatient
care. The scope excluded factors related to health-care
infrastructure and the economics of care provision (if
these did not specifically relate to burns care and
research), small burns not requiring hospital treatment
(eg, injuries less than 0-5% body surface area), and non-
thermal burns, such as chemical or electrical burns.
Chemical and electrical burns were excluded because of
the distinct and different set of injuries and treatment
approaches required.

Survey one

An anonymous online survey was created with the
Research Electronic Data Capture system hosted by the
University of Bristol, accessible through Priorities in
Global Burns Research. The survey asked respondents
questions about their lived experiences of burn treatment,
including the elements of burn care that were most
important to them. Burn survivors and carers were asked
targeted questions. All questions were developed with
steering group members and were piloted by burn
survivors and clinicians to ensure the questions were
comprehensible and captured information relevant and
meaningful to this population (panel). In addition to
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free-text questions, basic demographics were collected,
including age, gender, country, and area of residence (eg,
urban or rural). Burn survivors (and carers) provided
details of their burn injuries and health-care professionals
reported their professional role. The online survey and
all vparticipant documentation were available in
eight languages (English, [Simplified] Chinese, French,
Hindi, Arabic, Spanish, Portuguese, and Bengali).
Translation of the surveys, participant-facing materials,
and all non-English survey responses was done by an
independent professional translation service (Bristol
Transcription and Translation Services).

Email lists of potential respondents were collated by
the research team and steering group. These email lists
included  professional and  survivor networks,
corresponding authors of burns articles published in
leading burns journals in the preceded 5 years (ie, Burns
and Trauma; Burns; Journal of Plastic, Reconstructive, and
Aesthetic Surgery; Journal of Wound Care; and Annals of
Surgery), international burn support services, charities,
international burn associations and societies, and
personal contacts. In addition, participants in a previous
burns core outcome set project” who had given
permission to be contacted for other research work were
invited. Emails were sent to all contacts when the survey
was launched and one round of follow up reminders was
sent. The emails included details of the project and links
to the survey. Emails requested that the invitation to
participate be shared widely. Promotional materials were
developed, including an animation, infographics,
posters, and leaflets, in multiple languages with a QR
code directly linking to the survey website. In addition to
email distribution, the survey was promoted on social
media (Twitter or X, Instagram, Facebook, and LinkedIn),
at international burns conferences, and via survivor
support charities and their networks (The Scar Free
Foundation, The Katie Piper Foundation, Dan’s Fund for
Burns, COANIQUEM, The George Institute for Global
Health, The Pheonix Society, NIHR Global Health
Research Unit On Global Surgery India Hub [GSU,
India], Resurge International, and The Sunshine Social
Welfare Foundation).

International collaborators (GSU, India; COANIQUEM,
Chile) provided service users with the facilities to
complete the online survey. Collaborators in Viet Nam,
Tiirkiye, and Taiwan (Sunshine Social Welfare
Foundation) translated the survey in Vietnamese, Turkish,
and Chinese (Traditional) and collected data. Collaborators
in Malawi and The Gambia collected data on paper copies
of the survey in-person from health-care professionals
and from survivors and carers in rural communities with
little or no internet access.

Interviews and additional data sources

In-depth semi-structured interviews were conducted
online via Zoom with survivors, carers, and health-care
professionals to explore their experiences of burn

Panel: Survey one questions

If you are a patient, a survivor, or carer

+ What challenges or difficulties have you experienced since
your burn?

»  What areas of burn care are most important to you?

+  What were the best and/or worst parts of your experiences
of burn care? What would have made them better?

+  What areas of burn care do you think need improving?

If you are a health-care professional or work in burn care

» What are the most important questions burn care
research could answer at any time after injury?

+  What areas of burn care need improving?

+  What areas of burn care need more evidence to
demonstrate the effect of the treatment?

treatment and where improvements could be made. The
topic guide was developed with the steering group and
was piloted by survivors and health-care professionals
(appendix pp 5-8). Participants were recruited through
existing professional networks, steering group contacts,
and survivor support groups. Interviews continued until
saturation point was reached. Additional data sources
included emails sent from stakeholders directly to the
research team and responses to a service user survey
administered by The Katie Piper Foundation. To address
barriers to survey completion in countries where internet
access is limited by infrastructure and cost, a WhatsApp
version of the survey was available in English upon
request. A document analysis of major international
clinical guidelines in burns care was done to identify
treatments highlighted as requiring more evidence and
further research.

Analyses

All non-English survey data were translated by the
professional translation service, including proofreading
by an independent translator. All data were initially
analysed to determine whether responses were within
scope. Out-of-scope responses (eg, respondents who
reported electrical burns or responses that were not
specific to burn care) were removed from the dataset
with approval from the steering group (appendix
pp 11-15). Each survey response was assigned a unique
identifier detailing respondent characteristics (eg,
survivor, carer, or health-care professional) and all
in-scope survey data were imported into NVivo
(version 13) for analysis.

All in-scope textual survey data were analysed with a
thematic analysis approach.” This approach initially
involved reading, re-reading, and familiarisation with the
data. Complete coding was done, whereby all data were
coded to identify and label patterns of meaning within
survey responses. Themes within the data were
identified, relating to clinical areas of burn care and the
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lived experiences of respondents (eg, pain, burns
dressings, acute treatments, and psychological impact).
Themes were reviewed and refined, and subthemes were
identified. If survey responses related to multiple themes,
the data were coded and assigned to all relevant themes.
Analysis was led by a senior qualitative researcher (HSR)
with supervision and guidance from senior researchers
with expertise in qualitative methods (LR and DEI).
Initial coding was conducted by HSR and was discussed
at multiple steering group meetings. Double coding was
done on a portion of survey data by LR and DEl and
members of the steering group at multiple meetings.

Interviews were transcribed in full. Selective coding of
interviews and additional data was done to focus on data
relevant to the project aims and was coded deductively
according to the themes developed from survey data. If
new codes and themes were identified, these were added
to the existing list of themes in an iterative manner.
Searches identified international clinical guidelines for
the management of burn injuries. These guidelines were
coded to identify treatments highlighted as requiring
further research evidence.

When all data had been assigned to themes and
subthemes, further analysis and interpretation was done
to develop specific summary questions. For example,
responses that described high levels of pain associated
with burn treatments were developed into summary
questions relating to improving pain management and
pain during burn treatments. Similar summary
questions were combined to form broad interim
priorities. Analysis was done by qualitative researchers
(HSR, LR, and DEIl) and steering group members, and
was completed iteratively until all data had been
interrogated and consensus was reached on the longlist
of interim priorities.

Evidence checking

A systematic review was done to identify systematic
reviews and meta-analyses that included RCTs about any
aspect of burn care. The aim was to check whether any of
the interim priority questions had been fully addressed.
Reliability assessments were conducted based on the
rapid assessment previously developed for prioritisation
of research in ophthalmology.”** Only the reviews that
met all five quality criteria were included in the analysis
(ie, defined eligibility criteria for selection of individual
studies, comprehensive literature searches, risk of bias
assessed, appropriate methods for meta-analyses used
[if performed], and concordance observed between
review’s findings and conclusions). The reviews were
classified by intervention type and categorised in
accordance with the themes produced from data analysis.
If an intervention was related to more than one clinical
category, those papers were assigned to multiple
categories. Within each category, the interim priorities
were mapped against the reviews to find out whether the
existing evidence fully answered each interim priority.

An interim priority would be considered answered if a
review reached clear conclusions about the efficacy of an
intervention central to the interim priority, in which case
the priority would be removed from the list. This process
was done by the research team (HSR and JB) and clinical
members of the steering group (JM, JE, KS, RMTS, AL,
and NMa) and led to the formation of a longlist of interim
priority questions. Full methods and results for this
phase will be published elsewhere.

Survey two

A second online survey was created and distributed.
Respondents were asked to select the ten most important
interim priority questions. To reduce bias, the list of
interim priorities was presented in alternating order for
each respondent. Following review of response rates to
the first survey, survey two was available in seven languages
(English, Vietnamese, simplified and traditional Chinese,
Spanish, Portuguese, and French). Translation was done
by an independent company (The Translation People).
Forward and backward translation was conducted to
optimise validity.”® Translations were reviewed by the
research team, steering group members, and independent
native speakers. To determine the shortlist of priority
questions, interim priorities were ranked based on the
frequency with which they were selected. Rankings were
calculated separately for survivors, carers, and HCPs and
based on LMIC status. Rankings between groups were
compared to ensure fair representation in accordance the
JLA method.” Iterative discussion of the rankings by the
steering group reduced the list to 19 interim priorities.

Final workshop

The final workshop was held online over two days. Survey
two respondents expressing an interest and survivors
identified through collaboration networks were invited to
participate based on demographics, such as location age
and gender, to ensure broad representation. Non-English
speakers were advised that interpreters could be provided.
The consensus process followed the JLA method.* JLA
advisers facilitated multiple group discussions about
ranking the priorities. Groups were mixed based on
location and to ensure the views of survivors, carers, and
health-care professionals were considered equally. The
inclusion of participants from LMICs was considered
essential. JLA advisers informed participants at the outset
of the scope and aim of the work and that the aim was to
create a set of priorities that were relevant to countries
across the world. JLA advisers combined the respective
rankings from the groups to determine an overall ranking.
Following another round of small group discussions, final
rankings from all groups were combined and discussed
until consensus was reached on the top ten.

Deviations from protocol
There were four protocol deviations. The scope of the
priority-setting partnership was expanded to include
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health-care infrastructure and economic issues that were
specific to burn care. This deviation followed preliminary
analysis of survey one data, as the steering group
determined that these issues were important to
respondents and could be addressed by research. The
languages for translations changed for pragmatic
reasons. We added translations from countries where we
established collaborations, including Viet Nam and
Taiwan. The length of time the first survey was open was
extended from 3 months to 6 months to optimise
response rates. Planned additional systematic reviews
addressing priority areas identified in the first survey to
supplement the umbrella review were not done, mainly
due to insufficient capacity, and also because the poor
design and conduct of most RCTs in burn research
became apparent.***

Results

Survey one was available online from March 14 to
Sept 3, 2022. International collaborators collected survey
responses in Vietnamese and (traditional) Chinese. A
total of 1833 surveys were submitted, of which 216 (12%)
were excluded. Of 216 excluded responses, 144 (67%) were
excluded because they were blank or partial responses,
58 (27%) were out of scope, and 14 (6%) were duplicate
entries (appendix pp 10-11). In total, complete survey data
were received from 1617 participants from 79 countries.
Of 1617 respondents, 1052 (65%) were health-care
professionals, 357 (22%) were survivors, and 203 (13%)
were carers (five respondents did not report this data). Of
1617 responses, most were received from Viet Nam
(332 [21%)), the UK (175 [119%]), and the USA (131 [8%)).
Survey participant demographics are provided in table 1.

16 online interviews were conducted in English between
June 5 and Sept 15, 2022, with nine (56%) health-care
professionals, four (25%) survivors, and three (19%)
carers from six countries (table 1). The mean interview
length was 63 min (range 49-78). Additional data were
received from direct emails (n=2), a Katie Piper Foundation
service user questionnaire (n=9), and WhatsApp (n=1).
Ten international clinical guidelines in burns care were
analysed (appendix p 9). Analysis produced 17 main
themes and categories (table 2). Further analysis produced
197 initial research priority questions. After combining
and refining the text, a list of 52 interim priority questions
was produced (appendix p 23).

4407 systematic reviews were identified from
seven databases, 2797 of which were retained after
deduplication. 232 reviews were eligible and assessed for
reliability. 83 (36%) of 232 met the reliability criteria and
were included. By examining the population,
intervention, comparison, and outcome, objectives, and
conclusions, 82 were mapped on to at least one interim
priority question. The full paper is under review.
However, no priority questions were fully answered by
the reviews. As such, all 52 priority questions were
included in the second survey.

The second survey was available online between Oct 11
and Dec 31, 2023. A total of 658 surveys were submitted,
of which 28 (4%) were excluded as being out of scope.
Complete survey data was received from 630 participants
from 67 countries. 458 (73%) of 630 participants were
health-care professionals, 123 (20%) of 630 were
survivors, and 47 (7%) of 630 were carers (two respondents
did not report this data). In terms of LMIC status,
396 (63%) of 630 respondents were from high-income
countries (HICs), with 89 (14%) from upper-middle-
income countries, and 90 (14%) fromlower-middle-income
countries. 49 (8%) of 630 respondents were from low-
income countries (LICs; table 1).

In total for both surveys we received responses from
88 countries (appendix p 30). Rankings between
respondent groups (survivors, carers, health-care
professionals, and LMIC status) were compared
separately to ensure equal weighting and to reduce
content overlap between items. There was broad
agreement in rankings between groups, although
questions relating to stigma, cost-effective interventions,
and long-term treatments were prioritised differently by
health-care professionals and by respondents from HICs
compared with LMICs and LICs, with preference given
to short-term treatments and stigma by LICs. At this
stage, two highly ranked summary questions with similar
content were combined. The top 20 priority questions
were ranked according to respondent type (eg, health-
care professionals) and according to LMIC status
(appendix p 17). In total, 19 priority questions were taken
to the final workshop.

An online Zoom workshop was held over two days
(Jan 16-17, 2024). This workshop was attended
by 28 participants (14 health-care professionals,
ten survivors, three carers, and one patient advocate)
from 15 countries, including six LMICs (Tanzania,
Ghana, Malawi, Nigeria, Bangladesh, and India). Of
14 health-care professionals, seven (50%) were surgeons,
two (14%) were nurses, two (14%) were occupational
therapists, one (7%) was a psychologist, one (7%) was a
physiotherapist, and one (7%) was a paediatrician. All
participants were fluent in English, so interpreters were
not required. JLA advisers facilitated discussions within
four predetermined groups to ensure a mix of survivors,
carers, and health-care professionals from different
countries. Groups discussed priorities until there was
agreement on the ranking of all 19 questions. The
rankings of each group were combined to produce a
shared ranked list that was then discussed in detail by all
attendees together until consensus was reached on the
top ten research priorities in global burn care (table 3).

The top research priority was the need for better
evidence for effective acute burn treatments. Such
research might be to address uncertainties about
resuscitation protocols, timing of and techniques in
surgery or medication wuse, and intensive care
management. Ways to improve burn symptoms (especially
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Survey one (n=1617) Interviews (n=16) Survey two (n=630) Final workshop (n=28)
Respondent type
Health-care professional 1052 (65%) 9 (56%) 458 (73%) 14 (50%)
Surgeon 351 (33%) 3(33%) 160 (35%) 7 (50%)
Nurse 294 (28%) 3(33%) 103 (22%) 2 (14%)
Physiotherapist 98 (9%) 1(11%) 58 (13%) 1(7%)
Occupational therapist 61 (6%) 1(11%) 33 (7%) 2 (14%)
Anaesthetist or intensive care doctor 61 (6%) 0 29 (6%) 0
Emergency department doctor 38 (4%) 0 10 (2%) 0
Psychologist or counsellor 30 (3%) 0 17 (4%) 1(7%)
Social worker 13 (1%) 0 3 (1%) 0
Dietitian 7 (1%) 0 3(1%) 0
Paediatrician 0 0 0 1(7%)
Other 100 (10%) 0 41 (9%) 0
Prefer not to say or not stated 6 (1%) 0 1(<1%) 0
Survivor 357 (22%) 4 (25%) 123 (20%) 10 (36%)
Carer 203 (13%) 3(19%) 47 (7%) 3(11%)
Burn 1-15% of TBSA 141 (25%)* NR 26 (15%)t NR
Burn 16-30% of TBSA 190 (34%)* NR 48 (28%)t NR
Burn >30% of TBSA 203 (36%)* NR 92 (54%)t NR
Burn TBSA not stated 26 (5%)* NR 4 (2%)T NR
Patient advocate 0 0 0 1(4%)
Not stated 5 (<1%) 0 2 (<1%) 0
Gender
Female 952 (59%) 11 (69%) 375 (60%) 16 (57%)
Male 650 (40%) 5 (31%) 247 (39%) 12 (43%)
Prefer not to say or not stated 15 (1%) 0 8 (1%) 0
Age, years NR 47 (22-62) NR 50 (36-73)
<18 88 (5%) NR 0 NR
19-39 624 (39%) NR 193 (31%) NR
40-59 697 (43%) NR 315 (50%) NR
60-79 188 (12%) NR 113 (18%) NR
>80 9 (1%) NR 2 (<1%) NR
Prefer not to say or not stated 14 (1%) NR 0 NR
Country of residence (five most frequent)
Viet Nam 332 (21%) . 29 (5%) NR
UK 175 (11%) 8 (50%) 139 (22%) NR
USA 131 (8%) 1(6%) 51(8%) NR
Chile 97 (6%) 40 (6%) NR
Taiwan 97 (6%) . . NR
Australia 3(19%) 44 (7%) NR
India . 2 (13%) . NR
Guatemala 1(6%) . NR
Ghana 1(6%) . NR
LMIC status
High income NR NR 396 (63%) NR
Upper-middle income NR NR 89 (14%) NR
Lower-middle income NR NR 90 (14%) NR
Low income NR NR 49 (8%) NR
Data are n (%) or mean (range). LMIC=low-income or middle-income country. NR=not recorded. TBSA=total body surface area. *“N=570; survivors and carers. tN=170;
survivors and carers.
Table 1: Participant demographics
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Details

Responses including
the theme (n=1617)

Improving wound management

Improving psychosocial outcomes

Improving burns rehabilitation

Improving scarring

Wound dressings, management of wounds (before scar formation); infection diagnosis,
treatment, and prevention; debridement and cleaning of burn wounds

Psychological impact of the injury, trauma, and post-traumatic stress disorder, scarring,
long-term impact; social impact of scars, impact on family and social factors (eg, work
and education), psychological interventions, social, cultural attitudes, and stigma

Rehabilitation including physiotherapy and occupational therapy, nutrition, and acute
and long-term rehabilitation

Management of scars including compression garments, minimisation of scaring, laser
and silicone treatments, skin sensitivity, hypertrophic scars, contractures, itching, and

1363 (84%)

1012 (63%)

972 (60%)

938 (58%)

temperature regulation

Improving burns resuscitation and early
management
mortality

Improving surgical intervention in burns

care skin grafts and skin substitutes

Health-care professional and patient and
carer interactions and communications

Reducing pain

Managing long-term and chronic issues
related to burns

Optimising access to burns treatment

Improving health-care professionals” and

patients’ education about burns care education
Burns care resources

Developing new treatments and
standardising care

Burns prevention

Optimising the timing of burn care
mobilisation for rehabilitation

Inhalation injury

Clinicians’ wellbeing

Dataare n (%).

Resuscitation protocols and formulas for fluid resuscitation; calculations for burns surface
area; first aid and pre-hospital treatment; medication (not related to analgesia); patient

All aspects of surgery and surgical interventions, including excision and reconstruction;
Clinical interactions and communication between HCPs and patients and carers

Pain management, the impact of pain, analgesia, and chronic pain

Long-term issues, including chronic conditions, impact on mobility and activities, or
specific body areas; growing and ageing with scars

Access to specialist burns services; equity of access to burns care

Clinician and patient education regarding burns care, including public and community

Clinical resources and facilities for burns treatments

New treatments and technologies; standardisation of burns care

Prevention of burn injuries, including within specific populations

Timings and sequence of surgery for wound management and skin grafts; timings of

Inhalation injury diagnosis and treatment

Impact of burns care on clinicians’ wellbeing (eg, vicarious trauma)

778 (48%)

521 (32%)

500 (31%)

464.(29%)
418 (26%)

395 (24%)
273 (17%)

191 (12%)
120 (7%)

116 (7%)
87 (5%)

75 (5%)
29 (2%)

Table 2: Main themes and their details identified from survey responses, ordered by frequency

pain) and psychological impact of burns (including the
stigma associated with scarring) were prioritised. Creation
of evidence about wound dressings was prioritised. Three
of the top ten priorities identified that more cost-effective
data are needed, which is important to consider in low-
resource settings. One prioritised item focused on
research to identify better ways to educate staff involved in
the care of patients with burns. The detailed list of all
priorities considered at the workshop is available in the
appendix (p 27), showing rankings by LMIC status.

Discussion

This globally representative JLA priority-setting
partnership has identified the top ten research priorities
in burn care of most importance to survivors, carers,
and clinicians around the world. Knowledge gaps have
been identified, and future research investment can be
targeted at priorities aimed to improve patient
experiences and outcomes that are considered most
important. This exercise has used robust and
standardised methods. It analysed the views and
opinions of a diverse range of stakeholders from

88 countries and examined the literature systematically,
determining that the existing evidence-base did not
fully answer any of the questions identified. This
priority-setting  partnership has the greatest
international engagement and reach of all such JLA
partnerships to date. Priorities focus on acute care,
psychosocial outcomes, wound and scar management,
and research topics around improving care in low-
resource settings; all priorities are areas that need
high-quality research to improve global burns care for
the future.

In this work, few discrepancies were found between
the ranking of priorities between patients, carers, and
health-care professionals, which contrasts with other
priority-setting partnerships.”*® We did, however, find
that there were differences in priority rankings based on
LMIC status. Stigma (final JLA priority five) was
considered very important by all respondents in LICs,
who ranked it sixth, whereas it was ranked 36th overall.
Cost-effective treatments (priority nine) were rated in the
top ten of participants from LMICs and LICs. Conversely,
long-term treatments (priority ten) were ranked very low
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Respondent type LMIC status (all respondent types)  Final James
Lind Alliance
ranking
Carer  Survivor Health-care  Low Lower  Upper High
(n=47) (n=123) professional  (n=49) middle middle (n=396)
(n=458) (n=90) (n=89)
What are the best acute treatments in early burns management 8 8 2 23 8 21* 24 1
for improving patient outcomes, and for reducing and treating
complications?
What are the best ways to identify, measure, and treat the 4 1 16 10 37 21* 6 2
psychological impact of burn injuries and treatments for survivors
and carers?
What are the best ways to prevent, assess, and treat burn scars 118 28 5 21 13 6 8 3
and their complications (eg, contractures)?
What are the best ways to understand and reduce pain and 1 3 3 6* 3 8 1 4
anxiety from burn injuries and treatments, including during burn
dressing changes, to improve care and support for survivors and
carers?
How can the stigma of burns scarring be better understood and 13* 11 45 6* 25 26 30 5
reduced in different cultural, ethnic, and social settings?
What are the best ways to improve the education and training of 13* 17* 17 3 27 5 16 6
health-care professionals, and all those involved in burns care, to
improve treatments and outcomes?
What are the best and most cost-effective burn wound dressings 3 5 1 1 1 1 5 7
and treatments to improve patient experiences, wound healing,
and outcomes, and reduce complications?
What are the best ways to provide effective burn treatment and 13* 17* 12 14 4 7 18 8
support survivors and carers in resource-limited settings?
What are the most cost-effective burn treatments that improve 27 33 21 2 10 26 42 9
patient outcomes (eg, in low-resource settings where financial
cost is a barrier to treatment)?
After initial treatment and rehabilitation, what are the best long- 11* 17* 22 30 40 18 12 10
term treatments or types of support for improved outcomes and
quality of life in survivors and carers?
LMIC=low-income and middle-income country. *Items had equal rankings within respondent type.
Table 3: Survey two order of rankings between respondent type and LMIC status of final top ten priorities and their final James Lind Alliance ranking

by LMIC and LIC participants, but relatively high by all
survivors and carers. This discrepancy could reflect the
different patterns of outcomes in burn care in LMICs,**
as hospitals in LMICs are often ill-equipped to adequately
treat burns, commonly resulting in substantial
hypertrophic scarring and functional limitations.® The
differences are also reflected in qualitative responses to
survey one. Survivors in the UK describe frustration at
the scarcity of access to laser treatments for scar
reduction, whereas those in Malawi report inadequate
bedding and minimal pain relief in hospital during acute
treatment. Future work is planned to explore these issues
in more depth. In addition to the top ten, the top 20
priorities according to LMIC status (appendix pp 27-30)
should be considered an important resource for
researchers and clinicians wishing to improve burn
treatments and outcomes in global regions where the
needs of patients outweigh the provision of adequate
care.

A previous research-agenda-setting project involving
burn survivors and health-care professionals was done in
the Netherlands in 2010. Of the 15 identified research

priorities,” seven overlap with the ten priorities identified
in this priority-setting partnership. These overlaps are
around scarring, psychosocial function, and wound
healing. Given the international scope of our exercise, we
expected that priorities would be different to those of a
single country. Similarly, a 2023 systematic review of
research prioritisation in stroke care found differences
between the priorities from national and international
projects.” Acute treatments in early burns management
were ranked as the most important research priority in
our study. Fluid resuscitation management is a key part
of acute burns treatment, and is an important area in
which research is needed to guide evidence-based
practice.”” Provision of evidence-based acute burns care
for patients who reside in low-resource settings,” where
mortality rates are high,** is crucial. Psychosocial factors
feature in three of the top ten priorities (priorities two,
four, and five), highlighting the significance of these
issues to stakeholders. Future research should work
towards addressing these priorities, specifically low-cost
approaches to psychosocial interventions that can be
widely implemented.®
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The main strength of this priority-setting partnership is
the breadth of its international engagement and
multisource data collection. To our knowledge, it is the
most international such JLA exercise to date, and can,
therefore, provide valuable lessons for future prioritisation
work in other fields. Establishing an international
steering group with LMIC representation is an important
component. LMICs were represented by four steering
group members and our international collaborators
worked in eight LMICs. Engagement with collaborators
was key to successful data collection, and ensuring their
work is recognised in authorship is equally important.

This work was carefully conducted to optimise
response rates, which were good in the first survey and
moderate in the second round. However, there were
some limitations. The use of online data collection
methods presented a barrier for people in some parts of
the world,* and data collection was limited by accessibility
to translations. Data collection might also have had
restricted reach within some ethnic groups, which we
were unable to monitor as ethnicity was not collected.
Most survey respondents were from HICs and upper-
middle income countries, with few responses from
countries where burns are most prevalent. Although the
surveys were available in ten languages, it was not
feasible to collect data in all relevant languages because
of translation costs. The same limitation applied to the
interviews: most were from HICs and upper-middle-
income countries, which meant that the wider discourse
from other perspectives was not obtained. The final
workshop possibly could have been biased because of its
delivery online and in the English language. Although
interpreter services were offered to participants, these
were not used. Members of the research team only spoke
English, which might have discouraged non-English
speakers from applying to attend the workshop. Future
priority-setting partnerships that aim to provide
international prioritisation could consider conducting
consensus workshops in the native language of key
stakeholders and instead provide interpreters for the
facilitators.

It is also important to acknowledge our position as a
UK-based research team collecting data from participants
in low-resource settings, many of which are still subject
to the historical and current implications of colonialism,
poverty, injustice, and inequity in access to health care.®
There are many potential biases we have brought to this
project, including our choice to categorise countries
according to LMIC status,” which is a problematic and
crude measure.” We plan to specifically address these
issues in a separate publication.

Other authors have reflected on JLA methods and
made some similar recommendations.® They underlined
the importance of planning ahead for implementing the
top ten priorities, which generally means having a good
knowledge of the funding landscape to target funders
appropriately. For an international priority-setting

partnership, the plans needed to take the top ten forwards
will vary between countries, and we did not address these
issues within this project.

Outside of research, priority-setting partnerships also
have the potential to affect clinical practice by influencing
clinicians, health-care commissioners, and policy
makers.” Themes in this top ten include scarring
(priorities three and five), pain (priority four), wound
management (priority seven), psychosocial impacts
(priority two), and acute care (priority one). Pain,
psychological wellbeing, scarring, and wound healing are
important outcomes for patients and health-care
professionals,®” and psychosocial aspects of recovery are
central to health-related quality of life following burn
injuries.”” There is overlap between these research
priority areas and the outcome domains identified as
being the most important to patients in a 2024 study”
and a systematic review of qualitative burns research.”

Conclusion

Burns are a global health issue disproportionately
affecting people in low-resource settings. We have
produced the top ten research priorities for global burn
care using the robust and inclusive JLA method,
representing the views of survivors, carers, and health-
care professionals from 88 countries. In addition to the
top ten priorities, this study has highlighted 19 priorities
ranked as most important by stakeholders and a long list
of 52 priorities developed from the lived experiences of
survivors, carers, and health-care professionals, all of
which represent opportunities for researchers, funders,
and clinicians to address important issues in global burn
treatment. Previous JLA priority-setting partnerships
have directed future research in clinical conditions™”
and we anticipate that these priorities could have a
similar effect on research, practice, and policy, with the
potential to improve burn care worldwide.
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