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Background
Over the past century, advances in the care of the 
burned patient have been unprecedented. Mortality 
has decreased significantly owing to our improved 
understanding of the pathophysiological response 
to injury and progress in intensive care, nutrition, 
surgical techniques and infection control. 
Subsequently, there has been a paradigm shift from 
ensuring survival to improving survivorship: that is 
aiming for an improved quality of life post injury.

Identifying the issues and concerns that matter 
most to our patients is a difficult process. Changes 
in healthcare funding have made interactions with 
patients more time-pressured, with less time avail-
able for interactions. In the age of target-driven 
protocolised pathways, taking an exhaustive his-
tory can be difficult. From a patient’s perspective, 
arranging childcare or leave from work, finding a 
parking space and then the clinic itself is particu-
larly stressful. Subsequently, they may forget to 
raise their concerns. For some, the conventional 
interaction of the outpatient appointment is daunt-
ing and patients may feel that they are challenging 
their care.1 Furthermore, it is often difficult to 
identify patients that ‘suffer in silence’ and some 
items, such as sexual relationships, may be poten-
tially embarrassing or difficult for both the patient 
and healthcare professional to discuss.

Subsequently, patients may have concerns that 
are either not recognised or not addressed. This 
occurs despite a wealth of knowledge on the ben-
efits of a patient-centred approach. An open, com-
municative relationship helps patients understand 
their health condition, improving satisfaction, 

improving health outcomes and reducing patient 
stress.2,3 In summary, a healthcare professional that 
provides more patient-centred care inspires greater 
confidence with patients and improved willingness 
of patients to accept recommendations.3,4

As burn professionals, we continue to pride 
ourselves that we are better than our other surgi-
cal colleagues at providing holistic care. An infor-
mal focus group hosted by The Katie Piper 
Foundation exploring the concerns of burns 
patients has highlighted the disparity between 
issues considered important by health profes-
sionals managing care and patients receiving 
care. This has questioned our belief as to whether 
the patient is indeed at the centre of burn care.

The issue of unmet needs is not a problem 
unique to burn care; a large trial of cancer 
patients identified multiple short comings in 
communication and the assessment of patients’ 
needs.5 Subsequently, the concept of Holistic 
Needs Assessment (HNA) has become an inte-
gral aspect of current cancer care.6 The National 
Cancer Survivorship Initiative defines holistic 
needs assessment (HNA) as ‘a process of gather-
ing information from the patient and/or carer to 
inform discussion and develop a deeper under-
standing of what the person understands and 
needs’ and is concerned with the whole person 
by incorporating their physical, emotional, spir-
itual, social, and environmental well-being’.7

The Patient Concerns Inventory (PCI) was 
born out of some of the shortcomings arising from 
conventional interactions between healthcare 
professionals and patients.8 A PCI allows patients 
to select from a prompt list of carefully chosen 
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potential issues that they may wish to raise during 
their consultation. It also allows patients to express 
a preference for input from specified members of 

the multidisciplinary team. Upon return of the 
completed PCI checklist, the healthcare profes-
sional is able to focus quickly on the issues 
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Figure 1. Head and neck cancer PCI.8

Figure 1. (Continued)
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prioritised by the patient at that time. The PCI 
provides an opportunity to: encourage patients to 
talk about what they want to talk about in their 
clinic encounter; to use a tool that affords that 
‘permission’; to de-medicalise the interaction and 
make it patient-focused; and to make the ‘teacha-
ble moment’ more empowering and holistic.

The PCI is now well established in head and 
neck cancer care (Figure 1) and was included in 
the 2014 national audit as an indicator of quality 
of care.9 It has demonstrated validity in identify-
ing patients’ concerns without extending the con-
sultation duration, resulting in greater patient 
satisfaction. Following its success, the PCI has 
been developed in rheumatology,10 neuro-oncol-
ogy11 and breast cancer12 with similar results. The 
PCI approach has also shown tangible benefits 
within the financial constraints of healthcare 
through increased time efficiency, better focus 
and better deployment of support services.

The progress and successes of PCI in other 
specialties has laid the foundations for PCI-
Burns. As we move forwards with developing a 
burns patient concerns inventory, we welcome 
input from and collaboration with everyone in 
the burn care community to facilitate tailored 
and collaborative care sensitive to the needs of 
patients living with the consequences of burns.
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