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A B S T R A C T

Introduction: Trauma registries are central to the implementation of effective trauma systems. However,

differences between trauma registry datasets make comparisons between trauma systems difficult. In

2005, the collaborative Australian and New Zealand National Trauma Registry Consortium began a

process to develop a bi-national minimum dataset (BMDS) for use in Australasian trauma registries. This

study aims to describe the steps taken in the development and preliminary evaluation of the BMDS.

Methods: A working party comprising sixteen representatives from across Australasia identified and

discussed the collectability and utility of potential BMDS fields. This included evaluating existing

national and international trauma registry datasets, as well as reviewing all quality indicators and audit

filters in use in Australasian trauma centres. After the working party activities concluded, this process

was continued by a number of interested individuals, with broader feedback sought from the

Australasian trauma community on a number of occasions. Once the BMDS had reached a suitable stage

of development, an email survey was conducted across Australasian trauma centres to assess whether

BMDS fields met an ideal minimum standard of field collectability. The BMDS was also compared with

three prominent international datasets to assess the extent of dataset overlap. Following this, the BMDS

was encapsulated in a data dictionary, which was introduced in late 2010.

Results: The finalised BMDS contained 67 data fields. Forty-seven of these fields met a previously

published criterion of 80% collectability across respondent trauma institutions; the majority of the

remaining fields either could be collected without any change in resources, or could be calculated from

other data fields in the BMDS. However, comparability with international registry datasets was poor.

Only nine BMDS fields had corresponding, directly comparable fields in all the national and

international-level registry datasets evaluated.

Conclusion: A draft BMDS has been developed for use in trauma registries across Australia and New

Zealand. The email survey provided strong indications of the utility of the fields contained in the BMDS.

The BMDS has been adopted as the dataset to be used by an ongoing Australian Trauma Quality

Improvement Program.
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Introduction

The implementation of inclusive regional trauma systems has
been shown to significantly reduce mortality and morbidity
associated with severe injury.1 Continued improvements are
possible in an established system if adequately audited and
monitored.1,2 Trauma registries are central to such monitoring
processes, as they can be used to link outcomes with processes in
complex systems, and inform changes in injury prevention,
management and funding.3,4

Significant differences in outcome following severe trauma
have been reported between high-income countries, depending on
the models of care used.5 In order for continued improvements to
be made across different jurisdictions, it is therefore essential that
the relative performance of trauma systems can be compared.6

However, such comparisons cannot be made between registries
with differing inclusion and exclusion criteria, data completeness,
and dataset fields or field definitions. Few studies worldwide have
evaluated the effects of these factors, although substantial
differences have been observed between registries.7–10 Additional
influences may include the collectability of fields within a registry
dataset, or the resulting completeness of registry patient data
captured using these fields.10

In 2003, the collaborative Australian and New Zealand
National Trauma Registry Consortium (NTRC) was formed.
Primarily funded by the Centre of National Research on
Disability and Rehabilitation Medicine in Queensland, Australia,
the NTRC also received support from the Royal Australasian
College of Surgeons (RACS), the Australasian Trauma Society
(ATS), and (from 2005) the New South Wales Institute of Trauma
and Injury Management. The overall aims and early achieve-
ments of the NTRC are summarised elsewhere.3 As part of its
activities, the NTRC established a working party tasked with the
development of a bi-national minimum dataset (BMDS) for
Australia and New Zealand in late 2005. The primary aim of the
BMDS was to serve as the core dataset for any future bi-national
or national trauma registry (B/NTR). However, it was also hoped
that a BMDS would enable standardisation of trauma monitoring
across Australasia, and enable benchmarking of trauma system
performance.3

The aim of this study was to describe the steps undertaken,
initially by the working party of the NTRC and later by interested
individuals, which led to the development of a draft BMDS. This
included brief assessment of the local collection feasibility, and
international comparability of the fields which were chosen for the
BMDS.

Methods and development process

Selection of working party experts

The working party comprised a total of sixteen representatives
from each state and territory of Australia (excepting Tasmania),
including all four established statewide registries. Three of the
largest trauma centres in New Zealand were also represented.
Most working party members had clinical trauma experience.
However, representatives were principally chosen for their
additional experience with trauma registries, including data
abstraction, entry and analysis. This gave the working party the
ability to determine not only which fields would be desirable and
clinically useful for the BMDS, but also which were feasibly
obtainable by any hospital which might contribute to a B/NTR –
including those hospitals with few staffing resources, lack of
electronic records, or no trauma data collection previously in
place. The following terms of reference were established for the
working party:
1. To advise on the data points (fields) for collection at a (bi-
)national level;

2. To delineate data definitions to form a data dictionary;
3. To participate in discussion and problem solving for situations

including legislative and ethical dilemmas, confidentiality,
access to data, and benchmarking;

4. To assist in locating a suitable national database; and
5. To assist in defining and resolving problems specific to a

(bi-)national minimum dataset.

The first task prioritised by the working party was the
determination of BMDS fields.

Initial identification of BMDS fields

Fields for possible inclusion in the BMDS were obtained from a
wide range of sources. The working party first evaluated the
feasibility of the fields in several trauma registry datasets, both
current and proposed. These included the datasets of the national
registries of Canada,11 the United States,12 the United Kingdom13

and Germany,14 as it was believed that where possible a degree of
commonality should exist between the BMDS and other national-
level datasets. The working party also reviewed the datasets that had
been developed during previous attempts in the 1990s to develop an
Australian or Australasian minimum dataset,15,16 and considered
the existing fields which were collected by the trauma registries
with which they were involved. Finally, the working party collected
and evaluated all known quality indicators and audit filters in use in
Australasian trauma centres; the fields necessary to generate
or assess these filters and indicators were derived and discussed.
The rationale behind this last process was to anticipate some of
the clinical or research questions which might be asked of a
B/NTR. A total of 98 fields were initially considered for inclusion in
the BMDS.

The fields which were eventually selected for the BMDS by the
working party were derived via an ongoing consensus method,
following the broad principles given below:

1. Is the field ‘useful’, or likely to be useful (whether at a clinical or
research level)?

2. Is the field ‘easy’ to collect, both in terms of effort of data
collection for benefit of having the field, and in terms of the
field’s consistency and accuracy in documentation?

3. Is the field relevant to a significant proportion of the population?
4. Is the field available a significant proportion of the time – i.e.,

amongst those to whom the field applies, can it be obtained
often enough?

Initially, feedback was provided by each party member based
on the Canadian, American and German national datasets. This
feedback comprised free-text assessments of the feasibility and
clinical value of collecting each of the fields in each dataset.
Following this, a summary document was produced which served
as the basis for future discussions. Although the majority of the
working party activities were conducted via email, two tele-
conferences were also held to further discuss and agree upon fields
for inclusion and exclusion. As other data sources were introduced,
the value and feasibility of any new potential fields which were
identified were also discussed.

This process also received broader input from the wider trauma
community. Members of the steering and advisory committees of
the NTRC provided email feedback, and early drafts of the BMDS
were presented to an annual meeting of the ATS, and a national
workshop on registries and trauma datasets hosted by the NTRC.
By early 2007 a revised draft of the BMDS had been developed,
comprising 58 data fields.
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Re-commencement of progress from 2009

From 2007, NTRC funding from its supporting agencies
gradually ceased. As a result, the BMDS was not further developed
or discussed for nearly two years. However, two documents
published in late 2008 created a renewed interest in a B/NTR and a
corresponding BMDS. The first of these was the publication of the
revised Utstein template for the uniform reporting of trauma data
across Europe,17 which stimulated interest in an Australasian
equivalent. The second document contained the recommended
standards for Australian Clinical Quality Registries (ACQR),18 as set
by the new Australian Commission on Safety and Quality in Health
Care.19 Such standards for national clinical registries held the
potential to improve national engagement in ongoing develop-
ment of the BMDS, and attract ongoing funding. In this context, the
BMDS was reviewed at the 2009 ATS annual meeting, followed by
email and teleconference discussion by various NTRC and RACS
committees and sub-committees.

BMDS Australasian feasibility survey in 2009

In mid-2009, a brief email survey was developed to provide a
preliminary assessment of the practical collectability of draft
BMDS fields. The list of data fields was emailed to all 123 members
of the Australasian Trauma Network List (ATN), a regularly
updated and complete directory of personnel involved with
trauma data collection at hospital or state registry level in
Australia and New Zealand. The members of the list represented
57 separate institutions. The email asked members to answer a
simple, two part question for each data field – whether their
registry currently collected it; and if not, whether the field could be
collected without any change to their current resourcing.

Due to the number of respondents, simple descriptive analysis
of the survey results was performed. An important component of
this exercise was to identify which fields met an ideal minimum
standard of field collectability. Despite literature review, no
comparable measure could be found; as a result, the standard
evaluated was whether each field could be obtained by 80% or
more of participating registries.10

Generation and presentation of BMDS dictionary

As a result of the steps taken in 2009, by early 2010 the BMDS
contained 67 data fields divided into seven phases of acute patient
care. At this point, a data dictionary of the BMDS fields was created
Fig. 1. Timeline showing the developmen
by one author (CSP). The reasons for developing such a document
were twofold. Firstly, it was believed that such a detailed,
standardised document would provide a more solid footing from
which to attract funding for the development of a B/NTR. Also, a
dictionary would enable BMDS fields to be established as the
minimum standard dataset for use by Australasian trauma
registries. It was anticipated that this would be particularly
useful if new registries were commencing data collection, or if
existing registries were conducting periodic reviews of their
datasets.

As well as providing definitions and format guidelines for the
BMDS fields, the BMDS dictionary provided the first steps at
linking the BMDS fields with the Australian National Health Data
Dictionary, as contained in the Australian online metadata
registry (METeOR).20 Registration of dataset fields within a
repository such as METeOR was seen as a key feature of an
ACQR.18 A second key component of the data dictionary was an
assessment of the compatibility of BMDS fields with other
national and international trauma datasets, specifically those of
Europe21 (the British and German datasets previously evaluated
having been superseded by a combined European dataset), the
United States22 and Canada.23 Individual data fields were
regarded as being comparable if the fields and definitions were
believed to provide direct comparability of data, and partly
comparable if they measured the same variable but with different
conditions of collection (such as time or conditions of collection,
or the level of precision collected).

The first version of the BMDS data dictionary was introduced at
the combined meeting of the ATS and the National Trauma
Research Institute (NTRI) held in Melbourne in November 2010. At
the same meeting, an announcement of a two-year program of
funding, provided jointly by the NTRI and the National Critical Care
and Trauma Response Centre in Darwin, was made. The goals of
this program are to implement an Australian Trauma Quality
Improvement Program (AusTQIP), and to develop an Australian
Trauma Registry (ATR) using the BMDS (since re-named the Bi-
National Trauma Minimum Dataset) as its dataset.

Results

The entire development process for the BMDS is illustrated in
Fig. 1. The figure also shows the range of inputs which occurred at
different stages in this process, and how the size of the draft BMDS
changed as a result of these inputs. The fields contained in the
BMDS as finalised and introduced in late 2010 are listed in Table 1.
t of BMDS between 2005 and 2010.



Table 1
Current BMDS data fields, grouped by phases of patient care. Also shown are the fields which met the desired 80% threshold10 for completeness across Australasian registries

(bracketed terms could meet the threshold with existing resources), and international comparability (whether complete or partial) with prominent international datasets.

Dataset field names

(*, essential data items)

Australasian feasibility

(�80% collectible)

International comparability of BMDS

Europe – Utstein

template21

United States – National

Trauma

Data Standard22

Canada –

Comprehensive

Dataset23

Identification

* Institution Yes – – Comparable

* Trauma number Yes – – Comparable

* Incident number Yes – – Comparable

Demographics

Date of birth Yes – Comparable –

* Age Yes Comparable Partially comparable Partially comparable

* Sex Yes Comparable Comparable Comparable

Pre-injury comorbidities No Comparable Comparable –

Injury event data

* Date and time of injury Yes – Comparable Partially comparable

* Injury cause Yes Comparable Comparable Comparable

Dominant injury type Yes Comparable Comparable Partially comparable

Postcode of injury Yes – Comparable Comparable

Injury intent Yes Comparable Comparable –

Place of injury occurrence Yes – Comparable Comparable

Activity engaged in when injured (Yes) – Partially comparable Partially comparable

Injury event description Yes – – –

Safety devices used Yes – Comparable Comparable

Pre definitive care hospital management

* Mode of transport from scene Yes Partially comparable Partially comparable Comparable

Time of ambulance arrival at patient Yes – Partially comparable –

* Transfer from other hospital? Yes Comparable Comparable Comparable

* Referring hospital Yes – – –

Date and time of arrival at referring hospital Yes – – –

Date and time of departure from referring hospital (Yes) – Comparable –

Mode of Transport from referring hospital to definitive

care hospital

Yes Comparable Comparable –

Pre-hospital blood transfusion? No – – –

Pre-hospital CPR? Yes – – –

Pre-hospital cardiac arrest? (Yes) Comparable – –

First pulse Yes – Partially comparable –

First systolic BP Yes Partially comparable Partially comparable –

First spontaneous respiratory rate Yes Partially comparable Partially comparable –

First temperature No – – –

First GCS eye (Yes) – Partially comparable –

First GCS voice (Yes) – Partially comparable –

First GCS motor (Yes) Partially comparable Partially comparable –

First total GCS Yes Partially comparable Partially comparable –

Definitive care hospital management – ED

* Date and time of arrival at definitive care hospital Yes – Comparable Partially comparable

* Pulse on arrival Yes – Comparable –

* Systolic BP on arrival Yes Comparable Comparable Comparable

* Respiratory rate on arrival Yes Comparable Comparable Comparable

Temperature on arrival Yes – Comparable –

GCS eye on arrival Yes – Comparable Comparable

GCS voice on arrival Yes – Comparable Comparable

GCS motor on arrival Yes Comparable Comparable Comparable

Total GCS on arrival Yes Comparable Comparable Comparable

CPR on arrival? Yes – – –

Blood transfusion on arrival? (Yes) – – –

* Patient intubated? Yes Partially comparable – Partially comparable

Date and time patient intubated (Yes) – – –

Respiratory qualifier on arrival No – Comparable Partially comparable

Blood alcohol concentration on arrival No – Partially comparable Comparable

First measured arterial base excess No Comparable – –

First measured INR No Comparable – –

* ED discharge date and time Yes – Comparable –

Disposition after ED Yes – Comparable –

Other definitive care hospital management

Diagnosis made >24 h after arrival? (Yes) – – –

Date and time CT performed (Yes) Partially comparable – –

CT type (Yes) – – –

Operative procedures in OR Yes Partially comparable Comparable Comparable

Operation date and time Yes Partially comparable Comparable –

Number of days on ventilator No Comparable Partially comparable Partially comparable
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Table 1 (Continued )

Dataset field names

(*, essential data items)

Australasian feasibility

(�80% collectible)

International comparability of BMDS

Europe – Utstein

template21

United States – National

Trauma

Data Standard22

Canada –

Comprehensive

Dataset23

Outcome

Abbreviated Injury Scale27 injury codes Yes Comparable Comparable Comparable

* Date and time of discharge from definitive care Yes – Comparable Partially comparable

* Discharge destination from acute care Yes Comparable Comparable Comparable

* Injury Severity Score28 Yes – Comparable Comparable

* New Injury Severity Score26 No – – –

* Length of stay Yes Partially comparable Partially comparable Partially comparable

* Length of ICU stay Yes – Partially comparable –

Severe complications? Yes – Partially comparable Comparable
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Because of the length, complexity and multi-staged process of the
BMDS’ development, only the 67 fields which remain in the current
version of the BMDS are shown. Table 1 also contains both the
abbreviated results of the 2009 survey, and indications of the
comparability of BMDS fields with international datasets as
developed for the BMDS data dictionary. A table of other fields
which were identified and considered, but ultimately rejected
during the BMDS development process, is available online.24

At different stages of the BMDS’ development, there were a
number of attempts to delineate between ‘essential’ and non-
essential (termed ‘desirable’) fields. The goal of this division was
not to create fields which were regarded as ‘optional’ by
contributors to a B/NTR, as the whole BMDS (by definition) aimed
to set minimum standards for trauma data collection. Instead,
there was a desire to distinguish the fewest data points which
could uniquely identify a given patient and trauma event within a
system, and provide some level of description of each patient’s
injury severity and clinical course. A distinction between essential
and desirable fields has also been made in a number of other
national datasets.22,25 Of the 67 BMDS fields, 24 were regarded as
essential; these are also shown in Table 1.

Results of ATN survey

Email responses to the survey of the Australasian Trauma
Network list were received from 21 separate institutions. The
responses were evenly distributed across Australasia, with six
being received from New South Wales, three each from Queens-
land, Victoria and New Zealand, two each from South Australia and
Western Australia and one each from the Northern Territory and
Australian Capital Territory.

Forty-seven of the 67 BMDS fields – more than 70% of the BMDS
– met the set criterion of 80% collectability amongst Australasian
registries (Table 1). This equated to collectability by 17 of the 21
respondents. An additional 11 fields were not collected by the
responding registries at that time, but respondents identified that
the fields could be collected without any increase in funding or
Table 2
International comparability of BMDS fields, grouped by phases of patient care.

BMDS phase of patient care Number of fields Number of fie

in internatio

Europe21

Identification 3 0 (0) 

Demographics 4 3 (75) 

Injury event data 9 3 (33) 

Pre definitive care hospital management 18 3 (17) 

Definitive care hospital management – ED 19 6 (32) 

Other definitive care hospital management 6 1 (17) 

Outcome 8 2 (25) 

Total 67 17 (25) 
staffing. This brought the total number of BMDS fields with high
collectability to 58 of 67 fields. Nine fields could not be collected by
80% of responding registries; collectability of these fields ranged
from 52% to 76%. However, this included fields such as the New
Injury Severity Score (NISS),26 which could be calculated from
existing Abbreviated Injury Scale27 data. At the time the survey
was performed, nine respondents’ registries were coding Abbrevi-
ated Injury Scale data using the older 1998 version of the scale, and
the remainder were using current (2005 or 2008) editions of the
scale.

Of the 24 data fields deemed essential, only the NISS failed to
meet the criterion of 80% collectability; 20 of these 24 fields had
100% of responding registries currently collecting or able to collect
the field.

Comparability of BMDS with international datasets

Overall comparability of international datasets was poor (Table
2). The European Utstein template21 had the poorest comparability
with the BMDS, with 18 comparable and 10 partially comparable
fields; the American National Trauma Data Standard (NTDS)22 had
the best comparability, with 31 comparable and 16 partially
comparable fields. However, comparability varied across the seven
BMDS phases of patient care. The majority of fields in each BMDS
phase had some correspondence with the American NTDS, with the
exception of patient identification; by contrast, this was the only
phase of care which had good comparability with the Canadian
national dataset.23

Only nine of the 67 BMDS fields had corresponding, directly
comparable fields in all three international registry datasets
evaluated; seven of these nine fields were amongst the 24
‘essential’ data fields. If the Injury Severity Score (ISS)28 and
NISS26 (which could both be calculated from Abbreviated Injury
Scale held by all datasets) were also counted, this would increase to
eleven of 67 BMDS fields. Only 21 of the 24 essential data fields had
a directly comparable or calculable field in at least one
international registry.
lds with complete comparability

nal datasets (%)

Number of fields with any comparability

in international datasets (%)

United States22 Canada23 Europe United States Canada

0 (0) 3 (100) 0 (0) 0 (0) 3 (100)

3 (75) 1 (25) 3 (75) 4 (100) 2 (50)

7 (78) 4 (44) 3 (33) 8 (89) 7 (78)

3 (17) 2 (11) 8 (44) 12 (67) 2 (11)

12 (63) 7 (37) 7 (37) 13 (68) 10 (53)

2 (33) 1 (17) 4 (67) 3 (50) 2 (33)

4 (50) 4 (50) 3 (38) 7 (88) 6 (75)

31 (46) 22 (33) 28 (42) 47 (70) 32 (48)
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Discussion

The BMDS has been developed following extensive consultation
with the full range of relevant expertise over a substantial period of
time. The iterative process of achieving consensus among the
experts is a particular strength of the BDMS development. Initial
examination of the BDMS indicates that its data fields are likely to
be useful, easy to collect, relevant to a significant proportion of the
population, and available from existing Australasian databases a
significant proportion of the time. The BMDS comprises a set of
fields believed to be necessary and sufficient to support a B/NTR,
and this is demonstrated in the current ongoing process of
implementing the Australian Trauma Registry with the BMDS as its
dataset.

A number of fields within the BMDS may be derived from other
fields in the dataset. For example, age at time of injury can be
computed where date of birth and injury are recorded. Data fields
collected could be further reduced where data may be computed
from other data in the database. Greater efficiency will be achieved
over time with successful, widespread implementation of the
BMDS.

Because the process of developing a dataset and registry
can take several years (as in the case of the BMDS) it can be
difficult to predict the questions which will be asked of that
dataset once it is operational. For example, questions may
relate to outcomes or to comparisons with other datasets. As a
result, there may be a temptation to capture as much information
about each patient as possible. However, if data fields are
incomplete, poorly defined (and hence inconsistently applied), or
irrelevant to a majority of patients then they will not be useful,
and the presence of substantial ‘gaps’ in a registry dataset may
tarnish the overall perception of the worth of that registry.
During the development of the BMDS, there were a number of
occasions where the desire to obtain as much data as possible,
and the need to restrict the dataset to fields which would be
practical worked as opposing forces within the development
process. A successful dataset should be able to strike a balance
between these forces. It is believed that for the Australasian
region, the BMDS meets these criteria. The majority of BMDS
fields appear to be highly collectable, and there are a small
number of highly desirable, but potentially less collectable fields
which may be more closely evaluated as patient data is captured
using the BMDS.

Comparisons made with international datasets demonstrated
that considerable international collaboration is required in order to
achieve standardised trauma data capture worldwide. Although
fields in the three international datasets that did not relate to any
BMDS fields were not reviewed, brief review indicated that there
was no greater comparability between these international datasets
than between any of these datasets and the BMDS. However, as
only one of these international datasets has been validated in
practice,10 there is little evidence to suggest that one dataset is
inherently ‘better’ at assessing trauma populations than another.
Also, as the levels of comparability differed across the phases of
patient care used in the BMDS, it is possible that the specific
purposes of each of these datasets (and the registries which use
them) are subtly different. This would have contributed to the
observed differences in emphasis across the phases of patient care,
to the extent that even fields which are regarded as ‘essential’ by
the Australasian trauma community are not always regarded as
necessary around the world. It should be noted, though, that many
other national-level registry datasets are in use or being developed
in addition to those compared in this study. If these datasets are
larger (as is the case for the British13 and German14 datasets
previously described) then a greater overlap with the BMDS fields
may be expected.
Threats and opportunities for the use of the BMDS

Even with the development of the BMDS, there are a host of
ancillary factors which may affect the establishment of any local,
national or international registry using its fields. Issues of
governance, ethics, privacy and legality are factors which must
continuously be taken into account in the formation of an
Australian Trauma Registry. Despite considerable goodwill to-
wards the establishment of trauma systems in New Zealand,29 any
national registries will for the time being need to be developed
separately even if the same BMDS is used due to the presence of
these issues.

The development of the specifications for ACQR worked to
incentivise the creation of the BMDS dictionary. Bodies such as the
Australasian Commission on Safety and Quality in Health Care,
which has been established to promote and advise on initiatives
such as ACQRs offer opportunities for funding providing standards
such as dataset submission to METeOR are met. Although a great
deal of work is required to lodge a dataset on METeOR, this should
be regarded as a priority by the Australian trauma community in
particular.

Through the long process of the BMDS’ development, two key
threats have emerged. The first may be summarised as a lack of
momentum on the part of the potential contributors. There has
been considerable clinical interest in the development and
standardisation of trauma datasets across Australasia for twenty
years,15,30 but despite this goodwill and intent it is only since 2010
that sufficient funding has been obtained to progress beyond the
second of the original five terms of reference established for the
BMDS working party in 2005. Ongoing funding poses a second
potential threat to the future development and maintenance of any
B/NTR, and hence widespread acceptance of the BMDS. This is
demonstrated by the lack of development of a BMDS in the 1990s
despite a number of attempts, and is perhaps exemplified by the 2-
year hiatus in BMDS development after NTRC funding ceased.

Limitations of the BMDS

The BMDS working party contained a broad, experienced group
of hospital and hospital system representatives from across
Australia and New Zealand. However, the involvement of other
parties such as coronial and emergency services sources should be
considered in order to ensure completeness of data collection
within a B/NTR, depending on which research or system
monitoring questions are being asked. For example, as some
patients die prior to reaching hospital, a substantial proportion of
fatal trauma would be missed by a B/NTR only collecting hospital
data. Although some Australian state registries are already linked
to non-hospital data sources, this is not consistently done across
Australasia. It is likely that, at least in the short-to-medium term,
any Australasian B/NTRs will be primarily focused on monitoring
hospital-based variations in the quality of trauma care and
resultant outcomes in seriously injured patients.

The BMDS currently assesses in-hospital and discharge
destination outcomes in hospitalised patients. Based on the
data collection activities of many potential contributors to a B/
NTR, it is likely that a B/NTR would restrict this assessment
further to patients meeting ‘major trauma’31 criteria (using
some definition of this term). There are problems with only
focusing on major trauma, as a substantial proportion of the
total population injury burden will be missed.32,33 This may
have ramifications for the appropriateness of decisions related
to funding for trauma care.33 Also, there remains some doubt as
to the utility of outcomes data collected at the end of acute care
in predicting long-term functional outcomes.6,10,34 The use of
outcome measures other than death, and the potential for
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patient follow-up would require significant funding across
Australasia, although these costs are not insuperable.35 Al-
though such issues do not directly affect the utility of the BMDS,
over time they have the capacity to influence how the dataset
evolves, or how dataset fields are defined.

Although the development of the BMDS involved the review of
quality indicators and audit filters in use within Australasian
hospitals at the time, it should be noted that very few of these are
validated.36 Even where validated indicators exist, the utility of
such tools may change over time.37 Also, some filters which may be
useful at a hospital, local or state level may not be appropriate
across trauma systems (i.e., at national or international level).
Further work is required in the development of quality indicators
which remain relevant across disparate models of trauma care, and
can be assessed using available data. The desire to assess trauma
care using such indicators is likely to feed back into the ongoing
process of maintaining a relevant BMDS over time.

Conclusions

A draft BMDS has been developed for use in trauma registries
across Australia and New Zealand. This has been encapsulated in a
data dictionary, the initial draft of which is available online.24

Although the dataset is yet to be prospectively validated at patient
level, a preliminary survey has provided strong indications of the
utility of the fields contained in the BMDS. The data-related
expertise of the working party provided considerable strength to
the process of developing the BMDS. This has been recognised in
the composition of a new working group which was instituted
under AusTQIP. The new working group will have an important
role in further refining the BMDS as information about its ongoing
use at both local and bi-national level becomes available.

Jointly funded by the National Trauma Research Institute in
Melbourne, and the National Critical Care and Trauma Response
Centre in Darwin, the AusTQIP program has been preliminarily
funded for two years. During this time, it is hoped that national-
level data collection will be established in our region.
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