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4 Paonly members hrang g e pretue of the patient pros to
the buen can be asignitieant catalyst <||r.<7||:.:,|n;v the tpact
of hody imape on the patient and on the )':l\/(‘?l relationship

h I)i:wur;rs with the patient and family the objective and subjed
(ive impact of the temporary or petmanent loss ol the patient
ability to function.

RESOURCLES

Beme aware and utilizing the full range of community l'C.\‘()lll'&“%‘l\'.lH ("IrlI;"lill
n "‘.mlAil;nling optimal rehabilitation. It lx suggested that lhc‘w‘/m |\‘L-lv nm::: “|||:-
an ongoing “telephone relationship” with at lcagl one C()llld.L: ,pk;i;?"l,-hi|il
\';uin\‘l:; resourees., to keep abreast of services prolv1.(lcd, standarc s.(‘) ( |l: ‘ ly]
and the informal and formal networks of obtaining thgsc :%CK'VILCS. | _::\“T‘”
[owing, is a partial Tist of resources that may be helpful for the particuk
paticnt’s needs: , .

I. Social work department of the hospital. .
> Auxiliary, volunteer department of the hosp}tal.
3 The church/synagogue of which the patient 18 a n'1en?bcr. e
4. 'The employment union, and any fraternal organization that the
paticnt is a member of. . ‘ - .
5. (eneral social service or its equivalent in any given wmmum.ty.
6. Visiting nurse scrvice or its equivalent in any given community.
7. American Red Cross.
8. Long-term home health care program.
9. Social security office. ' ' .
(0. Public assistance office or its equivalent‘m any given community.
(1. Medicaid and Medicare application office.
12. Family counseling agencies.
13, Outpaticnt psychiatric clinics.
(4. Speciality rehabilitation centers. .
15. Nursing homes and chronic care hosplta!s. . .
[6. Burcau of Child Welfare or its equivalent in any given community.
1/ Veteran's Administration and Veteran’s hospitals.

EMOTIONAL CARE OF THE BURNED CHILD

While most important clements of burn care ull‘cz_l(ly outlined umil)llll()‘t‘hc‘
care ol children, the translation of the same issucs Illl(.) psyc.holo'g‘lul ly sLInl
Stive manapenent with children requires spcuu_l L'()ll.\‘l(.k‘l:lll(-)ll..IW() undi
mental noatters sunimarize the main focus for this gim\sulcrzllmn.

| The chald’s copnitive and cmotional illllll:llrlrll‘ﬂ_\/.

v e child s dependeney on famtky and stall

{1 dails descrbed below
Ihene key differences underly monst ol the practe al detatls deseribed
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valuation of the Clnld

Phe cluld - dependency adds accructal element to the deternmation ol the
contcancany the child™s burn The question of whether the child™s normative
uecd for protection have been met must be considered.
O adission, the lollowing [ive items are necessary for an initial evalu
alion
Lo Precisely howwas the child burned? Consider if the story supgests
eross abuse or neglect. Avoid accusatory interrogation. 1 the
parent becomes defensive simply note this reaction, and postpone
further history-taking until a positive relationship with the parent
can be established.

b

Has the child been chronically impulsive or hard to control?

Consider if this particular child requires more than average su

pervision from otherwise adequate parents who arc more over

whelmed than neglectful. This information will help in anticipating,
ward management of a difficult child.

3. Has the child suffered other significant injuries recently? 11 the
recent past suggests a new pattern of injuries in a child otherwise
not neglected or hard to handle, the burn may represent an ongoing,
life crisis for the child or the family. Such a pattern warrants a
more detailed family evaluation by a mental health professional.

4. Does the physical exam suggest abuse or neglect! Suggestive
signs are: poor hygiene; malnutrition; multiple bruises in unusual
places and of different ages; multiple scars, cuts, or scrapes. The
presence of these signs warrants a skeletal survey, which may
show multiple fractures in various stages of healing and in unusual
sites.

5. What is the child’s highest developmental level achieved? 'This

will screen for developmental delay, and help hospital staff” an-

ticipate what to expect of the child and what must be done for
him.

Evaluation of the Child’s Family

Emotional Conflicts

The initial contact with the parents of a burned child commonly creates
intense and disturbing feelings in the professional performing this task. A
major cause lor this reaction is (he marked contrast between the emotional
responses normally aroused as we confront the parents i the present and in
the past:

I The parents evoke sympathy for the present Saill members 1o

tncly fecl preat pity for the plyrht of parent. who ate Cotrently:
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sutfermy, the tragpedy of theu chidd's myuny
bear this?”

How can s o

The parents evoke condemmnation for the past. Stalt member, poe
as naturally tend to blame the child’s parents tor the mypuy then
cluld has alrcady suffered. “How could they Tet this happen™?”

This difficult emotional work for stafl members can be retieved
appreciably by a full awareness of the contradictory nature of
these normal reactions.

Family Context

During the first contacts the following items require consideration:

What are the parents’ reactions to their child’s injury? The main
points elaborated regarding intervention with the family of bumn
victims (pp. 112-116) apply here as well. In addition, parents
often experience feelings of enormous guilt. They may cxpress
their guilt directly, or may project it onto others as rage at cach
other, the burned child, or the hospital staff. When parents scem
apathetic, the question of abuse or neglect becomes relevant for
later exploration. Whatever the reactions, staff members should
communicate to the parents an understanding that all parents ex-
perience very painful feelings, and an interest in helping the
parents with these feelings.

. How competent are the child’s parents?

a. Do the parents judge the child’s maturity appropriately? Many
abusing parents expect their children to function on a level
much more mature than is possible.

b. What are the usual safety patterns at home? Assess the parents’
judgment, and whether they are chronically overwhelmed and
in need of concrete social service assistance.

. Is the family undergoing important changes? Many children arc

burned at a time of strife, threatened or actual angry separations,
or other family crises. The presence of recent injuries in other
members of the family lends weight to the concept of a family
crisis being enacted through “accidents.” Understanding such a
crisis is relevant to further family treatment as well as to the
meaning of the child’s injury to members of his family.

Docs the injured child have a special role in family dynamics?
Often the burned child has special emotional meaning to one or
both parents, as a “parent,” “lover,” ele. Further specialized eval-
uation is warranted i treating such a family and in understanding
the responses ol members ol the family to the child’s medical
e
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Are there siblops?

a0 Siblmps often sulfer overwhelmmg cotional sesponses Lo
major injury of o brother or swster, Parents may need help m
readizing the impact ol the patients mjury on hos sibling:,
especially i the parents themselves are projecting, thew own
puilt onto their other children. Al child and adolescent aped
siblings should be assessed i possible.

b. I neglect or abuse scems likely, referral to local chirld o
tective services is more urgent if other children remam: at
home.

Referral to Child Protective Services

Guideclines for making a referral to child protective services when neglect
or abuse are considered:

1.

6.

Most “abused” children return to their parents. Stafl require a
strong alliance with the parents in assisting them in improving
their home.

Legally, any possibility of neglect or abuse musf be reported
Hospital personnel are neither judge nor jury.

Determine within the first few days if there is a basis for referral
Delay on the decision to make a referral tends to clevate the need
for “evidence” and distort the hospital’s role as “screening™ agent.
Inform the parents promptly before the referral has been miade,
but after a firm decision to refer has been finalized. Refenal
should never be considered tentative or as a threat, but vather as
a step toward treatment.

. Explain to the parents that the referral is legally required, that ot

purpose is to investigate in what ways parents may necd help
parenting, and that most children remain at home after the m
vestigation. The parents, especially if they experience feelings of
guilt, may worry that hospital staft are punitively aking away
their child.

Paperwork involved in the referral should be quickly expedited.
Dclays in referring cause delays in evaluation, which may increase
the parents” anxictics. The investigating agency will usually e
quire a statement of facts rather than speculations.

Immediate Treatment of the Child

The Mental Health Continuity P'erson

A o necdles” person s even more vital tor the chidd than tor

the adult b patient (p TOR) Thes person™s mam function e (o
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provide contact for the child, uncontammated by pamtal proce ¢ of Lwnnly, “contuunty person, ™ lavornte ””"‘"Af"i‘bh Our e
dures or case management authority. 'The person’s role s more pentie Cleverage” wath children s much preater \“Vll.ll interpersonal
unportant than his or her training, and this task need not be ¢ (han with pharmacological mterventions. Ouly in the unusual
reserved exclusively for highly trained mental health profession circumstances where these interpersonal meases are UNSUCCCSS
als. ¢ ful  or unavailable  should medication be given. -

Muake carly contacts frequent, regular, and limited to the span of » . Psychoactive medication should be nnlcni(l for brici I’*_‘““"" of
the child’s attention. To a child, the concrete presence of a person ¢ time to allow staft 1o plan more adequate llll“"I’C"S_‘""lI micrven

communicates interest far better than words. tions. “Standing doses™ should be ordered only ultcr.scvcml ol

Focus first on the child’s subjective experience of his environ- ¢ forts to replace short term doses with interpersonal regimens have
ment. Since the child’s thinking differs from that of the adult, failed. .

we cannot assume that hospital procedures will have the same ¢ 3. Use lcast potent and toxic drugs [irst. ‘(‘hungc cnn.pll-nc:_nlly “f lh_c
meaning to the child as they would to an adult. Children’s ex- ¢ next level when required. The goal of treatment 1s retief of api

periences are more concrete, and by joining them in “collaborative tation or anxiety:

description” of the hospital, we speak more on their level than ¢ a. First level: antihistamines . o
by explaining. The strange new “here and now” will be uppermost Example: Hydroxyzine HCI 25 mg 1.m. or p.o. ¢ 6 hr for
on the child’s mind and is the first opening to empathetic dialogue. 'Y school age children (2 mg/kg/day).

. Early contacts should avoid aggressive questioning or interpre- b. Sccond level: antianxiety drugs . o
tation. The child’s initial reactions may include clear regression ¢ Example: Chlordiazepoxide HCI'S mg p.o. ort.v. q Ohe 12
to behaviors long since outgrown under usual circumstances. Gen- hr for school-age child (0.5 mg/kg/day). Intramuscular doses
erally these should be accepted as temporarily necessary for the ¢ are not well absorbed.
child. ¢. Third level: antipsychotic drugs
Describe in advance unpleasant hospital procedures, such as blood € Example: Chlorpromazine or thioridazine 25 mg p.o. ot 10
tests, injections, intravenous infusions, skin grafts, debridement, . mg i.m. or i.v. g 6 he=12 hr (2 mg/kg/day). U sed as general
and other treatments. Generally the opportunity for ventilation ‘“ sedative more often in children than adults.
will be more important than the explanation offered, especially
in children under 8 or 9 years old. Children often regard painful ¢ Immediate Treatment of Child’s Family
cxperiences as punishments and may require repeated reassurance ¢ The veneral principles of work with familics of burned patients are outlined
that their medical treatments are unrelated to their guilty feelings. I'he genera prmlﬁp lB s of the child's specific dependency on his
Such feelings of guilt are often first uncovered in reactions to ¢ ”I‘“_)‘VO‘ v(pp- 1’12_1' f) . nit:(;nkrequirc special consideration.
painful treatments, but mandate further exploration, as some chil- parcnts, two areas of €0
dren may regard their initial burn injury in the same light. Be s Parental Activity
especially aware that some very compliant, passive children may ) o o
be overly cooperative because they bear their treatments as a e Enlisting parents’ active involvement in their chll(l 8 lrcutnurn-l .1cllF|.nh:l0
penance. them their active role in parenting, a role that brings a sensc ()v|‘|illllllli.llllv

; : 19 and comfort to the strange surroundings of a burn treatment unit. This actividy
Physical Environment can play a major rolc in relicving their sense of guilt,

For children of any age, especially preschool children, provide some loved i€ [ Include the parents (and siblings where :l|)|)l'()])_l'i:l|t‘)v:lx collabo
objects from home in the child’s room. Sterilize them if necessary. The strange rators in the burned child’s treatment by planning with 'I"‘““"
hospital milicu will be more familiar to the child if his stuffed animals, dolls, ¢ . a. Which objects from home will hest comfort the chid?
posters, ete.are visible to him. Staff and visitors should be encouraged (o b. How often do they feel the child witlneed their visits and Jo
notice these objects and use them to engage ina more personal relationship. € how long?

o What are the child’s favorite hobbiesmterests, anel oy that
Medication iy

. N
ctalf can use (o enhanee they conmumeation with the child

! ! ! ! : . vorn treatment plan
I 1 the cluld becomes apatated carly m hns treadment, every attempt VO parcats g clear cxplination ol propion, |

o the Luned ol g on e
should be made to support ind reassure the childd thiouph presence e ot pated complications The Il e vy
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puents lor important information and may become anxious when

has parents cannot respond to his questions.
Lo Eneoutage the parenis 1o interact with the child during chgayge
ments with the mental health continuity person. Parents can lend
therr pood will and confidence (o this person’s work, make sug-
pestions regarding special ways to communicate effectively with
their child, and leamn techniques they can pursue with their child
on their own.

Parental Responses

The child’s emotional response to his injury will be very strongly influenced
by the emotional state of his parents. Express clearly to the parents that their
own cmotional well-being under such stress plays a crucial role in their child’s
recovery.

I. Responses to the burn

a. Help the parents gauge their visits on the basis of their own
feelings as well as their child’s needs. They may initially need
to limit their visits if they find these visits too upsetting,
especially when the child is not aware of their presence.
Parents often need “permission” to stay away temporarily as
they cope with their child’s injury, or to desist from a “vigil”
of constant presence that wears them out.

b. Encourage parents to consider obtaining support for them-
selves from their own family or friends. Parents may isolate
themselves out of guilt or shame.

2. Responses to each other
Anticipate the possible discord between parents that the stress
of a burned child sometimes precipitates or exacerbates, and com-
municate this to them. Ask their Judgment of when and if such
a change is occurring and offer the assistance of the mental health
staff should the parents desire this help.

Secondary Management of the Child

The Child’s Activity

Development is an active process. Children learn and grow by doing,
cspecially physical activities., During burn treatment bodily motion is often
severely restricted. A major challenge in the treatment of children with burns
t5 (the restoration to the child of a sense of activity and thereby of develop-
mental progress. In adolescence, where activity and independence assume a
central emotional importance, maintaining this sense of activity is especially
vital.

£ T N
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The burn treatment regimen -
Vincoutapge the child™s active participation m his own manape
ment:

a. He can change his own dressings, or at lcast tell how he wu'nls
them changed. Example: “How many saline soaks? How fast
should we pull?” .

b. He can take part in decisions regarding precise dosgs of an-
algesics. The use of current school 1earning, such as arithmetic
of doses or spelling of drug names may interest and engage
the older child. Example: “How many 5 mg Demerol doses
in a 15 mg shot?” . ‘

¢. He can take a role in enhancing his subjective experience ?f
relief from a given dose of analgesia. In this way children’s
greater suggestibility may be channeled toward mastery. Ex-
ample: “See just how much relief you can make yourself get
out of this dose.” .

d. He can make use of anticipatory guidance regarding future
pain, bad dreams about the accident, procedures. , etc. to en-
gage in reporting and actively judging these experiences. Chﬂ-
dren feel less overwhelmed and alone when they participate
in a task which involves reporting about themselves. Exgmple:
“When you had the bad dreams about getting hurt, was it just
as scary as I told you it might be, or even worse, or not so
bad?”

e. He can make use of specific preparation, thrqugh play e}nd
discussions, to actively master thoughts and feelings regardlpg
all procedures, especially those that may cause fear or pam,.’
Example: “Now you show me how to give tl.ns doll a sh‘o‘t.
A clear and detailed presentation of this crucial aspect of the
care of hospitalized children is described by Petrillo and San-
ger (1972).

2. Interpersonal contacts

Maintain a schedule of at least twice daily, brief chats by
various staff members with the child. The subject may be conc.rcl’c
descriptions of meals, dressing changes, etc. Hrl.cgumgc the Chlldh.\i
cxpression of interpersonal judgments, Sl‘lch as il someone seenice
mean or nice, rushed or calm. These inforimal ch:llsi m.;unt;un _llu-
child’s main preserved mode of activity, that of social mla“,r‘:u'l‘mn
and judgment. Children will engage in (his much more i stim

ulated.

- Usual developmental tasks

Lincourape forward development where feasible i areas un
refated to the child™s bum. This should include school work with
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mdvidualized mstructon, and an activity proprangivolving hob
bics, arts and cralts, ¢te. The “premorbid status quo™ for cluldien
15 one o motion. Children require and aceept further devel
aping, s part of normal life activity.

Emaotional Milien
Primary care nurse
Assign a primary care nurse on at least one shift who will
continue to care for the child throughout his hospitalization. Chil-
dren require continuous close contact with a particular individual
to establish a nonverbal reciprocal relationship similar to that with
the mother.
Mental health continuity person
Maintain a regular schedule of visits with this person. Older
children will be able to hold their feelings for these visits once
it is clear that they can depend on them with regularity.
Identity
Encourage frequent visits by volunteers for reading or talking,
stressing use of the child’s own name repeatedly. For a child,
much more than for an adult, identity while in a strange place is
maintained by regular specifically personal activities and by being
referred to as a specific, unique person, i.e., by name.
Intimate experiences
Special plans are needed for those childhood experiences that
normally involve intimate connection with parents. Children need
to experience warm and intimate closeness while attending to
vital functions of the body. Planning to foster “regression” and
dependency at these times can allow the child more independence
and collaboration during other parts of his hospital regimen. Par-
ents arce a vital resource for their child’s very special habits and
preferences.
a. Feeding should be planned to include games, special names
for utensils and foods, special treats.
b. Bathing should include specific toys, rituals, or stories fa-
miliar from home.
¢. Play should be planned and encouraged. If the child is 1
mobilized, an adult should regularly cngage in some play
sequences for the child.
Visitors
Lincourage visits from peers as soon as feasible for and desived
by the child, The hospital may be the ideal “Taboratory™ to (et
with the child his newly chianped experiences imomteracting with
his peers Vistors who e childeen may benelit from prepacaiion

o

FAOTTONATL ( ARE O THE BURNT oy [

with then myped playimate I'lan (o

ourh play o talk to cope
e (o by pecrs noon

ahue the child’s reactions to his eexposine
after the mtial visits,

O Dctormity .
V 7 : etle { - adult,
4. The child judpes the world mote concretely than ,“H 1«

B - to assume that current deformity or dis

and 18 more prone : : "
Discussion of healing, and re habul

ability will never change. ! l !
A i ) rean
itation should start carly. Use every opportunity of mct

i ‘i al 2 process s slowl
function or healing to teach the child that a process s slowly

evolving.

b. Make clear to the child that
burns, especially facial burns, : b dilfieutt, 157
stafT members want to share his reactions with Imn? ‘m(‘ I.(
he is to take the fead in asking for mirrors ol lnnli\n_);v‘ al n...

exploration of his burns.

sooner or later he will see s
that this may be difficult, that

reflection on glass panes for extensive ! u
A matter-of-fact approach will dispel the lru_uwnl L‘SC}ILI[I;)I‘I‘
of staff anxictics in guessing whether the child bas seen his
injurics yet. _
w;:;ll:;cysucccss of major grafts, the child may cxpvm-ncv\ ”.
dramatic sense of well-being., and come o expect gmnllﬂl«lu~
recovery, without scarring. This tendency (o denial '\Ilm‘“ .(| -l“l
confronted, albeit gradually and gently, to protect the chirk
(rom severe disappointment in the future.

. o e Ao
Secondary Management of the Child’s Family

I} ; may enc T g more
Phere e four major 1ssues stafl members may encounter during

protonped work with the families of burncd children.

Mourning

1 X 1 “Or . T NIY h(.
nEy CXpericnee a period of mourning for the normal child they

iy injured child. They

oot they have lost betore they can accept their “new e s
teonpotantly appear (o withdraw interest from their child.Sta n ‘
i temptations (0 condemn paents” TlLck

ey
: woreact and res
Pl et this reaction o
i : : SRS el

i o push the parents (o more involvement than they can e |

RN TIIE L e : ! an -
altate ability o (ally aceept their mjured child depe s uy

The pragont
e e bt e of (this mourning. process.

‘l‘lli”
1 N L0y (IR [} oy sy " 'S O A1 (3} 1 [T 1 lllll(‘ b
: il ftiny me b dev | | «{1 1"y |l('||ll)‘.\ | 7‘I| I Vi I
[ i »

NIk - ekl o )I(l(t‘tllll("-
e Phooo ey X them Il.llll( lll;ll'v senstive or ot sistant |
LERY] \ 3

T ay ol : - very vulnerable
et e the o Tk additional pam Uhey may also hecome very

B . e TR ill'
foar pornce ot A athtudes Trom st e mbers o repeatinm
BT A
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behavior from then chuld. They may cspectally try to hide then pasley foobing:
from st members, ecquating, the sGAUs knowledse of then cudiv fod e
with the st s gudgment ob them as puilty. Staft members should oponty
state that prany parents mesuch a sitaation experienee feclings of pudt which
ae oflten casier (o bear when openly expressed. Open aceeptance of the
pudty feelings tacitly removes the parents” fear of the staf17s condemnation

Youny children may experience any harm that befalls them as the fauls of
thew all powerful parents. The child may accuse, attack, or donunate i
parents as expressions ol his rage at them, and this may agpravate the un
reahstic aspects of the parents” feelings of guilt. Such behaviors are e
managed e joint sessions with the child and his parents, after the parents are
prepared (o understand their child’s reaction.

Crisis

In cases where a recent change in the parents’ social or emotional lives
mvolved a crisis that led to the burn injury, the parents may purposely drop
then still unresolved personal crisis to focus their attention exclusively on the
trcatment of their burned child. The practical approach is to encourage res
olution of the crisis without necessarily openly connecting the crisis to (he
burn. Stalf members should encourage parents to proceed in tackling then
own hile preoccupations once their child is out of danger. For example, a
couple who had been contemplating separating at the time of their child’s
bum should be encouraged to work toward resolution of their relationship,
rather than to use their child’s injury as a reason to avoid this difficult task.
1t 2 burn is allowed to produce a stalemated pseudo-resolution, the burned
child and his residual disabilities may assume a special role in his parents’
avoulance of further resolution.

Medical Milieu

The once foreign world of the hospital now plays a large part in the lives
ol the burned child’s family. They may start to feel like “insiders” and should
be treated as such. The parents” subjective reactions to this new experience
should be clicited. They should be provided with concrete and honest expla-
nations for schedules, regimens, and changes such as nursing or housestall
welations Parents better aceept their child’s treatment when they feel included
i understanding its rationale. This includes stafling shortages, financial, and
other practical considerations. Realistic explanation will diminish parents’
Swmcalistic demands.”

Fmotional Scars

Once the herorwe saving, ol Tile and luniting, of deformity have been accom
pleshed o Idetime of adaptation confront the burned cluld and his fanly

Some relevant considerations follow

)
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Theorencal Consederations

Do lopmental pasapes

he b somatal adaptation speakes ondy for his abihity to cope
with g cpecdie developmental period. The horned clald vemame,
vulnerable to specibie dilbicattes relited (o his burm mypury i ater
perod Adolescence s with it mereased sell eeflection, sensitiy
w0y (o pecrsrd preoceapation with the body may be cspecially
dittieult cven where the child has adapted well ap (o that pomt
Famidy role

The maladoptive responses of the burned child may come (o
~orve spedal functions e the fannly s manapement ol other con
thatn These functons may iterfere with optimal adaptation Lo
the cluld. The Tauly may scem overly aceepting of the child’s
belowvior, or Lty members may complaim bitterly but secm
wnable to nake any steps towards change.

For example o hushand and wife had bickered for years over
the husband™s social withdvawal, After thew dauphter’s burn, the
gl beciune very sell conscrous and shy . Father now stayed home
o her o preat deal, and both he and his wile excused s
continnng. soctal withdrawal as an altrwstic sacrifice for s
dauphier: Thus (he daughter’s “response (o her injury™ led to o
temporary sotution ol anothey contlict. The parents may seem too
complacent with thew dauphter’s withdrawal. This may be asipn
ol then reluctance to reactivade the old conflict between them
"rl'l\'rh
Fanuly mteractions

Lpecially on retim home, the child s faced with the loss ol
the dlusion of s parents as all protecting, and with the fears
about his paoents” aceeptance of e Children may react withi a
proudo maturity ol bemg, “suddenly grown up,” a testing of pa
et through appresston and exaggerated dependency, or adter
nations between these two reactions.

Dyepreson

he burned cluld may become chromeally depressed. He may
pocavely comply with treatments bat enpagee only superfictally
e phyacal therapy. Muny ol the sipns ol depresston may be
bluncd on the physical conscequences of the buin: apathy as

weakness ) msommas as Cpan at mpht” academie aone s
mnpancd vieaon, tronble wittimg,” making recopnttion more il
Tl

Practical Consuderarions

Antn pation
Py contact with the chald and e fanaky attordsan appor

tinty o wecnphueze that woonce o Lter many bomed chikhien
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can benetit from specialized mental health care. Succestul ad
aptations should be noted and pratsed as adequate “tor now x
Motivation :

The parents, and, with increasing maturit - chi ; 7 \ ‘ -
he :_mkul to make their own usscssﬁlcnl of ll)llt“ill'hltivt:Illfli‘n:‘nh::::Inz-l L /\ SySlCInS /\Pl)r()uCh 1o (hc Itln()l l()“;ll
r:;ll&n[l:d llhl::;)]/ :ll]]i;till:lvtl);l‘:s\l;cl(}llsl(;h]:;litl I:l(])w l'hc I)lll'l‘l fn_|u1'y ||;l.h‘ ) Mlll]ilgCl“Cl]l ol the Burn Team

: al way ght want to change then ‘

coping, styles. "This is the final application of the path of cncowm
aging activity in burn paticnts and their families. Referral for ’
spécializcd mental health assistance becomes in this way an on-
going matter for the collaborative judgment of the burned child “

Alan Tlashman

and his family and their medical caretakers. THE BURN TEAM IS A SYSTEM
1]
A system is any group of people who interact closely on matters ol emotional
« importance. By calling this group a system, we mean that:
I. The activitics and feelings of any one member necessarily cause reae
‘ tions in the activitics and feelings of all the other members.
2. Any physical or emotional work required of the group will be shared
‘ in some way by all members of the group.
- People whose work together involves patients with burns become a system
h Dhecause:
' I. The care of burned patients necessarily arouses major emotional re
H'N)IISCS.
“ 2 The care of burned patients brings these emotionally aroused people
topether regularly, in close interaction, to coordinate the complex treat
f ment regimen. This is especially true in a Burn Special Care Uil
C System members react 1o cach other and share work. When these proceed
~moothly . the rules of the system are implicit. When the experiences ol
C reactmy and sharing, are faced with rough spots, members of the system can
bt tenepotiate their systent’s rules when these rules are made explicit. Sinee
< ronph spots e unavoidable in the difficult work of caring, for people with
sovere burng, the system’s rules are best kept within casy aceess of exphent
C contideation The parpose of (his section is to hielp make the rules of yous
sedeme esplicn
<
THE, MEMBERS OF THE SYSTEM
¢ Phe —vaeme wall always melode
¢ T e al stadd coemor and o tianimge)
Flocamy etk thead nonse, stalt nueses, and Sudes)
¢ ol chalahitation stadb (phiyaatist, physieal and occupational thecapst)
B b ‘
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