EMOTIONAL CARE O THE BURNED LD

can llwnclll lrom spectalized mental health care. Successlul ad-
aptattons should be noted and praised as adequate “for now.”

. Motivation

The parents, and, with increasing maturity, the child should
be ;.lskcd to make their own assessment of their lives fr(’)m time
l(>. ~l|mc. They should be asked to Jjudge how the burn injury has
:lllc_clcd them and in what ways they might want to change their
coping styles. This is the final application of the path of encour-
aging flctivity in burn patients and their families, Referral for
sp§cxahzed mental health assistance becomes in this way an on-
going matter for the collaborative Judgment of the burned child
and his family and their medicaj caretakers.
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A Systems Approach to the Emotional
Management of the Burn Team

Alan Flashman

THE BURN TEAM IS A SYSTEM

A system is any group of people who interact closely on matters of emotional
importance. By calling this group a system, we mean that:
1. The activities and feelings of any one member necessarily cause reac-
tions in the activities 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
because:
I. The care of burned patients necessarily arouses major emotional re-
sponses.
2. The care of burned patients brings these emotionally aroused people
together regularly, in close interaction, to coordinate the complex treat-
ment regimen. This is especially true in a Burn Special Care Unit.

System members react to each other and share work. When these proceed
smoothly, the rules of the system are implicit. When the experiences of
reacting and sharing are faced with rough spots, members of the system can
best renegotiate their system’s rules when these rules are made explicit. Since
rough spots are unavoidable in the difficult work of caring for people with
severe burns, the system’s rules are best kept within easy access of explicit
consideration. The purpose of this section is to help make the rules of your

system explicit.

THE MEMBERS OF THE SYSTEM

The system will always include:

. Surgical stalf (senior and in-training)

2. Nursing staff (head nurse, staff nurses, and aides)

1 Rehabilitation staff (physiatrist, physical and occupational therapists)
. Burn clinician '

Y Social worker

G Paychitrist
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One hour per week should be reserved for all members of the system or
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system nay also mclude:
Respiatory therapist
Ancsthesiologisi

Medical consultants
Housckeeping, staff
Drictary stalfl

MEMBERS OF THE SYSTEM HAVE TO MEET

at least members of cach group involved—to meet together. This encourages
system members to bring up important issues directly at the appointed time
and place.
A regafar meeting of any three members of the system constitutes a system
meeting. Therefore:
[ If representatives of three disciplines agree to a meeting, the meeting
should be held even though members of other disciplines do not attend.

Such small, regular meetings can often be the nucleus for occasional

larger meetings at times of crisis.

1. Some system meetings take place informally without an explicit des-
ipnation as a system meeting. They may be called “social service rounds,”
“disposition rounds,” “Tuesday night poker,” or what have you.

1 More formal tcaching rounds rarely fulfill the function of a systems
meeting in encouraging open expression from all disciplines.

THE AGENDA FOR SYSTEMS MEETINGS

A. Current crises take first priority

A crisis is a sensitive pulse of the system and usually bespeaks a
inced of the system for reorganization. Therefore, crises take first
priority, since this reorganization will be necessary before other,
more routine matters can be addressed effectively. For example, a
patient refused a skin graft. It was learned that the surgeon did not
communicate his plan for the graft to the staff nurse, and the paticnt
was conlused by his nurse’s implicit ignorance of the plan. Until the
pattern of communication between doctor and nurse is clarified, the
doctor and nurse will continue to miscommunicate regarding all other
items on the planned agenda.

Ongoing treatment plans follow

The system “pets e gear™ through practice on cases already
propress. or example, a skin gralt for a patient’s Teft shoulder
planned for one week. The system members now eaplicitly nepotiate
plans that relate to imphett concerns: Who will iform the patient”
Who does the patient Tike”? Respeet” When to el the paticnt” Doc
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ihe paticnt ke or make pood use of advance watnmype:" How (o tell
the patient” Wil the paticnt tespond with optimsme o lear” Who,
when, how (o dell the tanuly”? Who has o pood relatonshgp with the
Fanudy? Are there clhanpes m carrentregimen rebated to the upecoming,
eralt” Por example, the patient s requesting more than the presceribed
aalyesa, mamly for debridement ol the Teft shoulder. Since this
“houlder will be pralted soon, the st plans @ temporary mcrease
in anadyresia with cooperation of the patient in planning to decrease
the dose a few days after the praft. Counting, down the days until
the pralt helps the patient tolerate the pain of debridement.
Planning, tor recently admitted patients

The team has practiced its work and now sets up a tentative plan
tor dividing the work regarding new cases (see below).
Follow up on paticnts who have been in the hospital for some time
o already discharged

The tcam pains important perspective on acute, intensive man
apement when these patients are presented. Especially important is
the opportunity for more detached seli-evaluation of the team’s cf-
lorts and of (cam growth in current as compared with past regimens.
Finally: self evaluation (see section on Process for Changing Struc
{ires)
Some representative issues

The following issues may be expected to arise regularly among,
various members of the system:
1. Personal reactions to the massive injuries of patients, especially
uncomfortable feelings ol threat and valnerability.
Personal reactions o the patients themselves, espectally discom
fort at incvitable agpressive feelings toward already severely i
pired patients.
. Personal and cthical responses to the work of maintaining or

saving patients whose quality of life is in great doubt,

1. Personal responses o the commuuication ol emotional materal

that usually is excluded from social discourse or even conscions

ness and that is openly stated by delirious or “regressed™ paticnts.
Most stall choose burn care more for its medical aspects and are
made anxious by the openly agpressive or sexual matters ox
pressed by paticnts sulfering, severe injurices.

5 Sphitty aimong, sttt members. This as olten experienced as a
wat between the “pood™ and the “bad™ puys. Sutuations that pro
voke strony contradictory fecelings m stall members are common.
The discomtort of cach person with the mtensity ol these feehmgs
ey lead fo separate subproups, cach espowsing, then separale

fechgs Por example, cach person™ mxed fechnps about whether
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(o resuscitate apatient with a very pome propnose, beconme
pressed m a battle between some who say only “yves and atheo

who say only “no.”
SYSTEMS HAVE STRUCTURIY

Structures for Work

A system has a specific structure of feadership. 1t should be the respon
sthility of a particular team member (o facilitate and expedite the busines: of
the meeting. The “chairing” member need not be invested with special au
thority reparding decisions. Tor example, the consulting psychiatrist or socral
worker may serve as meeting facilitator, yet have no authority in medwal
decistons. A system has a specific structure of authority. 1 should be made
clear which member(s) have responsibility for which final decisions, what 1
the mechamsm for input by others into those decisions, and in what way will
the team evaluate the decisions made. Authority may vary with cach decision
For example, for a given patient the bead nurse may have authority (o decide
the exact dose of cach analgesic, the surgeon to choose the proper analpesi
and 1o determine schedules for skin grafts, the physical therapists to determine
the paticnt’s level of activity, cte. It is not at first necessary that all (i
members fike the authority structure, but rather that they understand it amd
kuow clearly where they can have input into the decision and its evaluation
This relieves much anxicty resulting from stafl members feeling responsibil
ihes that are not their own.

Process for Changing Structures

A system must reflect onitselts “How are we as a stalf all doing i this
most difficult ask?” 'The team will reevaluate periodically not only its de
cistons, but also its procedures for making decisions. These times for self
cvaluation should be planned in advance. Tn this way, no structure is deenied
clernal and above criticism, and failings of a system are expericnccd s
shortcomngs of atemporary procedure rather than as {laws of o sell pro
clamed divine verity. Also, when mistakes are made, staft can dilferentete
whether the faule s i the plan itsell or i its manner of implementation Vo
exinmple, apatient is i her ot day foltowing a skin prait. She has been
tecaving /5 myp ol meperidine as a procdose for analpesie The nurses note
that she tends toward dependency and s Tnghtened that her husband will oot
Gake cire of hero She ecxpresses these matiers conercetely moalways ask g for
mote medweation fronean caspecially anxiouns surprcal estdent The mees do
noC detect uipns ol cxeensive patn othenwvee, and oberve the patient e on
what propey lrom ber cureent dose Yoo the surpcon meceeascs ho dooe .

FOO iy oncher requescand bhecomes detensave when the -l nea uecten
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b cndoe Bearyone comes (o the weekly mectmg with catfled teathers: “Who
v to el me what to order?” “Doctors have a1 God complex!”

Pt s examimes the plan for communication between nurses and
dectersat ey moming rounds. These rounds ook place as scheduled, and
there e wome buel comment by a nurse on (the paticnt’s status and by (he
vecononthe patient’s request for more medication. The plan for (hese
covd v miplemented. However, nurses and physicians all voice thei
o tation wath “rounds on the run,”™ which were scheduled at o time when
s e oo hared o communicate clearly. 1 further became clear that
A tome was chosen soley for the convenience of the doctors. The team
determimes that:

I Fhe canrent procedure for rounds is inadequate.
" Fhe manner of setting the time for these rounds was unbalanced.

A time s set that all agree o be fair, and motivation for the full
commumcation of concerns from all disciplines is renewed. By the end
ol the meeting the resignation of two nurses has been avoided, and the
oHending surgeon is released from the rack

DIVIDING THE EMOTIONAL WORK

A Fach patient has a variety of emotional needs.
Liach staff member will experience a corresponding role with its own
specilic emotional balance in meceting cach of these needs.

Patient’s needy Staff members’ role

Reliel of pain Relieving pain

Painful procedures (e.y., Causing necessary pain
debridement)

Medical decisions Medical authority

Coordination ol treatments Coordinator

Fricndly contact Visitor

B Usually an implicit division of these needs and 1oles occurs according
to the requitements of the medical treatment and the individual pes
sonalities and personal tastes ol patients and stafl, Af times this may
pve one st member most or all the roles in the care ol (he e
patient. Forexample, apiven patient may tolerte pain lor procedures
best romea stall member who mects most ol his other necds. That
stadt member may be best able o tolerate the tole ol causing, patn
when at s balanced by the other roles he assumes for (hee sSame
paticnt A other (tmes st the opposite may ocom A patient may
not accept deceons o fiendly contact from the one who pertorme.
pamidul procedumes A stall mermiber may prefer to pertornm the yole
ol veatoge with patients (o whom be o She e not teaured oo
|h|||l
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Climcal suaations occur where it s best to plan an exphont diveaon
of necds and roles, This s cspeciatly true where cach ol the necd
i felt very stronply by (he patient, and the staff experiences cacli ol
then roles as an emotional drain. For example, @ former macotics,
addict has recovered from the acute phase of a0 A0% thd deyree
burn. Tle becomes verbal and is felt to be manipulative, playing stafl
members off one against the other, refusing procedures unless his
demands for increased narcotic analgesics are met. The staff s fu
rious, guilty about their anger, and unable (o respond to the patient’s
need for friendly talk. A plan is devised:

[. The nurse least furious with the patient is assigned to him soley

for tatking, support, and ventilation.

A sccond nurse is given sole authority regarding narcotic anal

gesia.

3. The surgical stalf now feels less need to avoid the patient, since
they can refer his demands for medication to the nurse who knows
the situation best anyway and they do not feel trapped by his
manipulations.

4. "The social worker coordinates the above plan as well as disposition
procedures.

5. The anger aroused in the staft has been seen as a sign for a need
for systems planning and channeled there rather than condemned.

ICU NURSES

‘The role of the ICU nurses bears special attention for three reasons:

[. Nurses have most prolonged, intense, and intimate exposure to
the burned patient. Therefore, whatever the emotional responses
cvoked by a given patient, nurses will probably experience them
at the carliest time and most intensely.

2. Nurses form a subsystem. Nurses experiencing such responses
interact more regularly and closcly with each other than do other
system members.

3. Nurses are most isolated from system decisions. By virtue of their
numbers and their physical work, they are more often “repre-
sented” than personally present at meetings. In our society, gender
and professional roles may combine to give nurses a subordinate
role, especially in arcas of decision-making, authority, and co-
ordimation.

The dangers inherent m this role are clear:

I As the most emotionally aroused ad most isolated system mem
bets, nurses ae convenient recipients for fhwe unwelcome emo

tonal 1esponses ol all tecam members, For example, the anper
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fell by (he entite stall at a youny, tathet of Tour whone buarns
reulted from o suicide attempt may be attibuted nolely (o the
mares . who e acensed of avoidmg the patient, while other stalt
members deny s angry reaction i themselves.

Y The tensions within the system are often played out at very close
tanpe an (he nrses’ own intense subsystem.

v Nuses tend to Shurm out” much more quickly than other systems
members. A system may passively aceeptsuch “inevitable™ results
asaway ol equilibrating the unresolved feelings of other members
who deny their own impulses to leave and feel heroie in their
“Lasting” on and on while nurses come and po.

Manapement ol the nurses subsystem
11 nurses should have a regalar weekly meeting as part of their

work . The meeting, can be led by the psyehiatrist, social worker,

head nurse, or by the nurses themselves. The meeting has two poals:

I Subsystem poals:

A By virtue of their close interpersonal and physical contact
with burn paticnts, nurses will experience uncomfortable emo
tonal responses strongly and consciously . For example, they
may have upsetting, drcams of (heir patients, become de-
pressed at work, or react with anger toward some patients or
cach other. Nurses often feel and are taught  that such re
actions are “inappropriate™ (o their “professional™ roles. By
sharing (hese responses, nurses will help cach other in the
dilficult task of accepting their “selves™ and their reactions,
allowing them more emotional freedom (o respond humanly
o paticnls.

b The meeting will serve as a forum for resolving subsystem
problems, such as friction between narses, reactions (o res
ipnations, 1solation of individual nurses from others, cte.

Y Systems poals:

a0 Nurses will be the vanguard i cxpericneing, and expressing,
crmotional responses Pheir responses will likely be similar to
those of non nursing team members. Other system members
cane he hetped i claritying, their own tesponses: by heiny,
imformed of the reactions ol the nurses.

B Nurses cin best formulate their own difficulties vis o vis othes
ayslems members Tor example, mnses e distiaup it that
supptcal terns remove newly placed dyessmgs (o assess worind
propress They e anpry that the mterns, with Tiftle expen
ence . anness the wounds maccuadely - An eprsode s dracussed
mcwhieh anomtern and aonucse tecently cxamimed aowounnd
topcther - The anaones, but alo humotote., satuation of the

nuee fectmy e had o deter to the mtern and the mtenn fee liny
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she had 1o prove a nonexastent expertise to mmpress the o
was reconstructed. Nurses supported each other m the nn
portaince of their roles as (cachers. The surpical mterns wer
approached and were relieved that nurses wanted 1o teach
rather than to judge them. A plian for joint assessments ol
wounds during dressing changes was instituted by the (e,
with the head surgeon endorsing the role of nurses as teachers

SYMPTOMS OF THE SYSTEM
Some common situations encountered in a Burn ICU are listed below. The
usual approach would be to personalize the problem by identifying the paticnt
or stafl” member whose own personal problem caused the difficulty. 'This
usually causes great anxiety, and delay in finding any resolution. When these
sttuations are considered as symptoms of the system, system members may
welcome them as opportunities to reexamine the system’s operations.
I. StadT splitting, e.g., surgeons and nurses in a battle of mutual frustra-
tions.
2. A series of patients refusing to cooperate with treatment regimens or
(hreatening to transfer to other facilities.
3. Patients receiving escalating doses of analgesics far beyond usual re-
quirements.
4. Families of patients arguing with staff members.
5. lixcessive “burn out” and turnover of nursing staff.

It is lcft to cach specific system and its members to evolve unique appli-
cations for their own special symptoms.
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Prevention
Joan 1i. Nicosta and Jane A. Petro

The best way to prevent aburn complication is (o prevent the burm. Most
butn myuries about 60%  occur at home with an additional 20%: sustained
at work. Motor vehicles, recreation, marine, and airplane accidents account
for the rest. Thus, attempts (o decrease the incidence of burn injury must be
directed at accident prevention, home safety, and product salety proprams.

HOME SAFETY

The most frequent type of burn in the home s a scald injury, usually
ocearring i the kitehen or the bathroom. Scald injuries can be prevented.

1. The temperature of the waler in the water heater should not exceed
12001, especially in houscholds with young children, epileptics. alco
holics, or handicapped individuals who may slip in the tub or shower.
Prolonged contact with water at or above THPI can cause a severe
burn. A water heater set at about 120°1 will produce water at the tap
that is hot cnough for bathing, purposes, but not hot cnough to inflict a
burn mjury. This low water heater emperature will also result in o
decreased fuel consumption, saving both energy and money.
Small children should not be left unattended by an adult in bathtabs or
cven bathrooms. Children can casily be burned i they trn on the hot
watcer.
b Avoud putting hot liquids or food on a table covered with a long table
cloth. A child may grab it pulling hot food or drink on top ol him/her.
4 Place colfee and (ea cups away from the table edge.
v Do not drink hot hquids with an infant or toddler sitting, in- your Tap.
The child may try (o grab it

Other types of burn mjuries ocenming, in the home are caused by
prease, flame, explosions, electricity, and smoke inhalation

O Ieep small cluldien from playimge on the Ktebien floor while you are
coolany
I Ton pothandles avay hrom the stove cdpe

2o b not wear lony, loose slecves while cookang on o pae nanpe

YD not pat cookany condments m cabmets over apae stove

i’
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