
the connections between wound debris and the wound bed. The coarse mesh gauze

sticks a bit to the wound and does some mechanical debridement. Although this
dressing is still painful to remove it is more gentle than a wet to dry dressing but it is also
proportionally less effective. Patients may still send you Christmas cards although if
they have wet dressings put over too big an area the bacteria might win and the patient
may not survive to send the cards to you. Wet dressings can be made wet with many
substances. Saline is most commonly used. Dakin's solution is the hypochlorite
solution (Chlorox). It takes the green color out ofpseudomonas drainage (unfortunately
without hurting the red ones). It is painful when applied full or half strength; quarter
strength doesn't hurt so bad so when we use it, we use quarter strength Dakin's solution
and change the dressing twice a day. We very rarely use any wet dressing other than 5%
Sulfamylon liquid, and those only for fresh skin graft dressings.

Dry Dressing

Rarely used by our bum team.

Grafted Burn Wounds

Philosoph]¡

The excised (or granulating) bed under a skin graft must be kept moist, warm, and bacteria free

until the graft attaches itself and vascularizes.

Sheet and Meshed Autograft

Sheet autograft is the ideal wound cover. Since it ateady fulfills all the above criteria, no

additional dressing is necessary to protect the excision bed. However, the sheet graft itselfneeds
to be protected from mechanical dislodgement. When meshed autograft is used, the exposed

interstices need to be protected, so a bulk dressing is used over the autograft.

(You will often see our seryice to see dressings, wrapped in Saran wrap for easy viewing and to
avoid shear and friction.)

Antimicrobial Dressings

Ifwounds are already colonized at time ofexcision and grafting, or ifthey are extensive enough
to be life threatening if they do become infected, we (usually) cover the meshed autograft with a
dressing kept wet with an antibacterial agent.

A wet dressing never utilizes a greasy material at the wound surface because these petroleum
based gauzes are water impermeable and the antibacterial agent will not get to the wound
surface.

An appropriate wet dressing utilizes fine or coarse mesh gauze next to the wound and then a
bulky bum dressing that can be kept moist with any one of several things. Things that are used
include: Sulfamylon solution. We often used a ready-prepared composite dressing called
Exudry. It works pretty well and comes in special configurations to include trunk jackets, arm
and leg tapered dressings and gloves. The graft dressings are kept wet with one of the
antimicrobial solutions by pouring over the grafted area (and sometimes the donor site) and by
injecting solution into IV extension tubings placed strategically in the dressing.

Dressing Changes

Dressings protect the freshly applied grafts until they are well adherent. Grafts initially adhere
to the wound surface only by a fibrin seal until new capillary growth and collagen formation
begin to cement the surfaces together starting at 4-5 days.

The trick is to balance protection of the graft from mechanical trauma against progressive
infection eating away the new grafts. kr general we feel that 3-5 days is an OK balance. Dirty
wounds or grafts next to unhealed burns may need to be changed on day one. The physician
always looks at the wound at the first dressing change (service dressing takedown is POD #2)
unless otherwise indicated.

Donor Site Dressings

Philosoplry

The goals are the same as for a grafted site: to provide a wann, moist, clean environment for the
wound, and a pain free 10 days for the patient, until the wound is healed. Glucan is the dressing
ofchoice in ow burn center, this is applied in the operating room and kept in abulþ secondary
dressing for 2 days post operatively. On POD #2 the secondary dressing is removed and the
matrix should be adherent, no secondary dressing is required, however may be applied for
patient comfort. As the donor site heals the matrix is trimmed by the nursing staff and removal
is facilitated with bacitracin ointment. Re-application of matrix is unusual, topicals should not
be applied to the donor site unless there is evidence of an infection. See burn center policy
regarding donor site care.
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Philosophy

We do not believe bum patients should have to demonstrate how tough they are. Burns hurt.
Bum treatment hurts. hrfants and toddlers have the same pain nerves as adults. There are two
fypes of bum pain. Type one is background pain; type one pain is not intolerable, described at a

levelofabolt2-3onascaleofl0. Typetwopainistheexcruciating....horrible...,intolerable
...... ghastly ...... horrendous....... loathsome...... pain that occurs when something is done to the
patient - wound cleansing, dressing changes, OTÆT, etc. This is often the worst pain the patient
has ever encountered and few patients can even make a comparison. Since there are two distinct
kinds of pain, there are two distinct kinds of pain treatment used in our Burn Center, both using
morphine as the drug of choice.

Pain Protocol

Morphine is the drug of choice for acute severe but transient pain and for background pain. It
is given routinely before and during dressing changes and "pm" other times: Patients require
medication for procedural, background and brealcthrough control. Anti-anxiety
medication may also be ordered. However, individual patient responses to the pain stimulus
are all different. A stoic individual does not really have less pain; he is probablyjust more stoic.
lnfants do not have less pain; they just can't tell us about it as well. Assume that your burn
patients will have plenty of pain and order them plenty of pain medicine. If they don't want it
all, they can ask for less more easily than they can ask for more. Keep in mind that the nurses
(true of all nurses, not just the Bum nurses) will give the patient less pain medicine than the
maximum ordered.

General Issues

On morning rounds, a nurse should accompany the doctor team. If you want to see a particular
wound, tell the nurse assigned to that patient to have you beeped. THIS WILL BE THE ONLY
TIME YOU MAY VIEW THE BURN WOUNDS. Wounds will not be exposed at any other
time except by request ofthe Auending Surgeon.

Burn wounds contract. Meshed grafts contract. Sheet gtafts contract. Unused joints and
muscles contract. Contraction destroys motion. Therefore, exercise (including skin and muscle
shetching) is an important part of the care of virtually all burn patients. We have a fïne
Occupational Therapy and Physical Therapy team whose primary goal is to maximize ROM and
mobility throughout the healing process. OT and PT should be ordered for every patient on
admission, and activity level should always be "as tolerated" unless there is a medical reason
for a patient to be on bedrest. PT and/or OT will assess all patients, and one or both disciplines

'¡¡ill follow each patient depending on the size and location of the burn as well as other mobility
issues. After skin grafting, patients may need to be on bedrest to keep graft sites immobilized.
Activity is usually upgraded POD #4-5, or when service decides that the graft is sufficiently
adherent.

Occupational Therapy assists patients in achieving their highest level of functional
independence in activities of daily living, such as feeding and dressing. A patient's range of
motion may be restricted as burn wounds heal and contract, thereby limiting a patient's
independence. The Occupational Therapist provides the following services in the Bum Center:

Occupational Therapy/Physical Therapy

{.
{.

.:.

+
*
.:.

Achieving and maintaining full ROM of affected joints.

Providing splints for post-operative positioning as well as optimal functional
positioning.

Assisting patients in achieving maximal ADL independence.

Instructing patients in daily exercise routines.

lnstructing patients in relaxation techniques.

Providing initial scar management.
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Physical Therapy provides assistance for patients to maximize their level of fi¡nctional
independence in performing mobility skills, including: bed mobility, transfers, ambulation, and
stair climbing. A patient's posture, coordination, endurance, and safety during these activities
may be affected by healing and contractu¡e of wounds, thus requiring physical therapy
intervention. The Physical Therapist in the Burn Center has the following objectives:

* Achieving and maintaining full ROM of affected joints.

*
*
*
*
{.

Maximizing patient safety and independence with mobility skills.

Providing gait facilitating exercises and gait training.

lnstructing patients in proper postùe during activity.

lnstructing patients in daily stretching and home exercises.

Providing initial scar management.

ln order to facilitate optimal communication, Occupational and Physical Therapy altemate
attending daily moming rounds. During rounds, it is important to discuss a patient's activity
level and their pre and post surgical needs, such as splints and activity restrictions. In order for
the therapists to plan what they need to do, they need to know what yoz plan to do. Therefore,
you-should ølk to and listen to OTIPT all the time, as well as making sure that any activity
orders and restrictions are kept curent in the chart.
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Bum MD Clinic is on Monday and Wednesday and Nurse Practitioner Clinic on Friday.
Patients can be scheduled for a nurse visit Monday, Tuesday, Wednesday, or Friday in the Bum
Clinic through Central Appointment Scheduling. MD's may be called to clinic to evaluate a

patient during nu¡se clinic.

Out-Patient Issues

Discharge may be to acute rehab, long term acute chronic facility, skilled nursing facility,
outpatient day rehab, home with visiting nurse. There is a discharge video available to help
patients and families prepare. Never talk to DCFS or insurance case managers refer to
utilization review and social worker.

The bum service arranges post-discharge activities for patients sooner than five minutes before
they leave the ward. ln order for discharge planning to work, the nurses must know when the
discharge is planned. If you let her know in plenty of time (several days), most of the work will
be done for you. This vital information should be shared at Discharge Coordination Rounds on
Tuesday moming. If you don't, not only will you have to do the work yourself, but the patient's
planning will get screwed up. For example, before discharge, family members are taught home
wound care by participating in hospital wound care; clinic visits are arranged; the OT/PT group
talk to local therapists regarding follow-up therapy and so forth. Ifthe physician decides on the
spur of the moment that someone can be discharged, none of this activity can occur. The sign of
a good service is that discharge planning starts on the day of admission - When is the patient
going to go? Where is the patient going to? What will be his follow-up? What are his
resources? etc., etc., etc.,.

Operative reports must be entered in EPIC by the attending before he/she leaves the Operating
Room. Dictate the approximate number of squared centimeters that were grafted by body region
i.e. hand, finger, face, neck, axilla, perineum etc. Procedure notes must be frlled out for lines;
bronchoscopes, escharotomies, bedside mechanical debridements and tracheostomies. A new
policy exists regarding identification of proper site. This is a hospital rule. There is a computer
generated preoperative progress note that states, the bum site is not marked due to the
impracticality of the surgery.

Bu¡n Team Consultation

The Burn Team is called for all bums. We do that for your education and so you can evaluate
changes in the wound. When the patient is seen in follow up clinic, we have access to special
treatment plans. Rules for ER are like rules ever5rwhere else - if there is any doubt in your mind
about what to do for a patient's wound, ask your more senior team member. The resident is not
expected to come in from home to evaluate every tiny bum, but he ìs expected to come in if
there is a problem with it.

Wound Care inthe ER

The Burn Unit nurses do not come to the ER to do wound care and the patients in ER don't
come up to the Burn Unit for wound cleansing. The ward isn't staffed properly for this added
work and there is no mechanism for charging the patient for the time and supplies used if he
comes to the ward.

ER Follow-up

The patient should call for a follow-up appointment. Ifthe patient needs to be seen any other
day of the week, he must be seen in the ER.

You will receive an Omnicell code from the secretary. Make sure to charge a patient for all
items taken from Omnicell. If you do not, this is tracked to your name.
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AdmissionWrite Up

The patient's admission history and Physical Exam needs to be entered in EPIC. There is a
Bum adult and peds template. A brief ER consultation note (on the ER sheet) stating that
"Patient is a v.o with a _Yo flame/scald (etc.) bum. "Plan admission to
bum service" is sufficient. Of course, if the patient is to go home, a more detailed note is
required. All bum patients who are admitted require bum admission order sets.

Direct Admissions to the Burn Center

Sometimes patients will stop in the Emergency Room to rule out c-spine injury and for initial
trauma work up. If this is necessary, the stay should be extremely short. If these expectations do
not pertain to the patient and you knowjust what's wrong, you don't need any help acutely, and
there has been plenty ofnotice to the ward and a bed (and stafÐ are available, the patient does
not need to incw the additional ER charges and may be admitted directly to the ward. This will
mostly pertain to patients who are more than 24 hot¡ post injury whose referring physicians is
well known to us or those whom we otherwise already know intimately by the time of arrival.
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All bum patient deaths are automatic coroner cases. Consent for an autopsy needs to be secured
from the family. The Cook County Medical Examiner must be notified by MD pronouncing
patient. Please document ME number and coroner badge number on your death note in EPIC.
Soft tissue patients are not coroners' cases unless a family requests an autopsy. Refer to the
additional handout of forms and instructions forcompletion upon apatiørt's death. All patient
deaths or close to death situations must be called into (Robi) (Gift of Hope).

Patient Deaths
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