
 

Date:  Friday, December 6, 2019 
Time:  2:15 – 2:30 pm 
 

Abstract Title: Reducing Burnout Related To Night Shift Calls To Physicians – A Process 
Improvement Project 

Author and Co-Authors: Kristy D. Hemingway, MS, BSN, RN, NE-BC, Victor Cabrera, RN 
Orlando Regional Medical Center, Orlando, FL 

Objective: 1) Analyze the number and types of calls made to burn physicians 
at night on a step down unit. 

2) Discuss the impact of providing education to nursing to assist in 
prioritizing urgency of calls. 

3) Examine the benefits of decreased call volume on both physician 
and nursing teams. 

Abstract: Introduction:  Call volume is directly linked to resident and physician 
burnout according to the literature. Nurse education and experience 
effect their ability to prioritize events that require a call to a physician, 
which can lead to increased calls for non-emergent issues. This is 
particularly challenging at night when resources are limited and 
physician workload is increased. Our burn team was experiencing high 
call volumes at night and the attending and resident physicians 
collaborated with nursing to initiate a process improvement that would 
address this issue so that burnout could be prevented from both nursing 
and physician teams. The overall goal was to reduce the call volume at 
night while still maintaining safe, quality care for our patients. 
 
Methods:  A call log was developed to track calls made to MD’s at night 
for a one-week period in September 2018 and then again in February 
2019. The log included the time, the reason, the physician team, method 
of contact, response and the number of attempts to call. Based on the 
results of the September 2018 tracking log, 3 interventions were created 
and implemented before tracking again in February 2019. The 3 
interventions implemented included: 
•  RN Education on definition of: 
        o Urgent needs 
        o Emergent needs 
        o Important needs, but could wait until AM 
•  RN Created Tools & Provided Education on: 
        o Chain of Command Algorithm 
        o Call Log Algorithm 
•  MD Rounding/Check in:  
        o Set designated time range for Charge RN to call On  
                Call Provider 
        o RN’s report significant concerns to charge prior to  
                designated time 
        o Charge RN and On Call MD discuss concerns 
 



Results:  Reduction in calls was achieved. Calls to the burn team were 
reduced by 71% from period in September 2018 to the time period in 
February 2019. Concerns were reduced from 17 to 5 indicating improved 
knowledge on ability to prioritize routine versus urgent calls. 
 
Conclusions:  Collaboration amongst nursing and physicians to reduce 
calls at night can be achieved when a true understanding of the nature 
of the calls are identified. Having data logs of the calls allowed the team 
to break down urgent, emergent and important needs so that education 
could be provided to the nursing team, which then helped them analyze 
appropriate reasons to call physicians at night. Proactive calls or 
rounding also developed from this project have contributed to improved 
relationships between nurses and physicians as well as decreased calls at 
night. 

Disclosures: Kristy Hemingway - No relevant financial relationships to disclose 
Victor Cabrera - No relevant financial relationships to disclose 
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Date:  Saturday, December 7, 2019 
Time:  8:30 – 8:45 am 
 

Abstract Title: Tube Feeding Through Surgery, Impact On Glucose Control In Burn 
Patients 

Author and Co-Authors: Andrea L. Hess (Medical Student-4), Chloe Cooper, Brianna Hope, 
Landon Hope, Grant Sorensen, MS, PhD, Clayton Wagner, MS, Scott 
O'Banion, PharmD, BCNSP, CNSC, Jennifer Kesey, MSN, RN, FNP-BC, 
CWS, John Griswold, MD, FACS 
Texas Tech University Health Sciences Center, Lubbock, TX 
 

Objective: 1) Discuss the effect of using perioperative enteral nutrition up to 
and/or through surgery on postoperative glycemic control in 
surgical burn patients. 

2) Identify which patients, based on diabetic status, show the most 
improvement in glycemic control using perioperative enteral 
nutrition. 

Abstract: Introduction:  Vigorous nutritional support is vital to the recovery of 
burn patients. The hypermetabolic state of these patients drastically 
increases caloric needs, and every minute that they can be fed is 
valuable. Thus, it is imperative that nutritional status be at the forefront 
of their care. Enhanced Recovery After Surgery (ERAS) algorithms include 
a radical approach of feeding up to a major surgery under general 
anesthesia in certain elective cases. This has demonstrated advantages 
such as earlier recovery of GI function and improvement of glucose 
management in diabetics. Our Burn Center has successfully fed many 
burn patients up to and through surgery. Many of these patients are 
good candidates for this perioperative feeding because endotracheal 
intubation and supine positioning reduce aspiration risk while 
anesthetized. In addition, many of these patients have diabetes and/or 
elevated blood glucose (BG) levels and require intensive insulin therapy. 
Our study attempts to assess the impact on perioperative blood glucose 
levels in patients fed up to and through surgery. 
 
Methods:  Charts of surgical burn patients admitted to University 
Medical Center’s Timothy J. Harnar Regional Burn Center in Lubbock, TX 
from 1/1/14-12/31/16 were reviewed. Patients who required multiple 
operations were chosen if they had procedures in which feeds were both 
1) continued within four hours of surgery and/or through surgery (“fed,” 
test group) and also 2) stopped at least four hours prior to surgery 
(“unfed,” control group). Thus, each patient acted as his/her own 
control. Common reasons for discontinuation of feeds include lack of 
airway protection with an endotracheal tube or positioning (e.g., prone) 
that might have increased risk of aspiration. Patients were further 
categorized based on diabetes status, including 1) those with known 



diabetes, 2) those with no previous diabetes diagnosis but with elevated 
glucose levels during their hospital stay (defined as pre-diabetes with 
hemoglobin A1c levels of 5.7 to 6.4%), and 3) those without diabetes. 
Data collection included surgical and nutritional information, pre-op and 
post-op BG values, and post-op insulin requirements. Statistical analyses 
were performed using Wilcoxon Rank-Sum and Two-Sample testing. 
Post-op BG levels and percent change in pre-op and post-op BG levels 
were compared between groups.  
 
Results:  Data collection yielded 32 patients with a total of 106 unfed 
and 92 fed procedures with 13 non-diabetics (70 total procedures), 10 
pre-diabetics (69 procedures), and 9 diabetics (59 procedures). As shown 
in Table 1, there was no significant difference in percent change in BG 
levels from 24-hr pre-op to initial post-op and to 6-hr post-op across all 
procedures and within diabetic classes. However, there was a 
significantly larger percent change in BG levels from 24-hr pre-op to 12-
hr post-op and to 24-hr post-op in the unfed vs. fed groups across all 
procedures, prior to grouping based on diabetic status (p = 0.014 and p = 
0.009, respectively).  There was also a statistically significant difference 
in the percent change in BG levels from 24-hr pre-op to 12-hr post-op 
and to 24-hr post-op in the pre-diabetes group (p = 0.021 and p = 0.026, 
respectively).  
 
Conclusions:  Our data shows that there is better BG control in fed 
procedures with lower percent change from pre-op to 12- and 24-hr 
post-op overall, and in the pre-diabetes group. These findings are in line 
with the benefits seen in ERAS literature. Controlling BG ranges post-op 
is a critical goal to help ease the burden on the body already 
experiencing a highly demanding physiologic response to a burn injury. 
Improved BG control using perioperative nutrition could guide practices 
related to perioperative workup of burn patients. This is worth further 
investigation since better BG management has been associated with 
superior patient outcomes. 

Disclosures: Andrea Leigh Hess – No relevant financial relationships to disclose 
Chloe Cooper – No relevant financial relationships to disclose  
Brianna Hope – No relevant financial relationships to disclose  
Landon Hope – No relevant financial relationships to disclose  
Grant Sorensen  – No relevant financial relationships to disclose 
Clayton Wagner – No relevant financial relationships to disclose 
Scott O'Banion – No relevant financial relationships to disclose  
Jennifer Kesey  – No relevant financial relationships to disclose 
John Griswold – No relevant financial relationships to disclose 

 

 

 

 



 

Table 1: Mean Percent Change in Pre-op to Post-op Blood Glucose Levels 

  

24-hr pre-op to 

initial post-op 

24-hr pre-op to 

6-hr post-op 

 24-hr pre-op to 

12-hr post-op 

24-hr pre-op to 

24-hr post-op 

A) Overall   
 

  
 

Unfed - - 18.88* 8.38* 

Fed - - 2.57* -2.44* 

B) No diabetes   
 

  
 

Unfed -0.1 (7.4) 8.0 (9.6) 8.3 (6.1) 6.5 (5.7) 

Fed 18.8 (8.4) 2.2 (6.0) -1.1 (6.0) -5.6 (5.0) 

C) Pre-diabetes   
 

  
 

Unfed 4.1 (8.4) 23.2 (11.2) 22.4* (8.4) 10.0* (4.9) 

Fed -3.6 (5.8)  -2.5 (7.3) -3.6* (5.9) -0.7* (7.6) 

D) Diabetes   
 

  
 

Unfed 14.1 (10.5) 21.4 (11.2)  28.5 (8.9) 9.4 (8.4) 

Fed 25.1 (11.8) 55.1 (17.3) 16.4 (9.8) -1.4 (7.0) 

 

(-) Numbers in parentheses indicate standard error of the mean, * p value < 0.05 

 

 

 



 

Date:  Saturday, December 7, 2019 
Time: 11:45 am – 12:00 pm 
 

Abstract Title: Population-Based One-Year Mortality For Stevens-Johnson/Toxic 
Epidermal Necrolysis Spectrum Disorders Is Greater At Burn Facilities 
Than Other Facilities In New York: Expected Based On Treated Disease 
Severity Or Sobering Wake-Up Call? 

Author and Co-Authors: Philip D. Hewes, MD, MPH (Resident), Fergal Fleming, MBBCh, Derek E. 
Bell, MD, University Of Rochester, Kessler Burn Center, Rochester, NY 
Giap Vu, BS, University of Rochester School of Dentistry and Medicine, 
Rochester, NY 

Objective: 1) Discuss the prodrome symptoms and associated inducing 
conditions or iatrogenic causes of SJS/TENS spectrum disorders, 
and correct identification of these disorders. 

2) Discuss the current population-based evidence of risk factors for 
mortality following onset of SJS/TENS disorders. 

Abstract: Introduction:  Stevens-Johnson syndrome (SJS) and toxic epidermal 
necrolysis (TEN) exist on a spectrum of disease and are rare 
dermatologic emergencies with a significant risk of morbidity and 
mortality in the post-onset period first secondary to loss of the 
cutaneous barrier, then through resultant organ injury. European and 
United States-based retrospective studies attribute differing impacts of 
specialized treatment facilities on outcomes. However, the role of 
comorbidities and hospital-acquired conditions is unknown. We 
hypothesized that through use of population-based dataset comprising 
all in-patient and out-patient presentations, we would demonstrate the 
multifactorial nature of up to 1-year post-discharge mortality taking into 
consideration both treatment facility and comorbidities.  
 
Methods:  We queried a dataset from all in-patient and many out-
patient surgical facilities from the New York Statewide Planning and 
Research Cooperative System, a system with mandated and 
standardized reporting from facilities in New York. We evaluated for 
initial presentations to acute care facilities of unique patients with ICD-9-
CM discharge diagnoses of SJS, SJS/TEN overlap syndrome, and TEN  in 
the period between 01/01/2000 and 9/31/2015. We extracted all 
available pre- and post-onset records for these patients. Burn centers 
were identified by matching encounters' treatment facilities to American 
Burn Association records. We accounted for all transfers. We evaluated 
demographic, comorbidity, and management data for the index 
presentation and subsequent transfers, evaluating the primary outcome 
of mortality, secondary outcomes of hospital complications including 
acquired infection, length of stay, and disposition. Exclusion criteria 
included incomplete encounter records, initial diagnosis at a non-acute 
facility, and lack of post-index encounter records (if not deceased) 



allowing for determination of 90- and 1-year mortality. Comorbidities 
were captured by the Elixhauser comorbidity index. Univariate and 
multivariate logistic analyses were performed for risk of mortality. 
 
Results:  There were a total of 1903 unique initial patient encounters. Of 
these, 847 satisfied all exclusion criteria. 579 patients (68.4%) with a 
discharge (or pretransfer) diagnosis of SJS, 117 patients (13.8%) with 
SJS/TEN overlap syndrome, and 151 patients (17.8%) with TEN. 
Application of exclusion criteria caused no significant change in 
distribution of the occurrence of spectrum diseases (p = 0.31) nor in the 
frequency of care at a burn care facility (p = 0.60), suggesting no bias 
from exclusion. Of the 847 included patients, 22.8% of patients were 
treated at burn centers, of whom 32.1% were transferred from external 
facilities. Crude 90-day and 1-year mortality were identical, 21.7% at 
non-burn centers versus 32.1% at burn centers (p < 0.01), thus only 
models reflecting 90-day mortality are presented. Pre-existing 
comorbidities as captured by the Elixhauser score did not significantly 
impact mortality (p = 0.86). Final logistic model details are shown in the 
attached table. The model's predictive capability was acceptable (c-
statistic = 0.88) and there was good fit (Hosmer-Lemeshow goodness-of-
fit p = 0.42). These results suggest crude evaluation of outcomes by 
treatment facility may be confounded by analysis that does not account 
for complex comorbidities and hospital diagnoses. This is the first 
analysis to suggest that, after adjusting for pre-existing factors, adjusted 
mortality is higher at specialized burn facilities. Furthermore, there is a 
complex and multifactorial nature to mortality after development of 
SJS/TEN spectrum disorders, such that severity of illness plays a smaller 
role in independent prediction of 90-day and 365-day mortality risk than 
other clinical considerations. Further research is necessary to evaluate 
factors associated with increased odds of mortality at specialized burn 
facilities versus other facilities. 

Disclosures: Philip D. Hewes – No relevant financial relationships to disclose 
Giap Vu – No relevant financial relationships to disclose  
Fergal Fleming – No relevant financial relationships to disclose 
Derek E. Bell – No relevant financial relationships to disclose 
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Table: Crude and finalized models for predictors of 90-day mortality for patients diagnosed with 

Stevens-Johnsons Syndrome/Toxic Epidermal Necrolysis spectrum disorders. 

 Odds Ratio of 90-day mortality 

 Unadjusted (95% CI) Adjusted (95% CI) p-value 

Age  1.03 (1.01 – 1.03) <0.01 

Distribution of 
Disease 

   

TEN 2.10 (1.46 – 3.01) – – 

SJS/TEN 2.03 (1.38 – 2.99) – – 
SJS - (Comparator) – – 

Severity of Illness    

Extreme 40.95 (20.57 – 81.53) 17.49 (8.53 – 35.86) <0.01 

Severe 3.04 (1.43 – 6.46) 1.53 (0.69 – 3.37) <0.01 

Moderate - (Comparator) - (Comparator)  

Treatment at burn 
center 

1.65 (1.19 – 2.29) 1.83 (1.21 – 2.77) <0.01 

Relevant 
comorbidities 

   

Congestive heart 
failure 

4.53 (3.00 – 6.85) 1.70 (1.10 – 2.62) <0.01 

Lymphoma 4.98 (2.41 – 10.27) 4.31 (1.92 – 9.69) <0.01 

Metastatic cancer 4.56 (2.06 – 10.10) 4.14 (2.05 – 9.52) <0.01 

Coagulopathy 7.15 (4.58 – 11.17) 3.17 (2.02 – 4.97) <0.01 

 



 

Date:  Friday, December 6, 2019 
Time:  5:15 – 5:30 pm 
 

Abstract Title: Evaluating Real World National And Regional Definitive Closure Trends 
In Burn Care, Including Health Economic Outcomes With Autologous 
Skin Cell Suspension Use 

Author and Co-Authors: William L. Hickerson, MD, FACS, Firefighters Burn Center at UTHSC, 
Memphis, TN 

Objective: 1) This study provides a contemporary view of burn care practice 
patterns based on a representative sample of US burn centers. 

2) This study modernizes the assumptions regarding the standard 
of care in treating severe and low TBSA burns, and validates the 
findings of the BEACON model with regards to potential 
economic and overall burn center impact that may be realized 
with use of ASCS. 

Abstract: Introduction:  A recent US health economic burn care model (Burn-MCM 
(medical counter measure) Effectiveness Assessment Cost Outcomes 
Nexus - BEACON model) demonstrated the potential economic impact of 
Autologous Skin Cell Suspension (ASCS) use compared to the standard of 
care (SOC) for the treatment of severe burns. Health economic 
outcomes were estimated using data from the National Burn Registry 
(NBR) version 8.0 encompassing the years 2002 through 2011. To better 
understand the impact of burn care center treatment patterns, a 
national sample survey also sought to benchmark the outcomes by burn 
center characteristics. Additionally, aggregated burn center data were 
compared to the NBR version 8.0 to identify the differences between the 
NBR and current burn center treatment patterns and outcomes. 
 
Methods:  A survey was developed and administered to a representative 
sample of US burn centers. An exemption was obtained from Western 
Institutional Review Board (WIRB). The survey collected information 
across several domains, including: burn center characteristics; burn 
patient characteristics including number of patients, and depth of burn; 
aggregate number of types of procedures; and resource use such as 
operating room/surgery time, length of stay (LOS), and dressing changes. 
Nuanced information was also collected on care practices and patient 
outcomes for TBSA burns under 20% to provide detailed information on 
practice patterns associated with the treatment of low TBSA burn 
patients. Data were cleaned and combined in MS Excel and compared 
using descriptive reporting and basic statistical comparison, based upon 
averages for all quantitative responses. Benchmark estimates were 
integrated into the BEACON model. Survey findings were aggregated by 
key outcomes (LOS, number of procedures, costs) and by burn center 
characteristics (i.e., size, region, age-focus, etc.) to understand the 
variation in outcomes from national averages. Aggregated burn center 



data were also compared to the NBR to identify the differences between 
NBR version 8.0 and current burn center treatment patterns and 
outcomes. 
 
Results:  Primary data collection of burn center characteristics, 
outcomes and treatment patterns provided a contemporary view of the 
SOC in treating severe burns and outcomes. Benchmarking results were 
explored, and comments provided on specific resource use consumption 
such as how surgical time for autografting procedures or trends in LOS 
have evolved since NBR version 8.0. Additionally, a more granular 
understanding of the number of debridement, excision, and autograft 
procedures, and variances by burn center characteristics was evaluated. 
Finally, using these data in the BEACON model, a contemporary 
assessment of the potential economic impact of ASCS use in burn 
centers was estimated.  
 
Conclusions:  When considering the current costs and practice patterns 
from a sample of US burn centers, we observed that use of ASCS has the 
potential to provide significant financial savings to burn centers, 
corroborating findings of the original BEACON model. Additionally, the 
results suggest LOS outcomes estimated from NBR version 8.0 may be 
higher than current practices, thus highlighting the importance of 
improved NBR reporting and further research on burn center SOC 
practices. 

Disclosures: William L. Hickerson - Honorarium:  Avita Medical;  
Stock:  PermeaDerm; Consultant:  Avadim; Speakers Bureau:  Avita 
Medical, Vericel 



 

Date:  Friday, December 6, 2019 
Time:  10:45 - 11:00 am 
 

Abstract Title: Inter-Hospital Variation Of Inpatient Versus Outpatient Pediatric Burn 
Treatment 

Author and Co-Authors: Heather Ryan Howard, RN 
MUSC Children's Health, Charleston, SC 

Objective: Understand ways to attempt to decrease inpatient length of stay in 
pediatric burn care. 

Abstract: Introduction:  Pediatric burns are significant source of injury in this 
country with an estimated 160,000 pediatric burns a year treated in the 
United States. Approaches to burn care in the pediatric population are 
highly variable and can be targeted as a potential measure in quality 
improvement. We hypothesized that institutions vary significantly in 
their allocation of treatment of small (<10%) burns to either inpatient or 
outpatient care.  
 
Methods:  We performed a query of the PHIS database for fiscal year 
2017 to quantify small pediatric burn admissions and Emergency 
Department visits and analyze associated costs. The ICD-10 code T31.0  
was used to identify burns involving less than 10% of total body surface 
area (TBSA).  
 
Results:  We queried the PHIS database of 39 children’s hospitals 
included. 34 hospitals provided inpatient burn care, with an average of 
85±76 ED evaluations per hospital (range: 6-371).  While 72% of total 
burns across institutions were treated as outpatient with 12% and 16% 
observation and inpatient visits this is not distributed evenly across 
hospitals with some hospitals having 67% inpatient burn treatment and 
others as low as 0 – 4%. Total ED charges per institution averaged 
$118,280 (range: $5,945- 501,444), with median charges per patient of 
$1,420 (range $471-2,540). This is in comparison to total observation 
admissions charges averaging $200,955 (range: $5,626 – $1,697,973) 
with median charge per patient of $10,455 (range: $23,276 – 3,090). 
Further increase in cost was noted with inpatient with total charges 
averaging $1,380,679 (range: $9,475 – 5,509,286). Median inpatient 
charge per patient was $47,766 (range: $8,235-273,839) which is a 
greater than 33-fold increased cost per patient compared to outpatient 
burn treatment (ED only). 
 
Conclusions:  Significant variation was observed in regards to inpatient 
versus outpatient pediatric burn treatment in small (<10% TBSA) burns. 
Compared to outpatient burn care, observational and inpatient burn 
care are significantly more costly. Implementing protocols and personnel 



to provide adequate attention to small burns in the ED could be an 
important cost-saving measure 

Disclosures: Heather Ryan Howard - No relevant financial relationships to disclose 
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Date:  Friday, December 6, 2019 
Time:  8:15 – 8:30 am 
 

Abstract Title: When A Large Building Is Impacted By An Airplane, The Making Of A 
Burn Mass Casualty Incident (BMCI) 

Author and Co-Authors: Randy D. Kearns, DHA, MSA, University of New Orleans, New Orleans, LA 
Jeffrey E. Carter MD, FACS, University Medical Center, New Orleans 

Objective: 1) Discuss the role historical events may plan in future disaster 
planning. 

2) Discuss the nature of the injuries when the scenario involves an 
airplane striking a building. 

Abstract: Introduction:  This paper focuses on the risks associated with the rapid 
development of aviation as well as the rapid growth of high-rise or large 
capacity buildings. The aim of the work is to further evaluate the 
incidence of building strikes involving aircraft.  With this scenario, a burn 
injury is the most common for survivors. This paper will examine the 
nature and frequency of these events. Knowing the risks can aid the 
planning effort for all involved with a role in the response to a mass 
casualty incident.  
 
Methods:  The researchers reviewed historical records involving airplane 
crashes into large occupied buildings. This review included databases 
searched such as PubMed as well as commonly used search engines; 
Google and Bing. Inclusion criteria for buildings included those either 
considered mid-rise or high-rise (typically considered taller than 33 
meters [108 feet]) or a large footprint (defined as 5000 square meters 
[54820 square feet]). Furthermore, the buildings had to be occupied.  
The airplanes included civilian (commercial) and military aircraft. The 
literature reviewed included historical accounts and historical references 
from a variety of news archival services that were chronicled in articles 
published and indexed in the PubMed search engine or found in 
common historical databases. The search also included the National 
Transportation Safety Board (NTSB) reports. 
 
Results:  Once the descriptive data were collected, the information was 
analyzed for similarities and trended where applicable. A total of 19 of 
the aircraft impacts were analyzed for this work. While death tolls were 
included in the results collected, the work aimed to identify the number 
of injured patients, and where possible, further identify those with burn 
injuries.  All of the crashes also included the distance to the closest 
metro area (typically where a burn center was or should be located.) It 
should be noted that all of the buildings impacted were located within 
50 kilometers (31 miles) of an airport with many of them occurring on or 
adjacent to airport property.  
 



Conclusion:  It is reasonable to presume that commercial or military 
aircraft that impact large occupied buildings such as a commercial 
complex, high-rise housing or an office building will produce disastrous 
consequences. This scenario includes significant casualties and loss of 
life. Findings from this research can offer insights from actual 
occurrences to disaster planners and emergency managers.  
History is not always a good predictor of the future given the changes in 
technology such as avoidance radar technologies and global positioning 
systems that for some aircraft, are programmed to recognize both 
altitude and location of these buildings. Nevertheless, some 
commonalities can be considered in the threat and hazard analysis 
process.  
 
All hospitals are required to have an emergency management function 
that includes the performance of a Hazards and Vulnerability Analysis 
(HVA). The HVA process must also include considering what types of 
services are offered at a given hospital when considering what types of 
patients may either be served there as a primary, secondary or tertiary 
center for a given patient population. It remains imperative for burn 
centers to be involved with the hospital disaster preparedness process, 
particularly for hazards that can lead to a BMCI. 

Disclosures: Randy D. Kearns - No relevant financial relationships to disclose 
Jeffrey E. Carter - Stock: PermeaDerm 



 



 


