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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 reactions 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 bums become a system because: 

1. The care of burned patients necessarily arouses major emotional responses. 

2. The care of burned patients brings these emotionally aroused people together regularly, in 

close interaction, to coordinate the complex treatment 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 bums, 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: 

1. Surgical staff (senior and in-training) 

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

3. Rehabilitation staff (physiatrist, physical and occupational therapists) 

4. Burn clinician 



5. Social worker 

6. PsychiatristM1. r(_ 
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to resuscitate a patient with a very grim prognosis becomes expressed in a battle between some 

who say only "yes" and others who say only "no." 

SYSTEMS HAVE STRUCTURE 

Structures for Work 

A system has a specific structure of leadership. It should be the responsibility of a particular 

team member to facilitate and expedite the business of the meeting. The "chairing" member 

need not be invested with special authority regarding decisions. For example, the consulting 

psychiatrist or social worker may serve as meeting facilitator, yet have no authority in medical 

decisions. A system has a specific structure of authority. It should be made clear which 

member(s) have responsibility for which final decisions, what is the mechanism for input by 

others into those decisions, and in what way will the team evaluate the decisions made. 

Authority may vary with each decision. For example, for a given patient the head nurse may 

have authority to decide the exact dose of each analgesic, the surgeon to choose the proper 

analgesic and to determine schedules for skin grafts, the physical therapists to determine the 

patient's level of activity, etc. It is not at first necessary that all team members like the authority 

structure, but rather that they understand it and know clearly where they can have input into 

the decision and its evaluation. This relieves much anxiety resulting from staff members feeling 

responsibilities that are not their own. 

Process for Changing Structures 

A system must reflect on itself: "How are we as a staff all doing in this most difficult task?" The 

team will reevaluate periodically not only its decisions, but also its procedures for making 

decisions. These times for self- evaluation should be planned in advance. In this way, no 

structure is deemed eternal and above criticism, and failings of a system are experienced as 

shortcomings of a temporary procedure rather than as flaws of a self-proclaimed, divine verity. 

Also, when mistakes are made, staff can differentiate whether the fault is in the plan itself or in 

its manner of implementation. For example, a patient is in her 6th day following a skin graft. She 

has been receiving 75 mg of meperidine as a pm dose for analgesia. The nurses note that she 

tends toward dependency and is frightened that her husband will not take care of her. She 

expresses these matters concretely in always asking for more medication from an especially 

anxious surgical resident. The nurses do not detect signs of excessive pain otherwise, and 

observe the patient is somewhat groggy from her current dose. Yet the surgeon increases her 

dose to 100 mg on her request and becomes defensive when the staff nurse questions 
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his order. Everyone comes to the weekly meeting with ruffled feathers: "Who are you to tell me 

what to order?" "Doctors have a God-complex!" 

The team first examines the plan for communication between nurses and doctors at early 

morning rounds. These rounds took place as scheduled, and there was some brief comment by a 

nurse on the patient's status and by the surgeon on the patient's request for more medication. 

The plan for these rounds was implemented. However, nurses and physicians all voice their 

frustration with "rounds on the run," which were scheduled at a time when nurses are too 

harried to communicate clearly. It further became clear that this time was chosen soley for the 

convenience of the doctors. The team determines that: 

1. The current procedure for rounds is inadequate. 

2. The manner of setting the time for these rounds was unbalanced. A time is set that all agree 

to be fair, and motivation for the full communication of concerns from all disciplines is renewed. 

By the end of the meeting the resignation of two nurses has been avoided, and the offending 

surgeon is released from the rack. 

DIVIDING THE EMOTIONAL WORK 

A. Each patient has a variety of emotional needs. 

Each staff member will experience a corresponding role with its own specific emotional balance 

in meeting each of these needs. 

Patient's needs Staff members' role 

Relief of pain Relieving pain 

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

Medical decisions Medical authority 

Coordination of treatments Coordinator 

Friendly contactVisitor 

B. Usually an implicit division of these needs and roles occurs according to the requirements of 

the medical treatment and the Individual personalities and personal tastes of patients and staff. 

At times this may give one staff member most or all the roles in the care of the same patient. 

For example, a given patient may tolerate pain for procedures best from a staff member who 

meets most of his other needs. That staff member may be best able to tolerate the role of 

causing pain when it is balanced by the other roles he assumes for this same patient. At other 

times just the opposite may occur. A patient may not accept decisions or friendly contact from 

the one who performs painful procedures. A staff member may prefer to perform the role of 

visiting with patients to whom he or she is not required to cause pain.  
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C. Clinical situations occur where it is best to plan an explicit division of needs and roles. This is 

especially true where each of the needs is felt very strongly by the patient, and the staff 

experiences each of their roles as an emotional drain. For example, a former narcotics addiטt 

has recovered from the acute phase of a 40% third-degree burn. He becomes verbal and is felt 

to be manipulative, playing staff members off one against the other, refusing procedures unless 

his demands for increased narcotic analgesics are met. The staff is furious, guilty about their 

anger, and unable to respond to the patient's need for friendly talk. A plan is devised: 

1. The nurse least furious with the patient is assigned to him soley for talking, support, and 

ventilation. 

2. A second nurse is given sole authority regarding narcotic analgesia. 

3. The surgical staff 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 staff has been seen as a sign for a need for systems planning and 

channeled there rather than condemned. 

ICU NURSES 

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

1. Nurses have most prolonged, intense, and intimate exposure to the burned patient. 

Therefore, whatever the emotional responses evoked by a given patient, nurses will probably 

experience them at the earliest time and most intensely. 

2. Nurses form a subsystem. Nurses experiencing such responses interact more regularly and 

closely 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 "represented" than personally present at meetings. In our society, 

gender and professional roles may combine to give nurses a subordinate role, especially in areas 

of decision-making, authority, and coordination. 

B. The dangers inherent in this role are clear: 

1. As the most emotionally aroused and most isolated system members, nurses are convenient 

recipients for the unwelcome emotional responses of all team members. For example, the anger 
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felt by the entire staff at a young father of four whose burns resulted from a suicide attempt 

may be attributed solely to the nurses, who are accused of avoiding the patient, while other 

staff members deny this angry reaction in themselves. 

2. The tensions within the system are often played out at very close range in the nurses' own 

intense subsystem. 

3. Nurses tend to "burn out" much more quickly than other systems members. A system may 

passively accept such "inevitable" results as a way of equilibrating the unresolved feelings of 

other members who deny their own impulses to leave and feel heroic in their "lasting" on and 

on while nurses come and go. 

C. Management of the nurses subsystem 

ICU nurses should have a regular weekly meeting as part of their work. The meeting can be led 

by the psychiatrist, social worker, head nurse, or by the nurses themselves. The meeting has two 

goals: 

1. Subsystem goals: 

a. By virtue of their close interpersonal and physical contact with burn patients, nurses will 

experience uncomfortable emotional responses strongly and consciously. For example, they 

may have upsetting dreams of their patients, become depressed at work, or react with anger 

toward some patients or each other. Nurses often feel—and are taught—that such reactions are 

"inappropriate" to their "professional" roles. By sharing these responses, nurses will help each 

other in the difficult task of accepting their "selves" and their reactions, allowing them more 

emotional freedom to respond humanly to patients. 

b. The meeting will serve as a forum for resolving subsystem problems, such as friction between 

nurses, reactions to resignations, isolation of individual nurses from others, etc. 

2. Systems goals: 

a. Nurses will be the vanguard in experiencing and expressing emotional responses. Their 

responses will likely be similar to those of non-nursing team members. Other system members 

can be helped in clarifying their own responses by being informed of the reactions of the nurses. 

b. Nurses can best formulate their own difficulties vis-a-vis other systems members. For 

example, nurses are distraught that surgical interns remove newly placed dressings to assess 

wound progress. They are angry that the interns, with little experience, assess the wounds 

inaccurately. An episode is discussed in which an intern and a nurse recently examined a wound 

together. The anxious, but also humorous, situation of the nurse feeling he had to defer to the 
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she had to prove a nonexistent expertise to impress the nurse was reconstructed. Nurses 

supported each other in the importance of their roles as teachers. The surgical interns were 

approached and were relieved that nurses wanted to teach rather than to judge them. A plan 

for joint assessments of wounds during dressing changes was instituted by the team, 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 patient or staff member whose own personal 

problem caused the difficulty. This usually causes great anxiety, and delay in finding any 

resolution. When these situations are considered as symptoms of the system, system members 

may welcome them as opportunities to reexamine the system's operations. 

1. Staff splitting, e.g., surgeons and nurses in a battle of mutual frustrations. 

2. A series of patients refusing to cooperate with treatment regimens or threatening to transfer 

to other facilities. 

3. Patients receiving escalating doses of analgesics far beyond usual requirements. 

4. Families of patients arguing with staff members. 

5. Excessive "burn out" and turnover of nursing staff. 

It is left to each specific system and its members to evolve unique applications for their own 

special symptoms. 
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