Burn Case Study (PSLO)

Students: This case study measures your competency for the following Program Outcome: “Utilize effective communication, coordination and collaborative strategies with patients and members of the healthcare team to optimize healthcare outcomes” (Pre-licensure BSN Program Student Learning Outcome #6). This case study focuses on care for and communicating with a burn patient. Please review the policy related to PSLOs in the Student Handbook. This must be passed at 76% within 2 attempts to be successful in the course.
Please ensure that you are writing precise data that enables your professor to judge your competency to care for this client and achieve a positive patient outcome (e.g. DO NOT write hypotensive; DO write blood pressure is 80/40). This is an assignment that is designed to be final in nature to see if you have met the program's student learning outcomes. In that regard, please know your work should be based on the latest concepts/formulas you’ve learned in Med/Surg 2 (e.g., urine output formula IS NOT 30 ml/hr; IT IS 0.5 mL/kg/hr). Make all the calculations throughout. DO NOT say low urine output; calculate it.
	History and Physical

Judy Lemon is a 69 year-old female who is admitted right now through the ER. She is a trauma patient and was burned by the explosion of a paint can that was thrown into her outdoor burn pile. 

Past Medical History
MI 7 years ago
Heart failure
Meds:
Accupril 20 mg PO Daily
Lasix 20 mg PO Daily
Pravachol 40 mg PO Daily


	Nurse’s Notes

The client is awake and oriented but agitated and unable to report about the accident. Her voice is raspy, and she says she is cold. She is shivering. Hair on her head and arms are singed. She has areas of redness, waxiness and blisters covering her face, anterior neck, all her right arm, chest, abdomen, and anterior surface of her left arm. She weighs 135 pounds. She is reporting severe pain in her face, neck, and right arm.


	Vital Signs

Blood pressure (BP) is 110/52 (taken on her left thigh)
Heart rate is 132 bpm
Respiratory rate is 36






Question #1. Look at the case presented above and put the following list of interventions in order of priority. Make sure you are using your ABCD framework for help here.
1. Administer 100% humidified oxygen – Oxygen takes priority because the patient is still talking.  However, singed nasal/facial hair, raspy voice are signs that are highly indicative of airway damage and inhalation injury.  Oxygenate but also need to prepare for possibility of urgent airway intervention.  (Harding, 2023) (Concannon, 2023)
2. Prepare for endotracheal intubation – Anticipate airway swelling; Signs like hoarseness and singed nasal hairs are red flags for inhalation injury; thus, securing the airway with endotracheal intubation early is safer than an emergent intubation after the airway closes (Capriotti, 2023)(Concannon, 2023)
3. Establish IV access – Circulation (ABC) Large Bore IVs are necessary for aggressive fluid resuscitation (ATI, 2023).
4. Estimate body surface area burned – Use Rule of Nines to guide fluid replacement and care planning.  This can be done quickly, on initial assessment perhaps; after, during, prior to starting the IVs and fluids. Where this fits in the order of operations with this one intervention is a bit fuzzy because it can be done while assessing and performing other interventions.  (Harding, 2023)
5. Administer IV fluids – Circulation (ABC) Fluids are essential to maintain tissue perfusion and prevent burn shock per Parkland formula (Harding, 2023).
6. Administer IV morphine – Severe pain management is crucial after resuscitation is initiated.  Pain management is very important, but ABCs take priority.  Pain can affect heart rate and respiratory rate, so it takes priority over interventions for monitoring urinary output.
7. Initiate appropriate wound care – This is assuming that the wounds themselves are not life threatening.  Severity of wound, profound bleeding for examples would demand that this be considered with part of stabilization and a “Circulation” concern of the ABCs.  Otherwise, this can be addressed after stabilization and assessment.
8. Insert an indwelling urinary catheter – Critical to measure output and monitor fluid status using 0.5 mL/kg/hr as a target.  For Judy at 135 lbs., urinary output goal is >31 ml/hr (Capriotti, 2023).
9. Administer prophylactic tetanus toxoid – Burn wounds are prone to infection; this is standard protocol. Needs to be completed within 72 hours (ATI, 2023).


Question #2. You are the ER Nurse. You have accomplished the above interventions and now you need to continue to closely assess and monitor your client. Complete the table below with listing the assessment abnormalities you will need to NOTICE and relate.

	Assessment
	What abnormalities will you need to NOTICE? Be specific.
	What would it mean? What would you need to do about it?

	Urinary Output
	Low urinary output means at 135 lbs. < 31 ml/hr.  Urine may appear dark, cloudy, with a strong odor.   Low urinary output can be a sign for hypovolemia check for other signs of hypovolemia, elevated HR and low BP.
	Indicative of inadequate perfusion or burn shock. Low UO suggests insufficient fluid volume reaching the kidneys. Judy’s output should be ≥31 mL/hr if resuscitation is adequate. Nursing actions: Evaluate IV fluid rate – low UO means she may need more aggressive fluid infusion. Check the Foley catheter for patency. Monitor blood pressure and heart rate – low UO often accompanies hypotension in shock. If UO remains low despite fluids, notify the provider; this could mean AKI.  Conversely, high UO might indicate excess resuscitation or diuresis – nurse should assess for signs of fluid overload and maybe slow the fluids. (ABA, 2021) 

	Upper Airway
	Assessing for signs of inhalation injury by inspecting for facial burns, singed nasal hairs, soot in the mouth or nose, hoarseness, stridor, and altered voice. Progressive symptoms like increasing agitation, difficulty swallowing, or use of accessory muscles suggest deteriorating airway status. If any of these signs are present, early prophylactic intubation is recommended. 
	If assessment reveals signs that intubation is necessary, this indicates that the patient’s upper airway is at imminent risk of swelling shut. As the ER nurse, I would immediately notify the provider and prepare for rapid sequence intubation. This includes gathering airway equipment, ensuring suction is ready, administering pre-intubation medications if ordered, and assisting the provider during the procedure. I would continue to monitor vital signs closely, provide 100% oxygen via non-rebreather until the airway is secured. (Harding, 2023)

	Lung Sounds
	Adventitious lung sounds: Wheezes or coarse rhonchi; crackles (rales) at bases; diminished breath sounds in any lobe. Stridor, which is audible high pitched musical sound indicates obstruction in the upper airway.

	Wheezing, Ronchi, and crackles suggest fluid accumulation.  If Judy is intubated at this point, suctioning would be a solution.  Promptly assess the patient’s oxygenation, apply 100% humidified oxygen, and notify the provider. Diminished or absent breath sounds may signal worsening airway compromise or consolidation, prompting preparation for potential intubation and further respiratory support. (Harding, 2023)

	Core Body Temperature
	
	Hypothermia is common in the emergent phase. Judy said she was “cold and shivering” on arrival. The loss of skin (the body’s thermal barrier) causes heat loss, and shock reduces perfusion, lowering body temperature. A core temp below normal is dangerous: Hypothermia in burn patients increases mortality by worsening acidosis and coagulopathy. (Harding 2023) Keep the environment warm – use an external warming device or warming blankets, increase room temperature.   Warm IV fluids can be used. Monitor her temperature continuously (foley catheters often have temp probes or use an esophageal probe if intubated). Prevent further heat loss by minimizing time wounds are uncovered and avoiding wet dressings or exposure.  Fever in the first 24-48 hours post-burn can often be due to the hypermetabolic response, but fever after 72 hours strongly suggests infection.  (Harding, 2023)

	Extremities
	Neurovascular compromise in burned limbs: check pulses, note Absent or weak pulses, especially in the right arm.  Check for full-thickness circumferential burn on the right arm, or in any extremity distal to a deep burn. 
Skin color/temp changes especially on skin distal to burn: a hand or arm that becomes pale, cool to touch, or numb; capillary refill > 2 sec in fingers. 
Severe pain in a limb that is unrelieved by opioids, or pain with passive stretch of the fingers.
	Circumferential full-thickness burns or severe swelling can lead to compartment syndrome, especially in limbs like Judy’s fully burned right arm. This happens when stiff eschar or swelling cuts off circulation. Warning signs include worsening pain, numbness, cool skin, and diminished or absent pulses. The nurse should frequently check pulses, elevate the limb, and loosen tight dressings. If circulation seems compromised, notify the provider immediately—an escharotomy may be needed. Unrelieved pain despite opioids is an early red flag. Even without circumferential burns, severe edema can impair perfusion, so limb elevation and gentle ROM are still essential.  (Harding, 2023) (Capriotti, 2023)



Question #3. The case progresses and the physician orders fluid replacement according to the Parkland formula. Calculate the goal amount of Lactated Ringer’s solution to be infused for this client. in the first 24 hours and again for the first 8 hours. 

Judy weighs 135 lbs, which converts to 61.4 k.  TBSA is calculated by adding the following values.
1. face & ant. neck 4.5%, 2. entire right arm 9%, 3. anterior left arm 4.5%, 4. anterior torso 18%.   

 4.5+4.5+9 +18 is 36% TBSA.   

Using the Parkland formula for burn resuscitation:
Total 24-hour fluid (mL)=4 mL×body weight (kg)×%TBSA 
4 mL×61.4 kg×36=8,834 mL in 24 hours (approximately).  
Judy will need about 8.8 liters of LR in the first 24 hours after the burn. 
Half of the volume is given in the first 8 hours so.   

4.4 Liters of LR in the first 8 hours.   (Harding, 2023)(ATI, 2023)

Question #4: Explain to the husband, in lay terms, why you will be running this large amount of fluid so fast.      
Burn injuries like Judy’s cause a lot of fluid to leak out of the blood vessels and into her tissues, which can dangerously lower the amount of blood in her vessels doing the work it needs to do. Another way to understand it is her burns are not only an external injury, but they also make all her tiny blood vessels leaky. Fluid is shifting out of her bloodstream and she’s losing fluid inside her body where its moving into the wrong places and causing swelling. If we don’t replace that fluid quickly, the volume of the blood won’t be enough to maintain pressure in the blood vessels and if her blood pressure drops too much in that way it can be very dangerous.   Her organs won’t get enough blood. We’re giving her a very large amount of IV fluids to prevent that from happening” (Capriotti, 2023)

Question #5: As you are running the fluids (calculated above) into this client, please relate, with full explanation (the reason why this is the priority), the top 3 priority assessments. 

1.Urine Output – Hourly Monitoring: Urine output is the most important marker of effective fluid resuscitation in burn patients (Harding, 2023).   If Judy’s kidneys are producing urine at >0.5 mL/kg/hr (31 mL/hr), it indicates adequate renal perfusion and that our fluid infusion is working. A drop in urine output is an early warning of insufficient circulating volume or possible AKI.  Essentially, UO is a priority because it is an important guide to understand how to titrate fluids up or down to maintain the target output.  (Harding, 2023) Among all parameters, urine output is the gold standard for fluid resuscitation adequacy, so it’s my number one assessment.

2. Respiratory Status and Lung Sounds: Rapid, high-volume fluid administration can lead to fluid overload, especially in an older patient with a cardiac history.    Burn patients are at risk for ARDS and pulmonary edema if over-resuscitated.  Judy’s age and cardiac condition make her even more vulnerable to developing pulmonary edema as a complication of aggressive fluids.  A respiratory assessment is a top priority to catch early signs of overload or inhalation injury worsening. Real-time oxygen saturation monitoring is useful; She should be on continuous SpO₂. Additionally, since edema formation doesn’t spare the airway or lungs, any change in respiratory status could be life-threatening. Protecting breathing and gas exchange while flooding her with fluids is critical. (Harding, 2023)

3. Vital Signs & Hemodynamic Status (BP, HR, mental status, peripheral perfusion):  Continuous vital sign monitoring is essential as we run fluids.   Judy’s blood pressure and heart rate will tell us a lot about her response. In burn shock, BP tends to drop and HR rises. We started with BP 110/52 and HR 132. With fluids, her blood pressure should stay within normal limits MAP > 65 and her heart rate should trend down toward 100 if perfusion is improving. Blood Pressure: I’ll measure it frequently (at least every 15 minutes initially). If BP starts to fall (e.g. systolic <90, MAP <65), that’s a red flag we are not keeping up with fluid losses – I’d recommend increasing the infusion rate and alerting the team. (Harding, 2023)



Question #6: The case progresses, and your client is now intubated. She also has a new central subclavian catheter for fluid administration. Finally, she has an NG tube placed. List the top six high priority nursing interventions that you will do with this new information.

Ventilation management
Even though Judy is now intubated, vigilant airway care remains the top priority. The nurse must confirm ET tube placement by auscultating bilateral breath sounds, checking for symmetrical chest rise, and verifying tube placement with chest X-ray. Suctioning is performed as needed to clear secretions associated with inhalation injury. Ventilator alarms must be active and monitored closely. Elevate the head of the bed 30–45° and perform regular oral care.  These are essential parts of the protocol to  prevent ventilator-associated pneumonia, a common complication in burn patients (Lewis et al., 2023; ATI, 2023).

Fluids and input and output monitoring
Judy is in the acute resuscitation phase, where managing perfusion through fluid replacement is lifesaving. IV fluids must be titrated according to urine output (goal: ≥0.5 mL/kg/hr).  Strict monitoring of Input and Output. A Foley catheter ensures accurate measurement.  Frequent assessment for signs of hypovolemia and fluid overload. is critical (Capriotti, 2023; Harding, 2023).
Pain management 
Burn pain is intense and persistent. Judy, now intubated, requires continuous IV opioids like morphine or fentanyl and sedatives like propofol or dexmedetomidine. Pain must be assessed using validated nonverbal tools and balancing the need for comfort and safety. (ATI, 2023)(Harding, 2023).
GI prophylaxis and early nutrition
GI prophylaxis is an important part of preventing damage to the gastric mucosa.  Nutrition should begin within 24–48 hours post-burn to support the hypermetabolic state, reduce infection risk, and maintain gut mucosa. Proton pump should be administered to prevent Curling’s ulcers. Monitor for signs of GI bleeding. (Capriotti, 2023)(VUMC, 2024).
Infection prevention Burn patients are immunocompromised, and Judy is now at high risk for infection. Strict sterile technique is required for central line care, with routine dressing changes and hub disinfection. VAP prevention protocols (oral care, head-of-bed elevation, suctioning) must be followed. Burn wound care should be performed aseptically and monitored for signs of infection. Sepsis risk is high, so the nurse must watch for rising WBCs, temperature, and subtle signs of deterioration (Harding, 2023)(ABA, 2022).
Psychological safety
Judy’s facial swelling prevents vision, and sedation can create confusion. Regular verbal reorientation, stating who you are, where she is, and what’s happening will help reduce fear and anxiety.  Soft tone and gentle touch reinforce safety. (Capriotti, 2023; Shokre, 2024).

Question #7: During the emergent phase, J.L. experiences significant edema in burn and non-burn areas. One result is that she cannot open her eyes. She becomes agitated and is groping around on the bed. Describe how the nurse can comfort her. Include nursing interventions, collaborative care, and verbal and non-verbal interventions.

I will speak to Judy in a calm, steady voice and take time to reorient her every time I enter the room. Since she can’t see due to swelling around her eyes, my voice becomes her anchor and source of safety. I’ll remind her who I am, where she is, and that she’s not alone. I’ll explain that the swelling is temporary and that she’s in a safe environment. Using a soft and confident tone can ease her anxiety and help her feel more grounded. I’ll also need to be aware and acknowledge the fear and frustration she may be experiencing, offering reassurance through presence and consistency.  Providing physical touch can be used.  Non-verbal reassurance is powerful, especially since Judy can’t see. I will hold her hand (if not injured) or gently place a hand on her shoulder or arm to let her know someone is with her. Non-verbal communication like this can reduce her sense of isolation.   The key is to continually attempt communication and connection even if it’s one-sided, so she doesn’t feel trapped in silence. The inability to communicate causes extreme stress and frustration in intubated patients
Sometimes agitation is exacerbated by physical stressors like pain or the environment. I will assess if Judy is adequately medicated for pain and anxiety. If not, I’ll collaborate with the provider to increase her analgesia or sedation to a level where she’s more comfortable. (Shokre, 2024)


Question #8: What is Curling’s ulcer? Why is your client at risk for this? What do you need to ensure you do to prevent Curling’s ulcer in this client?  
Curling’s ulcer is an acute stress ulcer of the stomach or duodenum that specifically occurs after severe burns. There is damage done to the gastric mucosa caused by the extreme stress response following the burn. Blood flow to the GI tract is severely reduced following a major burn injury (VUMC,2023) A large severe burn diverts blood from the noninvolved parts of the body like the stomach.  This results in a ischemia of the stomach lining. The protective mucus barrier of the stomach is compromised, and the gastric acid further damages the stomach lining.  These ulcers can develop within days of the burn. (VUMC, 2023)
Judy is at risk because of the severity of her burn and likely suffered a period of hypoperfusion meaning parts of her body like her stomach were without proper perfusion and oxygenation for a period of time.  She has also been NPO and an empty stomach with acid predisposes a patient to ulcers.  Prevention of a stomach ulcer is important because bleeding or perforation can occur.  
For patients with major burns like Judy, stress ulcer prophylaxis must begin early. I would ensure she’s started on a daily PPI, such as pantoprazole or famotidine. These medications reduce gastric acid production and protect the stomach lining from erosion. Early nutrition is also beneficial. Initialing tube feeds within 24–48 hours help maintain GI integrity.  This will reduce acid buildup and improve perfusion to the gut.  (VUMC, 2023)
Additional protective measures include keeping the stomach decompressed with the NG tube and high-risk meds like NSAIDs or high-dose steroids of possible.  I’ll monitor for signs of GI bleeding like coffee-ground aspirate or melena.  


Question #9: This burns unit uses a team nursing approach including RNs and CNAs. Which of the following tasks can be assigned to the CNA?   (Nursing on Point, 2022)
a. Perform capillary blood glucose testing.   YES
b. Apply SCD’s to legs after her bath.   YES
c. Assess J.L.’s pain after IV analgesic administration. NO
d. Measure J.L.’s blood pressure using thigh cuff.  YES
e. Record urine output for the shift.  YES
f. Perform dressing changes on J. L’s graft sites.  NO

Question #10: After J.L.’s edema has subsided and her endotracheal tube has been removed, she refuses to participate in self-care and talks about not wanting to be “seen like this.” Describe ideas for therapeutic communication to help J.L.    
Ask open-ended questions and engage in active Listening.  Encourage Judy to express her feelings.  When she does share, practice active listening.  This is nodding, maintaining eye contact, and giving her space to vent.  Try to show that you are really listening by confirming and validating reasonable feelings. Validating normalizes her feelings, shows empathy, and builds trust.
Listening for red flags around self-harm and suicidality.  
Avoiding judgment or trivializing her feelings is crucial.  Research in burn care shows that acknowledging the psychological trauma and allowing patients to mourn their old appearance is an important step in coping.  (Nurse Together, 2025) Reassure the patient that her emotions are normal and use empathy and acceptance to build trust. (Shokre, 2024)   
Encourage Small Steps in Self-Care: When a patient is refusing to engage in self-care, gently encourage small steps. Giving her a bit of control in a small, non-threatening way can help build confidence.  Praise any effort she makes: “You combed your hair a little today – that’s a great start, Judy.” The idea is to set achievable goals so she can experience success, but avoid pushing too hard – if she resists, back off and try another approach later. But gentle persistence is key because engaging in care often improves body image and confidence. Encourage the patient to gradually face their changed appearance (maybe one part at a time (Nurse together 2025) (Shokre,2024). 
Positive Reinforcement and Fostering Self-Worth: I will make sure to focus on her strengths and identity beyond her appearance. For instance, involve her husband or family in reinforcing what they value about her that hasn’t changed – her sense of humor, her strength in surviving, etc.    Another strategy is to set future-oriented goals:” In fact, with her permission, connecting her to a burn support group or peer counselor can provide powerful hope. This is a collaborative intervention – I’d involve the social worker or psychologist on the team to facilitate this. Hearing someone else’s journey from acute injury to recovery can inspire her that she, too, can adapt. (Shokre, 2024) 
Therapeutic communication techniques like reflection and instilling hope can have a real impact on burn patients’ recovery, especially when used early in the adjustment process. (Shokre, 2024) found that a psychosocial empowerment program significantly improved body image satisfaction and reduced PTSD symptoms in adult burn survivors. Although the authors didn’t label specific techniques like “reflection” or “hope-giving,” the intervention centered on emotional validation, coping support, and encouragement—all of which align with those strategies. When nurses take time to reflect a patient’s feelings or gently offer hope about healing and future options, they’re doing more than comforting—they’re building trust and promoting psychological recovery. The study reinforces that how we speak to patients, especially after trauma, plays a vital role in their long-term adjustment and self-worth.
Body Image Coping Strategies and adaptive strategies.  This can be offering adaptive clothing or makeup to cover scars when possible.  (Nurse Together, 2025)
Additionally, I would practice body language that’s congruent: sitting at her eye level, not standing over her; giving her time to respond; not appearing rushed. If she cries or vents, sit in silence or offer tissues, do not immediately try to “fix” it.  Presence and a listening ear are the best therapy.

Finally, ensure that Judy has a referral to mental health professionals in place. As a bedside nurse, my continual therapeutic interactions can significantly influence her adjustment. Studies have shown that early psychological intervention and support improve body image satisfaction and coping in burn patients. (Shokre, 2024)

Make sure that you are submitting a scholarly work product. Please refer to the rubric for specific guidelines and make sure you are using in-text citations and a reference page. See the library for help with getting that right. Submit your work through the writing center if you need to.
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