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Introduction: Burn Intensive Care Units (BICU)s are 
resource-heavy and labor-intensive units with very sick 
patients. The removal of burns as a requirement from the sur-
gical curriculum has decreased the number of rotating sur-
gical trainees, but did not impact patient care needs. Our 
unit adopted an Advanced Practice Provider (APP) service 
model in fiscal year 2018 to provide consistent standardized 
clinical care, with surgical trainees rotating monthly, to mit-
igate the loss of residents over time. We aimed to critically 
evaluate the impact of an APP run BICU on mortality and 
quality improvement initiatives.
Methods: Patients were identified using Institutional Burn 
Center registry, and linked to the clinical and administra-
tive data. All patients admitted to the BICU between July 
1, 2016 and June 30, 2020 were eligible for inclusion. All 
central line associated blood stream infections (CLABSI), 
catheter associated urinary tract infections (CAUTI), venti-
lator associated pneumonias (VAP) and mortality rates were 
compared. Demographics, length of stay (LOS), co-morbid 
conditions and mortality were evaluated. Statistical analysis 
was performed with Students’ t-test, and chi-squared tests. 
Significance was accepted as p< 0.05.
Results: There were no significant differences in admission 
rates over the study period. The number of CLABSIs signifi-
cantly decreased each year (15 (2017), 6 (2018), 5 (2019), 3 
(2020)). The number of CAUTIs significantly decreased ((13 
(2017), 6 (2018), 1 (2019), 3 (2020)). The number of VAPs 
significantly decreased ((15(2017), 12 (2018), 7 (2019), 3 
(2020)). Mortality was unchanged from 2017-2019 but sig-
nificantly decreased in 2020 ((2.2% (2017), 2.4% (2018), 
2.5% (2019), 0.9% (2020)).
Conclusions: There were no significant differences in admis-
sion rates over the study period. The number of CLABSIs sig-
nificantly decreased each year (15 (2017), 6 (2018), 5 (2019), 
3 (2020)). The number of CAUTIs significantly decreased 
((13 (2017), 6 (2018), 1 (2019), 3 (2020)). The number 
of VAPs significantly decreased ((15(2017), 12 (2018), 7 
(2019), 3 (2020)). Mortality was unchanged from 2017-
2019 but significantly decreased in 2020 ((2.2% (2017), 
2.4% (2018), 2.5% (2019), 0.9% (2020)).
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Introduction: Burn injuries are life-threatening conditions 
consisting of elevated oxidative stress, severe inflammation, 
and an increased hypermetabolic and catabolic state. It is 
recommended to start enteral nutrition (EN) early in the 
burn injured patients. These patients undergo many opera-
tions, and with stopping of EN the intermittent caloric deficit 
multiplies.  This leads to increased risk of negative outcomes. 
We sought to analyze the efficacy of continuing EN feedings 
during burn surgeries to maximize caloric intake while also 
evaluating for adverse outcomes such as pneumonia.
Methods: A retrospective chart review of intraoperative 
feeding and pneumonia rates in pediatric and adult burn 
patients admitted during 2011-2017 to a regional burn 
center was conducted. Inclusion criteria included patients 
with secured airway via endotracheal tube or tracheostomy, 
mechanical ventilation for at least four days, and those who 
received EN during operations. The 2017 National Burn 
Repository (NBR) was used as the control population with 
mechanical ventilation ≥4 days and a yes/no pneumonia di-
agnosis.  Our assumption was that these patients likely did 
not receive intraoperative EN as this is not standard protocol 
at this time.
Results: 67 patients from our center and 779 NBR patients 
met inclusion criterion. EN were provided in 49-79% of 
total operations in the study group. The study group had a 
longer length of stay (LOS: 62 ± 34.4 vs 41 Days ± 31.7; p< 
0.0001), Ventilator days (39 ± 28.9 vs 23 ± 43.9; p< 0.0001) 
and total body surface area burn percentage (TBSA: 36 ± 21 
vs 31 ± 23 p-0.029).
The relationship between pneumonia, inhalation injury, 
COPD, diabetes, and current smoking status was examined 
in the case population. The odds of a patient with inhalation 
injury developing pneumonia was 2.83 times greater than 
a patient without an inhalation injury. There was a higher 
pneumonia rate in the study group compared to control pop-
ulation (56.7% vs 18.9%; p< 0.0001). However based on a 
multinomial logistics regression analysis, there was no statis-
tically significant association between intraoperative feeding 
and pneumonia in the study group (p-0.597). 
Conclusions: We found a significant difference in the oc-
currence of pneumonia in our patient group compared to the 
NBR population, but our patients had higher LOS, venti-
lator days and TBSA burns. This suggest that our study group 
may have had higher acuity increasing risk of pneumonia. 
Our pneumonia rates do correspond with the rates reported 
from other comparable populations of burn patients. Despite 
this we did not find and association suggesting intraoperative 
feedings as the cause. 


