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Introduction: Competencies in healthcare are used to teach
practice standards, to establish expectations for professional
growth, and to evaluate and improve the effectiveness of ed-
ucational programs. Benefits of early mobilization of Burn
Intensive Care Unit (BICU) patients include improved
ICU related weakness and delirium, range of motion, and
decreased length of stay while promoting functional in-
dependence. A rehabilitation competency was developed
for early mobility with the patient in the BICU using na-
tionally agreed-upon standards for competence. By design
this competency for BICU early mobility is part of a tiered
training structure, with the burn rehabilitation and pediatric
competencies serving as additional tiers of burn therapist
training at our organization. The goal of this competency is
to provide direct therapist training, including alignment with
the inter-professional team involved with this intervention.
Methods: A pretest was issued regarding BICU early mo-
bility competency. The pretest asked the therapist to indicate
their perceived level of competence in the areas of functional
mobility, indications and contraindications of BICU early
mobility, Respiratory Care Provider (RCP) protocols and
documentation of BICU early mobility. Based on the results
of this pretest, it was identified that BICU early mobility
would be prioritized as the next training tier. The BICU Early
Mobility Competency was created in Competency Based
Orientation (CBO) format, including nationally agreed-
upon standards for burn therapist competence. The method
of this training is designed to occur with an ongoing patient
case study for validation, with the CBO as the teaching tool.
Results: Creation of this competency as part of a tiered
training allows our burn center to have an educational pro-
gram which aligns with the nationally agreed-upon standards
for burn therapist competence. Creation of this competency
resulted in direct communication channels between rehabili-
tation, RCP, nursing and physician teams.

Conclusions: This tiered system allows for time man-
agement of the validator signing off on competencies, and
encourages use of current resources and literature in the areas
of burn therapist competence and professional development.
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Introduction: An increase intolerance to weight-bearing
or ambulation was noted when second degree burns were
sustained in the lower extremities, specifically knee distally.
Patients were noted to request additional pain medication
and/or additional time in the bed, which are not this burn
center’s burn rehabilitation activity protocol.

Use of double ace wraps, from knee distally, was initiated to
increase patient’s participation in burn rehabilitation therapy.
A retrospective chart review was used to determine if there
were similar factors could be identified to anticipate use of a
lower extremity double ace wrap.

Methods: Retrospective chart review from July 2020 to
August 2021 was performed to identify lower extremity
burns. Inclusion criteria included: age 13 or greater;
admitted to this burn center w/LOS greater than 24 hours,
received burn rehabilitation therapy; second and third degree
burns located below the knee; and pre-admission status of
independent ambulator.

Chart review included 104 patients, with criteria met by 19
males and 5 females. The average age was 38.9 years with
a range of 13 to 78 years. Length of stay ranged from 1 to
30 days and pre-exiting medical history included diabetes,
type II in 8.3% and hypertension in 16.7% of the patients.
The TBSA ranged from 1.15% to 42%. Surgical procedures
of BWE w/dermal/epidermal skin substitute application
from knee distally, occurred in 50% of the patients; 37.5%
underwent BWE w/allograft and within 5-7 days underwent
meshed split thickness skin grafts; 4% underwent BWE with
placement of xeroform. 8.3% did not require surgery.
Results: All patients involved in the study required use of
double ace wraps during hospital stay. Duration of use of
double ace wraps depended on subjective report of abnormal
sensations. Use was required mainly in the acute phase of
burn injury prior to autografting, in partial thickness burns
that underwent surgical procedure for application of dermal/
epidermal skin substitute, or in patients that did not require
autografting.

Patient’s verbalizations of abnormal sensations with attempts
to immediately weight bear or ambulate included: shooting
pain, stinging pain, throbbing sensation, pins and needles.
Reports of abnormal sensations and increased compliance
with burn rehabilitation therapy was noted immediately fol-
lowing application of double ace wrap.

Conclusions: Burn Rehabilitation therapy protocol now
includes close identification of superficial or deep second
degrees located distally to the knee and patient’s verbal
descriptions of abnormal sensations with attempts to place
feet into a dependent position. Burn Rehabilitation therapy
has developed a wearing schedule of the double ace wrap
which has resulted in no adverse effects and positive patient
compliance and participation.
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