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I. Population: 
Adult burn patients with major burns (typically considered >20%TBSA) represent a 
major physiologic stress and injury burden. Care of these patients is complex and 
requires a long term interdisciplinary approach beyond burn critical care and burn 
surgery1. While length of stay has decreased over the last several decades, a typical 
rule of thumb is 1 day admission per %TBSA. Patients and their families often have 
difficulty envisioning successful recovery in the setting of major burns and should be 
counseled regarding long term recovery. Peer support is useful in the long term, but 
goals of care decisions are largely made prior to its availability.  

 
II. Indications:  

All major burns meeting the requirements for Resuscitation Protocol (>20% TBSA) or 
admitted to the Burn Intensive Care Unit  

 
III. Predicted Mortality  

Burn specific mortality is most commonly accounted for using the revised Baux 
score. The original Baux score, described anecdotally by Professor Serge Baux in 
1961 has been revised using the national burn 
repository data to the modern Revised Baux 
score, which should be used for all patients 
undergoing resuscitation. Modern burn surgery 
and critical care has substantially improved 
outcomes for burn patients, with the LD50 Baux 
Score now well exceeding 100.  All patients will 
have a burn specific mortality calculated on 
admission and discussed in ICU rounds as part 
of the normal resuscitation protocol. Burn 
specific mortality will be calculated using the revised Baux score2 as a framework for 
discussion, although providers should understand that this method is limited and 
does not directly account for patient comorbidities. Predicted mortality using the 
revised Baux score is calculated using a logit transformation (Log transformation of 
the Odds Ratio) and as such must be obtained using a calculator, or the provided 

nomogram. (Appendix A) In the 
event that the patient or their 
surrogate are considering 
withdrawal of care or comfort 
measures only, this mortality 
should be included in the 
discussion and any provider 
concerns about the accuracy of the 
predicted mortality should be 

discussed as well (i.e. patient comorbidities, special circumstances). Additionally, 
mortality data can be roughly confirmed using the Age and TBSA mortality data 
provided by the National Burn Repository (Appendix B)  

 

Original Baux Score3 
%Mortality = Age + TBSA 

 
 

Revised Baux Score2  
Baux Score = Age + TBSA + 

17*Inhalational Injury  
 
 

Nomogram in Appendix A 
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IV. Indications for Palliative Care Consult  
Palliative Care consultation should be considered in all patients that are undergoing 
resuscitation or are admitted to the BICU, but is only mandatory in the setting of 
very severe burns (TBSA >75%), patients failing their resuscitation or by 
patient/surrogate request. 
Palliative Care consultation 
should not be viewed as 
‘consultation for 
withdrawal of care’, but 
rather as consultation for 
assistance in management 
patient comfort, goals of 
care and expectations of 
care.  
 
Ideally, palliative care 
consultation will occur in 
identified patients on 
hospital day (HD) 3 with a 
plan for a meeting 
between palliative care, 
the burn team and the 
patient/surrogate on HD4.  

 
 
 
 

 
 

  

TBSA > 20% 
Or admitted to BICU 

Days 0-2:  
Palliative Consultation at 

BICU/Burn Surgery 
Discretion  

Day 3: 
Consider Palliative 
Care Consultation   

Mandatory Day 3 
Consultation:  

  
All TBSA > 75% 

Failure of resuscitation* 

Patient/Surrogate Request 

 
 

Optional Day 3 
Consultation:  

  
Significant Comorbidities 

Complex family/social 
dynamic or low health 

literacy 

Attending discretion 

Day 4 – Palliative Care Meeting 
Attendees: BICU Attending, Burn Surgeon or Fellow, Palliative 

Care Attending, Nurse Practitioner 

Palliative Consult Initiated 



 4 

 
 

V. Procedures for Comfort Measures Only   
For all emergent cases, as judged by the attending provider, comfort measures only 
may be initiated in the setting of patient/surrogate choice or medical futility only 
after agreement between the Burn ICU attending and the Burn Surgery attending. In 
the setting that the attending represents both Burn ICU and Burn Surgery, it is 
recommended that an additional opinion from an in-house provider is 
recommended (most commonly the Trauma Surgery Attending).  
 
For all non-emergent cases, if a BICU or Burn Surgery provider feels that comfort 
measures only is an appropriate medical decision, and that the patient or their 
surrogate would like to pursue this, it should be discussed with both the BICU and 
Burn Surgery attendings. If all are in agreement that treatment should focus on 
comfort only or that life-saving/sustaining measures should be withdrawn, the case 
should be brought to the attention of both the Burn Director AND the Burn ICU 
Director. If either of these individuals are directly involved in the care of the patient 
discussed, and appropriate uninvolved surrogate attending will be identified and 
asked to review the case.  
 
Once the case has been appropriately reviewed and a family discussion has 
occurred, a separate note will be created reviewing the decision making process by 
the primary attending. This should include predicted mortality, factors affecting the 
accuracy of the predicted mortality (i.e. significant comorbidities), factors affecting 
the decision to withdraw life sustaining measures, events leading to the decision, 
details of the family meeting conversation, and confirmation that the case has been 
reviewed by all attending providers involved in the care of the patient as well as the 
Burn and BICU directors.  
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Appendix A: Revised Baux Score Predicted Mortality Nomogram 



 7 

 
 

Appendix B: NBR Mortality by Age/TBSA 
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