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Nomogram in Appendix A 

Revised Baux Score2 
Baux Score = Age + TBSA + 17*Inhalational Injury 

Original Baux Score3 
%Mortality = Age + TBSA 

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 burn patients admitted that meet the palliative care triggers. 
 

III. Predicted Mortality 
 

 
 
 
 
 
 
 
 
 
 

Burn specific mortality is most 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. Modern 
burn surgery and critical care have substantially improved outcomes for burn patients, 
with the LD50 Baux Score now exceeding 100 at most burn centers. It is important, 
however, to remember that for our elderly population (>60) a revised Baux score > 100 
is associated with a 69% mortality rate.10 Additionally, mortality data can be roughly 
confirmed using the Age and TBSA mortality data provided by the National Burn 
Repository (Appendix B).  

 
In a recent study published in the Journal of Burn Care and Research, looking at 
predictors of death among the elderly population, they found that in patients > 60 had 
an average mortality rate of 9.4% for all comers compared to 2.0% in patients <60. In 
the patients > 60 who died their average age was 75 and their average Baux score was 
113. For older patients that survived the first 72 hours, most died from complications 
related to their baseline comorbidities.7 

 
Another study looking at predictors of death in burn patients found that complications 
increased mortality rate.8 Presence of an identified complication (other than death) 
increased the odds ratio of death by 3.023.  This study also found the following: 
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• The most common complications were pulmonary and infectious. 

• The most important complications that were found to contribute to an 
increase in mortality were: 

o Cardiovascular 
o Neurologic 
o Renal 
o Pulmonary 

• All complications were more common with an associated inhalation injury 

 

 

IV. Evaluating Risk of Mortality in Burn Patients 
All patients will have a burn specific mortality calculated on admission, as well as a frailty 
score, and should be discussed on rounds. 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, 
the burn specific mortality should be included in the discussion. 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) 

 
In the setting of patients admitted with Toxic Epidermal Necrolysis TENS) a Severity-of-
Illness Score for Toxic Epidermal Necrolysis (SCORTEN) should be calculated within 24 
hours of admission. Scores of 4 or greater are associated with a mortality rate of 
approximately 60% and those with a score of 5 a mortality rate >90. The score can be 
calculated using the following table (Appendix C). 

 
Significantly higher frailty scores have been studied and shown to be associated with 
burn non-survivors (score of 5.2 versus 4.4 in survivors). Patients with a frailty score 
averaging 5.34 are associated more often with the patient being admitted to a SNF 
(important to discuss with goals of care). Patients discharged to home tend to have lower 
frailty scores (4.1) as are those admitted to an acute rehab facility (4.0). This score is felt 
to give a more complete assessment of elderly patients and may assist in decision 
making. In a study by Romanowski, et al, independent of the patient’s age the TBSA, 
presence of inhalation injury and higher frailty scores were all associated with death. It is 
important to remember that the patient’s chronologic age often does not predict the 
patient’s physiologic age.10 
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Frailty scores using the above score should be calculated on admission and 
documented in the history and physical using the following: 

 

 

V.   Indications for Palliative Care Consultation 
The Burn and Palliative Care Teams recommend Palliative Care consultation in all patients 

who meet the following criteria.  
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Mandatory consults are appropriate only by patient/family request. PC consults should 

ideally be placed within 72 hours of admission. 

 

Timing of consults: 

Urgent and symptom control consults will be staffed same day. 
Non-urgent and routine goals of care consults should be placed Monday – Friday between 
7 am and 4 pm 
 
Guidance on Triggers: 
Urgent consults: 

• End-of-life care (imminent or anticipated in the coming 24-48 hrs.) 

o Includes cultural, religious, unidentified surrogate, or complex family 

dynamics if a decision needs to be made in < 12 hrs. 

• Uncontrolled symptoms (pain, nausea/emesis, anxiety) 

• Transfer to the PCU 

• Urgent Hospice Discharge 

 

Non-Urgent consults: 

• Routine Goals of Care discussion with the patient and the family with 

documentation on the patients chart 

• Assistance with identification of a surrogate 

• Code status discussions 

• Patient/family requests palliative care 

• Prolonged hospitalization (> 1 month) with high risk based on their burn specific 

mortality and pre-hospitalization co-morbidities 

 

Information wanted for a palliative care consult 

1) Prognostication Information: 

a) SCORTEN Score: 

b) TBSA %: 

c) Baux Score: 

d) Life Support: pressors, CRRT, ventilator, LVAD, etc. 

e) Prognosis: Best/worst case 

2) Psychosocial: 

a) Risk factors: psychiatric illness, substance use disorders, social support 

3) Advanced Care Planning 

a) Code Status: 

b) Pre-existing Advance Care Directive: 
c) Identified surrogate decision maker or next of kin named/contact: 

d) Has the patient and/or family been informed of prognosis: 
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e) Burn Team/ICU teams’ recommendations on care plan 

 

Joint Family Meetings: Ideally, PC consult team should be notified 24 hours prior to 

scheduling a family meeting. 

 

Family Meeting Process  

I. 1. The burn and PC team will pre-meet before formal family meetings to ensure all 

members of both burn and PC team updated: 

1) Aware of the purpose of the meeting 

2) Agree with what treatments will/will not be ordered 

3) Understand prognosis (best- and worst-case outcomes) 

4) Determine who is leading the meeting (who says what) 

 

Recommended Meeting Agenda: 

• Introductions 

• Agenda Setting 

• Updates in hospital Course including: 

 Operative plan 

 Physiological status/prognosis 

 Pain management 

 PT/OT plan/difficulties with participation 

 Nutritional plan/difficulties 

 Anticipated discharge date and location 

• Unit Expectations/Rules/Boundaries - behavior issues 

• Patient/Family Questions 

 

Goals of Care: 

• Whenever possible, a goals of care conversation should be undertaken on admission 

with the patient (when possible) as well as the family, especially if the patient meets 

palliative care consultation criteria. This discussion should be clearly documented in 

the patient’s chart including the date, time, and who was present regarding that 

conversation.  
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Palliative Care consultation is indicated in the following situations: 

• End-of-life care (imminent or anticipated in the next days) 

• Goals of care are conflictual, unclear or unarticulated (patient or family has difficulty expressing 
themselves, conflict between family, patient, and or providers regarding goals of care) 

• Patient or family members request palliative care 

• Prolonged hospitalization (> 1 month) with high risk based on their Burn Specific Mortality and pre-
hospital co-morbidities 

• SCORTEN >/= 4 

• Modified Baux score >/= 100 (especially for patients > 60 years of age) 

• Modified Baux score >/= 70 and 2 or more of the following: 

o Impending or likely decisions to escalate intervention or treatment (e.g., amputation, 
tracheostomy, PEG, hemodialysis, CPR, vasopressors, further surgeries) 

o Family unclear about treatment options 

o Discord among family 

o Patients > 60 years of age 

o Lack of congruence between the medical plans with the patient’s values 

o High burden of medical comorbidities impacting person’s life (e.g., COPD, CHF, DM, 
dementia) 

o No longer meeting milestones with healing, engraftment, or therapy 

o Unclear treatment goals or goals of care poorly congruent with the patient’s values 

o Frailty score on admission > 5 

 
 
 

VI. 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 be provided by another Burn 
attending.  
 
If all agree that treatment should focus on comfort only or that 
lifesaving/sustaining measures should be withdrawn, the case    may be brought to 
the attention of the Burn Director or the Burn ICU Medical Director if additional 
input would help with the final decision. Additionally, a palliative care consult can 
be obtained to offer an additional opinion.  

 
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 
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comfort only or that lifesaving/sustaining measures should be withdrawn, the case 
may be brought to the attention of the Burn Director or the Burn ICU Medical 
Director if additional input would help with the final decision. Additionally, a 
palliative care consult can be obtained to offer an additional opinion.  
 

Remember, a “Comfort Care Orders” 
order set exists on EPIC. 

 

For both emergent and non-emergent cases, once they have been appropriately 
reviewed and a family discussion has occurred (whenever possible), 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 any additional involvement by palliative care, the Burn director or the Burn ICU 
Medical Director.  
 
Consideration in the non-emergent cases should be discussed regarding the use of 
a hospice scatter bed (or hospice in place). Any hospital bed can be converted into 
a hospice bed. This takes place when a patient, or their family, chooses hospice 
care but the patient is too unstable to transport to home or a hospice facility. 
Patients will receive hospice care from the existing staff that they’re familiar with 
and family members will receive their elected benefits. A hospice vendor will 
partner with clinical staff and assist in supporting the family for end of life and 
bereavement care. The Palliative Carer team is available assist with the logistics of 
hospice in place during routine hours (Monday through Friday, 8AM to 4:30 PM) 
following consultation. Below is the Hospice Scatter Bed Quick Start Guide link. 

 
https://www.vumc.org/eolcare/sites/vumc.org.eolcare/files/Hospice Scatterbed Tip Sheet eStar.pdf 

 

 

 

 

 

 

 

 

 

 

 

 

 

https://www.vumc.org/eolcare/sites/vumc.org.eolcare/files/Hospice%20Scatterbed%20Tip%20Sheet%20eStar.pdf
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Appendix A: Revised Baux Score Predicted Mortality Nomogram 
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Appendix B: NBR Mortality by Age/TBSA 
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Severity-of-Illness Score for Toxic Epidermal Necrolysis (SCORTEN) 

Risk Factor*                     Points 

 0 1 

Age < 40 years ≥ 40 years 

Associated cancer No Yes 

Heart rate (beats/minute) < 120 ≥ 120 

Serum blood urea nitrogen 
≤ 28 mg/dL (10 

mmol/L) 

> 28 mg/dL (10 

mmol/L) 

Detached or compromised 

body surface 
< 10% ≥ 10% 

Serum bicarbonate 
≥ 20 mEq/L (≥ 20 

mmol/L) 

< 20 mEq/L (< 20 

mmol/L) 

Serum glucose 
≤ 250 mg/dL (≤ 

13.88 mmol/L) 

> 250 mg/dL (> 

13.88 mmol/L) 

The more risk factors present, the higher the SCORTEN score,  

and the higher the mortality rate. 

 

• 0–1 = 3.2% (CI: 0.1 to 16.7) 

• 2 = 12.1% (CI: 5.4 to 22.5) 

• 3 = 35.3% (CI: 19.8 to 53.5) 

• 4 = 58.3% (CI: 36.6 to 77.9) 

• ≥ 5 = > 90% (CI: 55.5 to 99.8) 

CI = confidence interval. 

 

Appendix C - SCORTEN 


