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I. Population: 
Adult Burn patients  

  
II. Purpose:   

Provide standardization in the prevention of stress ulcers. 
Provide standardization in the care of GI bleeding. 
 

III.  Background 
Background: The incidence of gastrointestinal bleeding in critically ill patients is 
estimated at 1.5 to 8.5%  (1-5).  Stress ulceration in the GI tract begins early after a large 
burn injury has been sustained.  Endoscopy performed within 72 hours after a major 
burn revealed acute mucosal abnormalities in greater than 75% of patients in one study 
(6).   

Situations that place patients at increased risk of gastrointestinal hemorrhage include 
critical illness requiring mechanical ventilation > 48 hours, coagulopathy, organ failure, 
shock, and a prior history of gastrointestinal hemorrhage.  The pathogenesis of stress 
ulceration is thought to be decreased mucosal blood flow with subsequent tissue 
ischemia (7).   

Complications arising from stress ulcer prophylaxis include pneumonia, Clostridium 
difficile infection, osteoporotic hip fracture and decreased bioavailability of medications 
such as clopidogrel.  Additionally, due to poorly defined indications for stress ulcer 
prophylaxis on patients not in the intensive care unit, there is a significant cost burden 
to the healthcare system due to routine use.   

Enteral nutrition improves mucosal blood flow to the GI tract and is protective against 
GI bleeds. Enteral nutrition has been used in multiple studies as the only source of stress 
ulcer prophylaxis in patients at risk for gastrointestinal hemorrhage (7,8,8).  However, 
the studies are limited by the lack of randomization and are mostly retrospective in 
nature.   

IV.  Indications for Prophylaxis 

 
HIGH RISK:  ALL PATIENTS TO RECEIVE PROPHYLAXIS 

• Mechanical Ventilation >48 hours 
• TBSA > 20%; prior to complete surgical coverage and excision of burns 

• Coagulopathy (Platelets <50,000m3, INR >1.5, PTT >60) 
• History of previous GI hemorrhage 
• Current outpatient PUD treatment or prophylaxis  
• Acute CNS injury (SAH/CVA – hemorrhagic or ischemic)  
• Sepsis with organ dysfunction 
• Vasopressor/inotropic Rx 
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MODERATE RISK:  CONSIDER PROPHYLAXIS 

o Chronic NSAID or aspirin use 
o High dose prolonged steroid Rx  
o Burns < 20% TBSA prior to complete surgical coverage and excision of burns 

*Consider discontinuation of therapy when patient BOTH 

o Has no high risk factors (see above) AND 
o Tolerating goal oral/enteral nutrition 

**Use Prilosec PO/PT, or Nexium IV if the patient was taking a PPI at home. 
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Enteral access (tolerating TF) Without enteral access (OR not tolerating TF) 

(-) Gross Blood (+) Gross Blood (-) Gross Blood (+) Gross Blood 

Famotidine 20mg PT 
q12h 

 
(q24h for CrCl<50ml/min) 

Omeprazole suspension 
20mg PT q24h 

Famotidine 20mg IV q12h 
 

(q24h for CrCl<50ml/min) 

Esomeprazole 40mg IV 
24h 
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