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Guidelines for Initial Evaluation of the Adult Burn Patient with >20% TBSA

If not already completed
upon your arrival, stop
the burning process and
then proceed through the
initial and secondary
examination per ATLS
guidelines.

Consider inevitable
swelling when placing
ETT and IV catheters.

Burn Team consulted or called for
TC4 Activation

v

Burn ICU Admission

v Y

To avoid complications
(ARDS), utilize 4-6 ml/kg
of ideal body weight tidal
volume to prevent alveolar
micro vascular injury
associated with larger tidal
volumes. Utilize higher
levels of PEEP or
extended inspiratory times
to prevent oxygen toxicity
by decreasing FiO2 and
substituting with alveolar
recruitment. Maintain
plateau pressures < 35
cmH20.

Consider inhaled heparin
and albuterol treatments.

All attempts to wean FiO2
as low as possible, as
quickly as possible should
be made to reduce risk of
oxygen toxicity.

Consider proning and
ECMO when PF ratio is
<150.

Possible No Inhalation
Inhalation Injury
Injury
Bedside Begin fluid
bronchoscopy resuscitation
if clinically per protocol
indicated -3 and send
sickle cell
screen to
lab ASAP

Lactated Ringers is the fluid
of choice for ALL burn
patients

Y

If not contraindicated, start on
enoxaparin for DVT prophylaxis,
with routine Xa level monitoring per
Burn MOD

If not contraindicated, order
Mupirocin (instead of Nozin) to
bilateral anterior nares BID x 5 days
for nasal decolonization

Consult PT, OT, Life Stress,
Psychiatry, SW, CM, PM&R, and
Dietary as needed

Percent closure of burn
wounds at time of discharge
is required on all discharge
documentation.

Assess Tetanus vaccination
status on all patients and
update as necessary.

v

If admitted for >30 days, send a
nasal swab on the 30™ day, if
MRSA+, repeat decolonization with
Mupirocin to bilateral anterior nares
BID x 5 days

A Lund and Browder
Diagram MUST be
completed for ALL burn
patients
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