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What is a Clinical Pathway? Childrens

An evidence-based guideline that decreases unnecessary variation and helps promote
safe, effective, and consistent patient care.
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Objectives of Pathway Childrens

To decrease variability in the management of patients with burns
To appropriately triage, diagnose and classify burns in the pediatric patient

To provide appropriate burn care management for inpatients, including fluid
resuscitation, dressing changes, and pain management

To better delineate discharge criteria for admitted burn patients
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Why Is Pathway Necessary? “=®Childrens

* Burn injury can range in severity from superficial and able to be treated at
home, to a full partial thickness, to full thickness requiring higher levels of care
and burn specialty centers.

« Currently at CCMC, no standardized approach exists for the management of
the burned child from the ED, admission criteria, management while inpatient,
discharge criteria and follow up recommendations

Standardization will help to:
« Set expectations for patients, families and providers
» Assure all burns are treated the same by all providers

» Delineate criteria for admission, transfer and safe discharge of patients with
appropriate follow up
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Depth Cause Appearance Sensation Healing Time (days)
Superficial Ultraviolet exposure Dy, red Painful 3-6
Very short flash Blanches with pressure
Superficial partial Scald (spill or splash) Blisters Painful to 7-20
thickness Short flash Maist, red, weeping temperatura and
Blanches with pressure air
Deep partial Scald (spill) Blisters (easily unroofed) Perceptive of =21
thickness Flame Wet or wany dry pressure only
Oil Variable color (patchy to
Grease cheesy white to red)
Does not blanch with pressure
Full thickness Scald (immersion) Waxy white to leathery gray to Deep pressure only Mever (if 2% TESA)

Flame
Steamn
Qil
Grease
Chemical
Electrical

charred and black
Dry and inelastic
Mo blanching with pressure

Second

thickness

Degree -
Deep patrtial

Third Degree —
full thickness

Second
Degree-
Partial
thickness

First Degree
- superficial
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Burn Classifications Childrens

Table 2. Classification of Burn Severity.*
Criteria and Care Minor Burn Moderate Burn Major Burn
Criteria
TBSA <10% in adults, <5% in 10-20% in adults, 5-10% in >20% in adults, >10% in children
children or elderly, <2% children or elderly, 2-5% and elderly, >5% for full-thick-
for full-thickness burn for full-thickness burn ness burn
Other Low-voltage burn, suspected High-voltage burn, chemical burn,
inhalation injury, circumfer- any clinically significant burn
ential burn, concomitant to face, eyes, ears, genitalia, or
medical problem predispos- major joints, clinically signif-
ing to infection (e.g., diabe- icant associated injuries (e.g.,
tes, sickle cell disease) fracture, other major trauma)
Care Outpatient management Admission to a hospital with ex-  Referral to a burn center
perience in managing burns

* TBSA denotes total body-surface area. Data are from the American Burn Association®” and the American College of
Surgeons.>®
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Basics of burn care b
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“A moist environment for the wound accelerates healing by preventing cellular
dehydration and stimulating collagen synthesis and angiogenesis....”
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CLINICAL PATHWAY: THIS PATHWAY

SERVES AS A GUIDE
AND DOES NOT
Burn REPLACE CLINICAL

JUDGMENT.

sion Cr to the ED with burn injury
Exclusion Criteria: Az determined by provider
Y

il Evela
+  Triage per EDpromcal
«  MD/APand RN ef rapi i physical
«  Describe the burn:
area with Partial Thickness/Full Thickness burns (see Appendix A)
*  Bum Depth—Superfical, Partial Thickness, Full Thickness (FT)

+  >25%TBSA (Level 1 activetion) : " et :
: Mn-dm-mc:amw-.m
= Associated major trauma :
Minor (<5% TBSA)
or Moderate Severe (>10% TBSA)?
(5-10% TBSA)
Pein Medications. [+ Ifbum >25%, Trauma team activation
. ng/ig IV qBhr {max 15 meg/dose) PO 10mg/kg/ gbhr (max800 | [*  Immediate Trauma consuit
mg/dose)
= o , N
4000 mg/day) *  Labs per trauma team
= Morphine IV 0.05 mg/kg g3hr PRN [max per dose: infants: 2 mg/dose; 1-6yr old: 4 mg/dase; 7-12yr | |*  Reliable IV access and start isotonic crystalloid
old: 8 mg/dase; »12 yrs: 10 mg/dase) per Parkland formuia
«  Fentanyl Intranasal 1-2 mcg/kg x1 (max 50 meg/dose) if no IV access ©  Parkiand formula: 2 mL x %TBSA x body
weight (kg); % of this volume given over
. . _ S T—— i
This is the Pediatric Burn Clinical Pathway. LSRRI
*  Assess the need for Tetanus vacci Tetanus \pp B) Consider:
s Transfer to regional bum center
Consultations/Notifications: +  Fasciotomies for circumferential FT burs
= If>5% TBSA: Local Fire Marshal and complete Burn Injury ting Form (see «  Cyanide antidote (Cyanokit) for those with
Appendix C) . inhalation injury {eg, dlased space, house fire]
. . . . . fnn:;’nf‘;mﬂm%l;)‘f R i - mmamw
We will be reviewing each component in the e e o ~

following slides.

o
«  Acctaminophen PO 15 mg/kg/dose ghr PRN (max e/day

- PRN (max
[ 1 d PO 0.1 me/k PRN (o

PRN

«  Hmaintenance IVF is required, use D5 NS with KOI 20 mEg/L
«  Regular diet {if not going to OR for debridement]
Conzider NGT for o i

Burn wound care:

burn focati discrati
. m\,l'dh.mgmapwum ing by Ped Surg, then RN
« Mepiex Ag or Mepitel Ag may be applied and left in piace for 7 days

L2

ion complete,

545-9520, 1* availabie appointment)

CONTACTS: BRENDAN CAMPBELL, MD, MPH | SAMANTHA PELOW, APRN | JEN TABAK, RN, MSN

LAST UPDATED: 12 4999




Initial care:

* Work up includes:
« History and physical
* Burn description (TBSA, burn
depth)
Other exams should be

considered based on
presentation or mechanism
ED classification of burn type (Minor,
Moderate or Severe)
» |If severe page Pediatric Surgery
If not already present in the
event of trauma activation

CLINICAL PATHWAY:-
Burn

ting to the ED with burn injury )

( Exclusion Criteria: Az determined by provider
>h¢y"ﬁ=

A 4
Toitisl Evaluati

|- Triage per ED protocal
Inclusion Criteria: Infants and children presenting to the ED with burn injury
Exclusion Criteria: As determined by provider

L Y

P Sent in Resuscitation Reomif:

Initial Evaluation:
Triage per ED protocol
MD/AP and RN to perform brief rapid assessment history & physical
Describe the burn:
. Total Body Surface Area (TBSA) — use Lund and Browder Chart to accurately determine % of body surface
area with Partial Thickness/Full Thickness burns (see Appendix A)
. Burn Depth — Superficial, Partial Thickness, Full Thickness (FT)

Place patient in Resuscitation Room if:

>25% TBSA (Level 1 activation)
Suspected inhalation injury (diagnose using flexible bronchoscopy) and consider cyanide poisoning
Altered mental status or LOC at scene or in ED
Associated major trauma

* ¥
Appendix C]
»  Consult Pedi Surgery/Trauma (850-220-4311) if:
= >5%TBSA partial thickness burn, any full thickness burn or provider discretion

Suspe ysical Abuse Pathway)
Minor (<5% TBSA) < on i

or Moderate
%R '=l

Severe (>10% TBSA)?

(5-10% TBSA)
Admit to Pedi Surgery/Trauma Service

o
«  Acctaminophen PO 15 mg/kg/dose ghr PRN (max 75 e/day
= " aa BOOY S { B

PRN

«  Hmaintenance IVF is required, use D5 NS with KOI 20 mEg/L
«  Regular diet {if not going to OR for debridement]
Conzider NGT for o i

Burn wound care:

burm Jocatic discration.

e Bacitracin, Telfa, Kiing wrap BID or PRN Pedi Surg, then RN

« Mepiex Ag or Mepitel Ag may be applied and left in piace for 7 dayz
v

Discharge Grters

Pain control on PO pain regs i ¥ ion complete,

upin place rinoe burns;

545-9520, 1* availabie appointment)

CONTACTS: BRENDAN CAMPBELL, MD, MPH | SAMANTHA PELOW, APRN | JEN TABAK, RN, MSN

LAST UPDATED: 12 4999

THIS PATHWAY
SERVESAS AGUIDE
AND DOES NOT

REPLACE CLINICAL
JUDGMENT.




THIS PATHWAY

CLINICAL PATHWAY: THSPATHWAY Inclusion Criteria: Infantsand children presenting to the ED with burn injury i
Burn AND DOES NOT Exclusion Criteria: As determined by provider e
Appendix A: Lund and Browder Chart (e R +
‘ - g the D wih ooy
Initial Evaluation:

Triage per ED protocol

MD/AP and RN to perform brief rapid assessment history & physical

Describe the burn:

. Total Body Surface Area (TBSA) —use Lund and Browder Chart to accurately determine % ofbody surface
area with Partial Thickness/Full Thickness burns (see Appendix A)

. Burn Depth — Superficial, Partial Thickness, Full Thickness (FT)

Place patient in Resuscitation Room if:
>25% TBSA (Level 1 activation) [

Suspected inhalation injury (diagnose using flexible bronchoscopy) and consider cyanide poisoning
Altered mental status or LOC at scene orin ED
Associated major trauma

T

oid: 8 mg/dose; >12 yrs: 10 mg/dase)
=  Fentanyl Intranasal 1-2 meg/ig x1 (max 50 meg/dose) if no IV access

Minor (<5% TBSA)

IVF or bolus if NPO or concern for it =
or Moderate Veccinations: %:
(5-10% TBSA) o ae ree T e
o IF>S¥TESA: % Burn Injury Reporting Form (see

Appendix €}

Cyanide antidote (Cyanokit) 1o
mhhmum(ghdspu.ln-h]
«  Consult Padi Surgery/Trauma (850-220-4511) -

ooma.um

o

«  Acctaminophen PO 15 mg/kg/dose ghr PRN (max 75 not re/day

«  Ketorolac IV 0.5 mg/kg qShr PRN {max 120 mg/day)

«  Hydrocodone/Acetaminophen PO 0.1 mg/kg g6he PRN (do not exceed 75 mg/ig/day of
scetaminophen) Of Morphine IV 0.05 mg/ig g3hr PRN

«  Hmaintenance IVF is required, use D5 NS with KOI 20 mEg/L
«  Regular diet (if not going to OR for debridement)
«  Consider NGT for

Burn wound care:

burn focation et
. hnmrafa.mgmpwum* ing by Ped Surg, then RN
e Mepiex Ag or Mepitel Ag may be spplied and left in piace for 7 days
L3
G
Pain control an PO pai famity education complete, wound care supplies provided,
Wumq.nwzmummmmmmmmmfmh&w

Discharge Medications:

4 Infant
Child (age 5)

RETURN TO
THE BEGINNING

Tbuprofen PO 10 mg/kz q6hr PRN (max 1.2 g/day)
[max 5-10 max

CONTACTS: BRENDAN CAMPBELL, MD, MPH | SAMANTHA PELOW, APRN | JEN TABAK,

. .
...mﬁ CONTACTS: BRENDAN CAMPBELL, MD, MPH | SAMANTHA PELOW, APRN | JEN TABAK, RN, MSN [ .
ildren's <~
Chi s

LAST UPDATED: 12 19.19

4Modified Lund-Browder-¢

LAST UPDATED: 121949
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Initial Care:

Minor (less than 5% TBSA)
Moderate (5-10% TBSA)
» Establish IV to administer pain

medications/fluids

Consult Pediatric Surgery
Consider SCAN consult if there is
concern for suspected child abuse
Establish admission criteria

CLINICAL PATHWAY: TMSERTAY
Burn REPLACE CLiioAL

( Indusion Criteri Eng o the ED with burn injury
SRR ooy g

Minor (<5% TBSA)
or Moderate
(5-10% TBSA)

Pain Medications:
Ketorolac IV 0.5 mg/kg IV g6hr (max 15 mg/dose) or Ibuprofen PO 10 mg/kg/dose q6hr (max 800
mg/dose)
Acetaminophen PO 15 mg/kg/dose g6hr (max 1000 mg/dose, max 75 mg/kg/day, not to exceed
4000 mg/day)
Morphine IV 0.05 mg/kg g3hr PRN (max per dose: infants: 2 mg/dose; 1-6 yr old: 4 mg/dose; 7-12 yr
old: 8 mg/dose; >12 yrs: 10 mg/dose)
Fentanyl Intranasal 1-2 mcg/kg x1 (max 50 mcg/dose) if no IV access

Fluids:

Consider maintenance IVF or bolus if patient is NPO or concern for dehydration exists

Vacdinations:

Assess the need for Tetanus vaccine and/or Tetanus Immunoglobulin (Appendix B)

. ltations/Notifications:
If >5% TBSA: Immediately call the Local Fire Marshal and complete Burn Injury Reporting Form (see
Appendix C)

Consult Pedi Surgery/Trauma (860-220-4311) if:

. >5% TBSA partial thickness bum, any full thickness burn or provider discretion

Consult SCAN if concern for Suspected Physical Abuse (Suspected Physical Abuse Pathway)

. <2 yrsold, delayed presentation, history not consistent with injury

CONTACTS: BRENDAN CAMPBELL, MD, MPH | SAMANTHA PELOW, APRN | JEN TABAK, RN, MSN

LAST UPDATED: 124949




CLINICAL PATHWAY: THIS PATHWAY

B SERVES AS A GUIDE
urn AND DOES NOT

REPLACE CLINICAL

JUDGMENT.

Appendix B: Tetanus Vaccine and IG Considerations

» |[f the patient has completed primary Tetanus series, is up to date on Tetanus
vaccination, and received a dose in the past 5 years, no tetanus prophylaxis is indicated.
« [fthe patient is up to date on Tetanus vaccine but has not completed DTaP series (4
vaccines in total), provide a dose of DTaP if the minimum interval has occurred. Need to
Tetanus Immunoglobulin (TIG) should be assessed below:
o If the patient received at least 3 doses of a Tetanus-containing vaccine, no TIG is
needed.
o If the patient has received fewer than 3 doses of a Tetanus-containing vaccine,
TIG is needed.

RETURN TO
THE BEGINNING

CONTACTS: BRENDAN CAMPBELL, MD, MPH | SAMANTHA PELOW, APRN | JEN TABAK, RN, MSN @ cm
LAST UPDATED: 124019 ?c s

19004

THIS PATHWAY
SERVESAS AGUIDE
AND DOES NOT

REPLACE CLINICAL
JUDGMENT.

Appendix B:

Guidelines for when to
consider Tetanus vaccine
and/or Tetanus
immunoglobulin

Minor (<5% TBSA)
or Moderate
(5-10% TBSA)

Pain Medications:
15 mg/dose) or Ibuprofen PO 10 mg/kg/dose g6hr (max 800

gbhr (max 1000 mg/dose, max 75 mg/kg/day, not to exceed
4000 mg/day

Morphine IV 0.05 mg/kg g3hr PRN (max per dose: infants: 2 mg/dose; 1-6 yr old: 4 mg/dose; 7-12 yr

Fluids:

. Consider maintenance IVF or bolus if patient is NPO or concern for deh exists

Vacdnations:
. Assess the need for Tetanus vaccine and/or Tetanus Immunoglobulin (Appendix B)

. ltations/Notifications:
. If >5% TBSA: Immediately call the Local Fire Marshal and complete Burn Injury Reporting Form (see

Appendix C)

. Consult Pedi Surgery/Trauma (860-220-4311) if:
. >5% TBSA partial thickness bum, any full thickness burn or provider discretion

. Consult SCAN if concern for Suspected Physical Abuse (Suspected Physical Abuse Pathway)
. <2 yrsold, delayed presentation, history not consistent with injury

Ibuprofen PO 10 mg/kz qbhr PRI
[max 5-10

1.2 g/dzy)
max ir

CONTACTS: BRENDAN CAMPBELL, MD, MPH | SAMANTHA PELOW, APRN | JEN TABAK, RN, MSN

LAST UPDATED: 124949




THIS PATHWAY
SERVESAS AGUIDE
AND DOES NOT

REPLACE CLINICAL
JUDGMENT.

CLINICAL PATHWAY: THIS PATHWAY
Burn SERVES AS A GUIDE
AND DOES NOT

Appendix C: Burn Injury Reporting Form REFTAGE CLINIOAL

Y r

Appendix C: A
I The State of Connecticut e
mﬁﬁmﬂmﬁxw Burn Injury Reporting Form reqUIreS that the Burn Minor (<5% TBSA)

www.ct.gov/dcs | phone 860.713.5522 | 860-920-3093
or Moderate
1. Immediately call the Local Fire Marshal in whose jurisdiction the injury occurred.

Injury Reporting Form be __ (5-10% TBSA)
" A it 2l s filled out and the Fire

B. Address when burn injury occurred E. Degree of bums and percent of body bumed ~ H. Name and address of reporting fadility
C. Date and time of injury F. Injury severity 1. Attending physician

3. Complete the Burn Injury Reporting Form within 48 hours of the incident. This is a fillable-form in PDF. Please complete the MarSha” be notified for Pain Medications:

form electronically and email to: oedm@ct.gov with the subject line: Burn Injury Report. You may also print and mail the form
— - = 15 mg/dose) or Ibuprofen PO 10 mg/kg/dose g6hr (max 800
burns >5% TBSA g/dose) or lbup g/kg/dose q6hr |

Victim's Name. OB Gender [JMale

To Report Burn Injuries:

Last, First, MI ‘men/dd/yy [ Female
Check if incident h;
e R o, Feceved i treatment g6hr (max 1000 mg/dose, max 75 mg/kg/day, not to exceed
Number, Street, Gity, State, Zp (transfer patient)
4000 mg/day
Address Where Burn Occurred. County._ . .
Fmber Siee,Coy. St 2 S Morphine IV 0.05 mg/kg g3hr PRN (max per dose: infants: 2 mg/dose; 1-6 yr old: 4 mg/dose; 7-12 yr
Date of Injury, Time of Injury. hours Percent Burned___ % Degree(s) of Burn D;; Diinhalation Burn . 8 mg/dose; >12 yrs: 10 mg/dose)
Areals) o Body Injured (Put and “X" by allthat apply) Injury Severity (Put an “X" in the appropriate box) yl Intranasal 1-2 mcg/kg x1 (max 50 mcg/dose) if no IV access
____Face, Head __leg |u] (treated and )
__ Neck,Shoulder ___ Foot DOSserious (hospitalized)
____Chest, Abd A [ClLife Tt ing (death is immi dfor p .
_M,ch::lm:“ _R::d [CIDead on Arrival . s H.ULd.S.:
— G Hemal) e merlinraie e o Sond maintenance IVF or bolus if patient is NPO or concern for dehydration exists
Apparent Cause of Burn Injury (Put and “X” in the appropriate box)
DOChemical - Contact or exposure to reactive, caustic, corrosive or irritating substance
DOContact with Hot Object - Woodstove, stovepipe, furnace, iron, steam pipe, exhaust pipe, etc. . .
DOCooking - Stove, oven, hotplate, barbecue, hot grease mﬂﬂm
=] ical - i i i and flash burns . . .
DExplosive - Gun powder, TNT, dynamite . e need for Tetanus vaccine and/or Tetanus Immunoglobulin (Appendix B)

OFireworks - Sparklers, firecrackers, rockets, smoke bombs, etc.

OFlammable Liquids - Ignition of flammable/combustible liquids such as gasoline, kerosene, diesel fuel, jet fuel, lighter fluid, etc.
OGas/Vapor Explosion - ignition of gases or the ion of liquid vapors

OHot Liquid - Hot water, coffee, tea, hot food, hot tar, melted plastic, etc.

DOther Open Flame - Welding, matches, lighter, torch, etc.

g Bl b ol e [/f>5% TBSA: Immediately call the Local Fire Marshal and complete Burn Injury Reporting Form (see
e T o kg T Appendix C)

R S gyl SR e Consult Pedi Surgery/Trauma (860-220-4311) if:

R _— . >5% TBSA partial thickness bum, any full thickness burn or provider discretion

Address of Reporting Facilty = . Consult SCAN if concern for Suspected Physical Abuse (Suspected Physical Abuse Pathway)

Name of Physician —— e of Person Complting Repart s . <2 yrsold, delayed presentation, history not consistent with injury

RETURN TO
THE BEGINNING

CONTACTS: BRENDAN CAMPBELL, MD, MPH | SAMANTHA PELOW, APRN | JEN TABAK, RN, MSN [} cm
<~ s
HAST UPDATED: 1255 c CONTACTS: BRENDAN CAMPBELL, MPH | SAMANTHA PELOW, APRN | JEN TABAK, RN, MSN @

oo “=Pchi s

LAST UPDATED: 12 19.19

Al rights rserved. 19004




CLINICAL PATHWAY: TMSERTAY
Burn REPLACE CLiioAL

( Indusion Criterit Eng o the ED with burn injury
SN ooy g

il Evela
«  Triage per ED protocal
«  MD/AP and RN to perform brief rapi i physical
Describe the burn:
z Area (TBSA)

area with Partial Thickness/Ful Thickness burns {see Appendic &)
«  BumDepth—Superficial, Partial Thickness, Full Thickness (FT).

-;mmn:ulm")

" \aagn i
*  Altered mental status or LOC at scene or in ED
= Associated major trauma

;Ihh- hlmﬂ!
) If burn >25%, Trauma team activation
|n|t|a| Care: I wa-q"'“"""""""‘““% e  Immediate Trauma consult
. i PO g6hr (max 1]
u Wasm@-M(mwh M

oid: 8 mg/dose; >12 yrs: 10 mg/dase)
B e ) Labs per trauma team

Major burnS (>1O% TBSA) + Consider S——— Reliable IV access and start isotonic crystalloid
e v s v per Parkland formula
. R, . ... o  Parkland formula: 2 mLx %TBSA x body
Immediate trauma consult s m;p.gms.ﬂm@ﬁam weight (kg); % of this volume given over
. . - Consu SOAN fconcan for Sspocted hysica first8h 3 inder gi th
If > 25% must be a trauma activation i e ot 16 b AnEET BYER OYETERE
Establish and IV, start IVF and obtain labs B ————— e e
under direction of the trauma team Consider:

- xowet @ Transfer to regional burn center
Fasciotomies for circumferential FT burns
- wmmea{ @ Cyanide antidote (Cyanokit) for those with

e inhalation injury (eg, closed space, house fire)
. ww..d® COpoisoning and measurement of
o Mool carboxyhemoglobin

Family educat

If patient is not transferred to a burn
center, then treat off pathway per
pediatric trauma team.

CONTACTS: BRENDAN CAMPBELL, MD, MPH | SAMANTHA PELOW, APRN | JEN TABAK, RN, MSN

LAST UPDATED: 12 4999




Admission to Pedi Surgery/Trauma
Service?

Burns on the head, face, palms,

hands, feet, chest, perineum, joints
or anything circumferential

Greater than 5% TBSA
Uncontrolled pain

Suspected abuse

CLINICAL PATHWAY: 1 T o

Burn Admission Criteria:
° Burnson head, face,

palms, hand, feet, chest,
perineum, joints, or

- MOVAP anc R it o S anything circumferential,

«  Describe the burn: . . .
% frea TBSA) - use Lund cr per attending discretion

area with Partial Thickness/Full Thickness burns (see

( e - aﬂ-—-m.\smw.;

= el by e Moderate or major bum
st iy DO per attending discretion
s e  Uncontrolled pain
= Suspected physical apuse
e (see Suspected Physical
i 2 Abuse Pathway)
Kool V5 g i frx S/t o bupreen 0 10 . Any patient with bum
o o T wounds that are not

completely healed must

Meets admission criteria? * "'_'*"""“Yes"::_“"""""’“‘ be re-admitted to the
ansid . e Pediatric Surgery service
P A

Admit to Pedi Surgery/Trauma Service

Pain Medications:
Acetaminophen PO 15 mg/kg/dose g6hr PRN (max 75 mg/kg/day, not to exceed 4000 mg/day)
Ketorolac IV 0.5 mg/kg g6hr PRN (max 120 mg/day)
Hydrocodone/Acetaminophen PO 0.1 mg/kg g6hr PRN (do not exceed 75 mg/kg/day of
acetaminophen) OR Morphine IV 0.05 mg/kg g3hr PRN

Fluids/El | /Nutrition:
If maintenance IVF is required, use D5 NS with KCI 20 mEg/L
Regular diet (if not going to OR for debridement)

Consider NGT for supplemental nutrition if caloric intake low

Bum wound care:
Depends on burn location and surgeon discretion.
Bacitracin, Telfa, Kling wrap BID or PRN (first dressing by Pedi Surg, then RN thereafter)
Mepilex Ag or Mepitel Ag may be applied and left in place for 7 days

LAST UPDATED: 121919




» Medications:
Pain management depending
on severity

« Fluids/Electrolytes/Nutrition:

Use D5 NS with KCI 20 mEqg/L

for maintenance fluid, if

needed

Have a low threshold to place

Nasogastric tube if intake is

poor

« Proper nutrition is

essential for wound
healing

« Wound Care: either,

Bacitracin (copious amounts),
Telfa, Kling wrap BID
Aguacel Ag done at 24 hours
and every 3 days at bedside
Mepilex/Mepitel Ag

Meets admission criteria? *

CLINICAL PATHWAY:-
Burn

Gion Criteri Eng o the ED with burn injury
Exclusion Criteria: Az determined by provider
Y
il Evela

«  Triage per ED protocal
«  MD/AP and RN to perform brief rapi i physical

Describe the burn:

z Area (TBSA)

area with Partial Thickness/Ful Thickness burms (see Appendi A)
«  BumDepth—Superficial, Partial Thickness, Full Thickness (FT)

B ieot in Benmctation foamit
«  >25%TBSA (Level 1 activation)

" \aagn i
*  Altered mental status or LOC at scene or in ED
= Associated major trauma

or Moderate
(5-10% TBSA)
Pein Medicats
ng/ig IV qbhr {max 15 mg/ ) PO 10 mg/ig/ qbhr {max 800
mg/doze)
aBhe e TS 4
4000 mg/day) *  Labs per trauma team
+  Morphine IV0.05 dose: infants: 2 mg/dose; 1-6yr old: & mg/dase; 7-12yr ||*  Reliable IV access and start isotoric crystalloid

old: 8 mg/dase; »12 yrs: 10 mg/dase) per Parkland formuia

©  Parkand formula: 2 mL x %6TBSA x body

weight (kg); % of this volume given over
Fluids: first 8 hours, remainder given over the
s Consider mai or iignt is NPO or concern for ion ex: next 16 hours

o Piace IO if PIV fails
Yaccinations:

s

u—u—zthe o megfdose) i no W access

Consider:
'« Transfer to regional bum center
i 3 St

THIS PATHWAY
SERVESAS AGUIDE
AND DOES NOT
REPLACE CLINICAL
JUDGMENT.

Admit to Pedi Surgery/Trauma Service

Pain Medications:
Acetaminophen PO 15 mg/kg/dose g6hr PRN (max 75 mg/kg/day, not to exceed 4000 mg/day)
Ketorolac IV 0.5 mg/kg g6hr PRN (max 120 mg/day)
Hydrocodone/Acetaminophen PO 0.1 mg/kg g6hr PRN (do not exceed 75 mg/kg/day of
acetaminophen) OR Morphine IV 0.05 mg/kg g3hr PRN

Fluids/El | /Nutrition:
If maintenance IVF is required, use D5 NS with KCl 20 mEq/L
Regular diet (if not going to OR for debridement)

Consider NGT for supplemental nutrition if caloric intake low

Bum wound care:
Depends on burn location and surgeon discretion.
Bacitracin, Telfa, Kling wrap BID or PRN (first dressing by Pedi Surg, then RN thereafter)
Mepilex Ag or Mepitel Ag may be applied and left in place for 7 days

Al rights rserved. 19004




CLINICAL PATHWAY: e
Burn QE g&%%—:sch:%c»u
JUDGMENT.

( " -Qmmkw;;;:ﬁmww
Discharge Criteria: R —

ares with Partial Thicknes3/Full Thickness burns (see Appendix 4]

 Less than 5% TBSA R i

B ieot in Benmctation foamit
>25% TBSA (Level 1 activation)

OR [ Sy g

= Associated major trauma

pain controlled on oral regimen B
no concerns for NAT =
family education complete = ieaaaamsavmiensl I
wound care supplies ordered e e || e
folloyv—qp appomtmgnt in place (PCP vs A — S
Pediatric surgery clinic) o T -
Medications on discharge: R S
 |buprofen AND Hydrocodone/Acetaminophen N —

+ Dispense only a 3 day supply of e -
hydrocodone/acetaminophen - :

PRN

«  Hmaintenance IVF is required, use D5 NS with KOI 20 mEg/L
«  Regular diet {if not going to OR for debridement]
Conzider NGT for o icintake |

Burn wound care:
D B focati discratic
«  Bacitracin, Telfa, Kiing wrap BID or PRN 2 Pedi Surg, then RN
s it in place for 7 days
=

Discharge Criteria:
Pain control on PO pain regimen, no active concerns for suspected abuse, family education complete, wound care supplies provided,

appropriate follow up in place (PCP as needed for minor bums; Pedi surgery clinic 860-545-9520, 1* available appointment)

Discl Medications: '
Ibuprofen PO 10 mg/kg q6hr PRN (max 1.2 g/day) AND Hydrocodone/Acetaminophen PO 0.1 mg hydrocodone/kg/dose q6hr PRN m
(max 5-10 mg hydrocodone/dose; max acetaminophen 4000 mg/day or 75 mg/kg/day) *Dispense only 3 days worth.




Review of Key Points <
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Triage and classification of the burn done by the ED to determine severity
Trauma consult if >5% TBSA,; trauma activation for major burns
Admission orders becoming standardized for admitted burn patients
Discharge criteria and instructions should be the same for any burn.
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Quality Metrics Childrens

Percent utilization of order set (admitted patients only)
Percentage of patients treated and released from the ED

Percentage of patients admitted to MS6

Percentage of eligible patients with notification to Fire Marshal for burn >5% TBSA
Percentage of patients transferred to a burn center

LOS for admitted patients (days)
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Pathway Contacts Childrens

* Brendan Campbell, MD, MPH,

o Department of Pediatric Surgery and Trauma

« Samantha Pelow, APRN,

o Department of Pediatric Surgery and Trauma

 Jen Tabak, RN, MSN,

o Trauma Program Coordinator
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About Connecticut Children’s Clinical Pathways Program

The Clinical Pathways Program at Connecticut Children’s aims to improve the quality of care our patients
receive, across both ambulatory and acute care settings. We have implemented a standardized process
for clinical pathway development and maintenance to ensure meaningful improvements to patient care as
well as systematic continual improvement. Development of a clinical pathway includes a multidisciplinary
team, which may include doctors, advanced practitioners, nurses, pharmacists, other specialists, and even
patients/families. Each clinical pathway has a flow algorithm, an educational module for end-user
education, associated order set(s) in the electronic medical record, and quality metrics that are evaluated
regularly to measure the pathway’s effectiveness. Additionally, clinical pathways are reviewed annually and
updated to ensure alignment with the most up to date evidence. These pathways serve as a guide for
providers and do not replace clinical judgment.



