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Skin

Largest organ in the body
Has important functional, physiological social 
functions.

Fluid and electrolyte balanceFluid and electrolyte balance
Temperature Regulation
Vitamin D metabolism 
Immune functions/infection control
sexual identity



Definition

Damage to cutaneous integrity frequently 
by thermal burns can be defined as a burnby thermal burns can be defined as a burn



Definition

Depending on the depth, extent (i.e. Surface 
area) and co morbid states Burns have area) and co morbid states Burns have 
been divided into minor and major burns

Major burns can further be devided into 
severe burns



Criteria for admitting burns to a 
burn center

Partial thickness and deep burns of more than 10 % burn 
surface area

Full thickness burns over 10 % TBSA 
Any burn involving the face,hands,feet,eyes ears,or 

perineum that may result in cosmetic or functional 
disability High voltage electrical injury including disability High voltage electrical injury including 
lightening

Inhalation injury or trauma
Chemical burns
Burns in patients with significant co morbid conditions
E.G Diabetes Mellitus,COPD,Cardiac disease
Adverse social circumstances



Personnel required for a 
Specialized Burn units

Specialized burn unit
Burn Surgeons
Dedicated Anesthesiologists
Psychiatrists/ Psychologists
PhysiatristsPhysiatrists
Nurses
Occupational therapists
Dieticians
Pharmacists
Social workers
Prosthetists



Criteria for admission to general 
Hospital setting (ABA criteria) 

Partial and deep thickness burns of less 
than 10% TBSAthan 10% TBSA
No burns or areas or special functionsor 
risk and no significant associated or 
premorbid condition



Requirements

Burn bed for every 1000 population
Reality 20 million population 18 beds!Reality 20 million population 18 beds!



Monthly admissions & Gender 
distribution



Monthly admissions & Gender 
distribution



Distribution according to 
severity(Major/minor)



Distribution according to 
severity(Major/minor)



Distribution according to the intent 
of the burn



Distribution according to the 
intent of the burn



Distribution According to agent

Agent Jan Feb Mar Apr May June

Kerosene 
flame

8 15 14 11 8 15

Flame(oth
er)

16 17 15 10 17 3

Scald 15 23 20 15 19 15Scald 15 23 20 15 19 15

Electrical 3 1 3 7 4 5

Metal 
contact

1 3 1 3 3

Cracker 7 2 1 2

Acid 1 1 3 3 2 3

Blast 3 3 3 2

other 1 1 1

Total 55 62 60 55 55 42



Distribution According to agent
Agent Jul Aug Sep Oct Nov Dec

Kerosene flame 10 12 10 8 13 10

Flame(other) 19 17 9 7 11 15

Scald 23 16 16 22 14 12

Electrical 3 4 5 3 7 2Electrical 3 4 5 3 7 2

Metal contact 7 3 1 3 11 3

Cracker 2 1 2 1 - -

Acid 5 5 5 6 3 4

Blast - - - - 1 -

other 1 - - 3 2 -

Total 70 58 48 53 62 46



Classification based on the depth

Superficial  e.g.: Sunburn
Partial thickness

Superficial partial thicknessSuperficial partial thickness
Deep partial thickness

Deep burns

Degrees are used only in the United  States



The significance of depth?

It determines Healing
ScarringScarring
Morbidity
Mortality
Surgical intervention





Significance of Extent?

Determines the severity and critical status of 
the patientthe patient

Beyond 20 % TBSA It is a systemic diease 
and can lead to death





Irrigation For 20 min with clean, running water at 
room temperature

Effective up to  45 min toone hour following Effective up to  45 min toone hour following 
thermal burns and in any chemical burn 
especially Alkali

Beware: Hypothermia in The vey old and very 
young



Mx of a burn

Minor burn
Criteria 

Presents within the first 24 hoursPresents within the first 24 hours
Non infected
Partial thickness burn
Less than 10 % in severity
Affects a area that is not cosmetically or 
functionally significant



Characteristics of minor burn

Painful
Wet 
Blisters
Dead skinDead skin
Heals in 7 to 10 days
Minimal or No scar  usually
May need scar Mx in pigmented persons



Mx of a minor burn

Conservative
Use burn dressings under aseptic conditions
Sharp debridement to remove blisters dead skin
Silver sulphadiazine 1 inch thick layer Silver sulphadiazine 1 inch thick layer 
Cotton gauze crepe bandage
Toxoids
Analgesics
No antibiotics
Follow up with scar MX











Mx of severe burn

PRIMARY Ex
A
B
CC
D
E
FFAT
SECONDARY Ex



Airway with cervical control
Breathing
C circulation General and peripheral

Think about escharotomyThink about escharotomy
D disability  avpu
Exposure Extent of burn ,Hypothermia, 

jewellery



F Fluids Parkland’s formula 4 ml x kgx % burn 
From time of injury
18g cannula 2 lines at time of burn 
Large vein preferably femoral

A analgesics IV morphine, antibiotics in burns over A analgesics IV morphine, antibiotics in burns over 
30% TBSA ,antacids

T Tubes catheter NG tube
T Tetanus toxoid

Xrays Cervical spine, CXR, pelvic



Inhalation Injury

Needs intubation 
ICU care
Not available
O2 
Prop up Neck CollarProp up Neck Collar
Physio
Nebulize
Antibiotics 
Monitor
Tracheostomy in desperate situation





Inhalation injury

Immediate CO poisoning O2 treatment
Within hours Mucosal oedema Stridor  

Hoarse voice Intubation, Tracheostomy
Late after 2 weeks monitor specialized Late after 2 weeks monitor specialized 

ventilation

Inhalation Increases risk of any burn 
irresepective of depth and siize



Escharotomy

Done by a surgeon
Needs familiarization with procedure
Needs incision through skin and the known 

lineslines
Fasciotomy is for  deep muscle damage in 

electrical injury
Can be bloody 
Best done in OT with Light, Diathermy , and 

aseptic procedure







First 24 hours

Critical
After Primary and secondary Mx
Wound care
Primary first line antiseptic ointment is SSD
Closed method except for face ears, perineum
Shaving of facial, scalp , axillary groin hair and in other Shaving of facial, scalp , axillary groin hair and in other 

areas localized hair removal
Padded gauze for absorption
Secure with cotton bandage to prevent slipping, control 

oedema and stabilize dressing also for pain control
Minimal anaesthesia 
Control Hypothermia



First 24 hours

Fluids dressings
Establish feeding via NG
Pain Mx, 
Infection controlInfection control
Physio and occupational Therapy







Physio and occupational therapy

Encourage early mobilization
Prop up foe head neck aburns and 

inhalation injury
PositioningPositioning
Avoid pillows
Use splints POP ,neck collars
Chest physio and nebulization
Avoid pressure sores



Second 24 hours

Plasma or colloids as albumin 3ml x kg x % 
Burn

Maintenance fluids 
Correct calcium, magnesium in large burnsCorrect calcium, magnesium in large burns
Replace K from 48 to 72 hours
Establish feeding protocol
Wound care Depends on oozing If wet 

dressing needs to be changed to prevent 
bacterial colonization



Nutrition

Mode Oral and NG
Route use the GUT
Requirement Curreri Formula In septic 

patients needs to reduce this amountpatients needs to reduce this amount
Principle high carbohydrate, High Protein 

Diet &0 % CHO, 20 % proteins rest fats 
and sugars

Large doses Vitamin A Vitamin C vitamin B, 
Zn and Fe



Splinting

Very important
Min. step to preventing wasting , deformity 

and contractureand contracture
Shaving hair, avoiding pillows , positioning 

with pop and collars



Surgical Mx

Tangential excision and grafting within 24 to 
48 hours in non infected stable burns

Can use autograft in up to 30 % TBSA in 
first sitting.first sitting.

Beyond 40 % limited by non availability of 
isolation, ICU, Skin substitutes

Have to do early excision first week or 
delayed excision( more than 2 weeks )









Prioratizing the grafting

Neck and hands  Take priority
Provided splinting is done face palms soles can be 

left for 2 to 3 weeks
Sheet grafts in all visible exposed aareas and over Sheet grafts in all visible exposed aareas and over 

joints
Preserve donor sites
Respect axis of movements and subunits
Tangential excision or early excision requires 

surgical training there is a steep learning curve



Tangential or early excision

Requires skilled anesthetics
Temperature regulation
Adequate post pop care
Blood Earlieist 24 to 72 hours blood loss Blood Earlieist 24 to 72 hours blood loss 

minimal 
After week maximal loss
After 3 weeks blood loss reduces gain







Post op Care

Needs skilled nursing
Splinting 
Mobilization
Infection controlInfection control
Long term follow up and graft care up to 2 

years
Skilled therapists both physiotherapists and 

occupational therapist prosthetist for scar 
Mx prevent deformity







Psychotherapy and medico legal 
implication

Highest rate of suicides  in the world
Low conviction rate for crimes involving domestic 

violence, sexual abuse , and child abuse
Long term sequale are permananant in burns. Long term sequale are permananant in burns. 
Survival alone does not guarantee return to normal 

lives
A lack of understanding and awareness amongst 

medical personal particularly surgeons 










