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Objectives

• Understand assessment of burns

• Initiate management

• Arrange follow-up/referral 



Overview

• Resources

• Epidemiology and Aetiology

• History taking

• Minor burn management – FAÇADE

• Burn wound assessment – size and depth

• Referral and advice

• Special burns – inhalational, chemical, electrical



Burns Service Tasmania

https://www.health.tas.gov.au/burns



ANZBA.org.au VicBurns.org.au



Epidemiology and Aetiology

AIHW Hospitalised Burn Injuries in Australia 2017-18

5853 cases, 2.9% ICU, 98 deaths,  2017-18

64%

19%

26% 0-14yrs

40%

27%14%10%



History

• AMPLE – Allergies, Mechanism, PMHx, Last ate, Events prior

• Mechanism of injury

• Date and time

• Mechanism and length of contact time

• Enclosed space?

• Adequacy of first aid



Minor burn management - FACADE

• First aid

• Analgesia

• Clean

• Assess

• Size, depth, moisture

• Dress to maintain moist wound healing environment

• Elevate



First Aid
► Stop the burning process

Chemical - Remove the burning agent and irrigate with water

Fire - Stop-drop-roll

Electrical - Turn off current

► Cool the burn

With running cold tap water for 20 mins (15ºC)

Useful for up to 3 hours after injury

► Limit complications

Remove clothing not stuck to the burn site (cut around)

Remove all jewellery and watches

Cover the burn using a clean dressing/sheet or clingwrap

Prevent hypothermia

NEVER use ice or iced water



Analgesia

• Opioids may be required

• Covering burn provides analgesia

• Nitrous oxide, intranasal fentanyl commonly used when cleaning, 

debriding and dressing burns

• Larger burns require general anaesthesia



Cleaning/debridement

• Clean the area with cool clean water or saline

• Remove debris and contaminants

• Remove loose skin, deroof blisters





Assess burn extent - Size



3yr old girl, scald



Assess burn extent - depth

• Epidermal

• Superficial dermal partial thickness

• Mid dermal partial thickness

• Deep dermal partial thickness

• Full thickness

• Most burns are MIXED depth

• Most accurate assessment day 3-5

https://www.vicburns.org.au/burn-assessment-overview/burn-depth/

https://www.vicburns.org.au/burn-assessment-overview/burn-depth/


Greenwood et al. DOI:10.1258/jicp.2010.010013







Dressings

Transfer dressing = cling wrap

or clean cloth

Consider silver: 

• Contaminated

• Signs of infection

• Immunocompromised patient

• Children



Minor burn management - FACADE

• First aid

• Analgesia

• Clean

• Assess

• Size, depth, moisture

• Dress to maintain moist wound healing environment

• Elevate



Referral and Advice

• Local ED MOIC

• Plastics Registrar RHH or LGH

• Tas Burns Unit RHH





Special burns – chemical

Mechanism:

• The type of agent involved and how much

• Strength and concentration of the agent

• Site of contact and whether swallowed or inhaled

• Manner and duration of contact

• Mechanism of action of the chemical

Management:

• decontamination (likely water irrigation) 

• ? buffer or neutralising agent

Full thickness burn caused by cement. 
© Copyright 2019 vicburns.org.au

http://www.vicburns.org.au/wp-content/uploads/2016/06/img-chemical-burn.jpg


Acid

• very painful

• irrigate with water, treat as for 
thermal burn

Alkali

• liquefy tissue and penetrate deeply

• Irrigate with water >1hr, surgical 
mgmt for deeper burns

Cement

• Wet cement caustic, pH up to 12.9

• Pain and burning delayed hours

• Prolonged irrigation, surgical mgmt
for deeper burns

Bitumen

• Transported at up to 190ºC, used 
at 150ºC; burns due to heat, not 
chemical toxicity

• Cool bitumen with copious water

• Remove with vegetable or paraffin 
oil, can add 1/3 kerosene

Petrol (hydrocarbons, alkanes, cycloalkanes)

• Hydrocarbon causes endothelial cell damage

• Dissolves lipid compounds, causing increased 

membrane permeability and fluid loss

• Ignition burns → large burns, high fluid 

requirements, long hospital stays

• Immersion/contact burns → partial thickness 

injury, inhalational lung damage, systemic 

toxicity

Hydrofluoric acid

• Inorganic acid of F-, very corrosive

• 2% TBSA can be fatal

• H+ ions cause acid injury

• F- ions penetrate damaged skin and bind 

Ca2+ ions

• Soft tissue necrosis, severe hypocalcaemia

• Arrhythmias from hypoCa and hypoMg

• Irrigate +++  with water

• Inactivate with calcium gluconate (topical, 

local, IA, IV retrograde infusion (Bier’s)



Special burns – electrical

Mechanism:

• Low voltage domestic (240V single phase AC) 

or industrial (413V 3-phase AC) → localised tissue  

destruction

• High voltage powerlines → deep, extensive tissue damage

• Lightning → variable pattern

“true” electrical injury from current flow

Electrical arc injury

Flame injury from ignition of clothes

Traumatic injuries

Full thickness exit wound to armpit post high voltage electrical 
burn injury 
© Copyright 2019 vicburns.oig.au

http://www.vicburns.org.au/wp-content/uploads/2016/06/img-electrical-Burn-Axilla.jpg


Inhalational injury

Suspicious features:

• Fire/smoke in enclosed setting

• Hoarseness, change in voice, harsh cough, stridor

• Burns to face, head, neck swelling, inflamed oropharynx

• Singed facial hair, soot in saliva/sputum/nose

Above larynx - burn from inhalation of hot gases → oedema obstructs airway

Below larynx - volatile products of combustion CO, CO2, HCN, HCl, HBr, S/P/N oxides →
→ combine with lung water to make acid/alkali → lung injury

Systemic intoxication – CO, HCN, HF, phosgene, ammonia

Fibreoptic bronchoscopy can 

confirm inhalation injury 

© Copyright 2019 vicburns.org.au



Approach to burns: Any questions?



2yr old child

Walked on hot bitumen



25yr old woman

Scald from boiling whey

Image: litfl.com



Summary

• History and assessment of extent

• Initiation of treatment

• Referral and follow-up


