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Burns and scalds
Last revised in July 2015

Changes

Last revised in July 2015
July 2015 — minor update. The prescribing information section for erythromycin and clarithromycin has been clarified.

April 2015 — minor update. Link inserted to the CKS topic on Analgesia - mild-to-moderate pain (/analgesia-mild-to-moderate-
pain).

May 2013 — two minor updates to the text.

The recommendation to use aqueous cream has been removed to reflect advice issued by the MHRA regarding the risk of
skin reactions and aqueous cream [MHRA, 2013 (/burns-and-scalds#!references/-284279)].
The text has been updated to reflect referral guidelines published by the National Network for Burn Care [National Network
for Burn Care, 2012 (/burns-and-scalds#!references/-284279)].

February 2013 — minor update. The 2013 QIPP options for local implementation have been added to this topic [NICE, 2013
(/burns-and-scalds#!references/-284279)].

October 2012 — minor update. The 2012 QIPP options for local implementation have been added to this topic [NPC, 2012
(/burns-and-scalds#!references/-284279)].

April 2012 — reviewed. A literature search was conducted in March 2012 to identify evidence-based guidelines, UK policy,
systematic reviews, and key RCTs published since the last revision of the topic. Minor changes to clinical recommendations
have been made in line with the New Zealand Guidelines Group guideline, Management of Burns and Scalds [NZGG, 2007
(/burns-and-scalds#!references/-284279)].

Previous changes

July 2011 — minor update. More exact paracetamol dosing for children has been introduced by the Medicines and Healthcare
products Regulatory Agency [MHRA, 2011 (/burns-and-scalds#!references/-284279)]. Prescriptions have been updated to
reflect the revised dosing. Issued in July 2011.

May 2011 — minor update. The 2010/2011 QIPP options for local implementation have been added to this topic [NPC, 2011
(/burns-and-scalds#!references/-284279)]. Issued in June 2011.

April 2011 — minor update. Change to recommendation regarding need for additional contraception during or after a course of
antibiotics - additional contraception is no longer required when using antibiotics that are not enzyme inducers with combined
hormonal methods for durations of 3 weeks or less [FSRH, 2011 (/burns-and-scalds#!references/-284279)]. Issued in June
2011.

March 2011 — topic structure revised to ensure consistency across CKS topics — no changes to clinical recommendations
have been made.

August 2009 — minor update. Advice from the National Institute for Health and Care Excellence guideline on when to suspect
child maltreatment has been added to this topic [NICE, 2009c (/burns-and-scalds#!references/-284279)]. Issued in August
2009.
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May to August 2007 — converted from CKS guidance to CKS topic structure. The evidence-base has been reviewed in detail,
and recommendations are more clearly justified and transparently linked to the supporting evidence.

No major changes were made to the recommendations. Information has been added regarding the management of an infected
minor burn.

October 2006 — minor update. Analgesia prescriptions updated because new doses of ibuprofen for children are
recommended by the British National Formulary. Issued in October 2006.

October 2005 — minor technical update. Issued in November 2005.

November 2004 — updated to include new read codes for Mefilm  and Mepitel  dressings. Issued in November 2004.

September 2004 — updated to include the new combined tetanus vaccines Pediacel, Repevax, and Revaxis. Issued in
September 2004.

March 2004 — reviewed. Validated in May 2004 and issued in July 2004.

June 2001 — reviewed. Validated in July 2001 and issued in October 2001.

September 1998 — written, replacing the guidance Burn of lower limb, Burn — trunk, Burn — upper arm, Burn — wrist/hand,
and Burn — unspecified.

Update

New evidence

Evidence-based guidelines
No new evidence-based guidelines since 1 March 2012.

HTAs (Health Technology Assessments)
No new HTAs since 1 March 2012.

Economic appraisals
No new economic appraisals relevant to England since 1 March 2012.

Systematic reviews and meta-analyses
Systematic reviews published since the last revision of this topic:

Barajas-Nava, L.A., Lopez-Alcalde, J., Roque i Figuls, M., et al. (2013) Antibiotic prophylaxis for preventing burn wound
infection (Cochrane Review). The Cochrane Library. Issue 6. John Wiley & Sons, Ltd. www.thecochranelibrary.com
(http://www.thecochranelibrary.com) [Free Full-text
(http://onlinelibrary.wiley.com/doi/10.1002/14651858.CD008738.pub2/abstract)]
Hoogewerf, C.J., Van Baar, M.E., Hop, M.J., et al. (2013) Topical treatment for facial burns (Cochrane Review). The Cochrane
Library. Issue 1. John Wiley & Sons, Ltd. www.thecochranelibrary.com (http://www.thecochranelibrary.com) [Free Full-text
(http://onlinelibrary.wiley.com/doi/10.1002/14651858.CD008058.pub2/abstract)]

Primary evidence
No new randomized controlled trials published in the major journals since 1 March 2012.

New policies

No new national policies or guidelines since 1 March 2012.
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New safety alerts

No new safety alerts since 1 March 2012.

Changes in product availability

No changes in product availability since 1 March 2012.

Goals

To ensure appropriate referral
To relieve symptoms
To promote wound healing
To prevent complications (such as infection, scarring)
To prevent tetanus
To identify cases of non-accidental injury

QIPP - Options for local implementation

Non-steroidal anti-inflammatory drugs (NSAIDs)
Review the appropriateness of NSAID prescribing widely and on a routine basis, especially in people who are at higher risk
of both gastrointestinal (GI) and cardiovascular (CV) morbidity and mortality (e.g. older patients).
If initiating an NSAID is obligatory, use ibuprofen (1200 mg per day or less) or naproxen (1000 mg per day or less).
Review patients currently prescribed NSAIDs. If continued use is necessary, consider changing to ibuprofen (1200 mg per
day or less) or naproxen (1000 mg per day or less).
Review and, where appropriate, revise prescribing of etoricoxib to ensure it is in line with MHRA advice and the NICE
clinical guideline on osteoarthritis [CSM, 2005 (/burns-and-scalds#!references/-284279); NICE, 2008 (/burns-and-
scalds#!references/-284279)].
Co-prescribe a proton pump inhibitor (PPI) with NSAIDs for people with osteoarthritis, rheumatoid arthritis, or low back
pain (for people over 45 years) in accordance with NICE guidance [NICE, 2008 (/burns-and-scalds#!references/-284279);
NICE, 2009a (/burns-and-scalds#!references/-284279); NICE, 2009b (/burns-and-scalds#!references/-284279)].
Take account of drug interactions when co-prescribing NSAIDs with other medicines (see Summaries of Product
Characteristics). For example, co-prescribing NSAIDs with ACE inhibitors or angiotensin receptor blockers (ARBs) may
pose particular risks to renal function; this combination should be especially carefully considered and regularly monitored
if continued.

Antibiotic prescribing — especially quinolones and cephalosporins
Review and, where appropriate, revise current prescribing practice and use implementation techniques to ensure
prescribing is in line with Health Protection Agency (HPA) guidance.
Review the total volume of antibiotic prescribing against local and national data.
Review the use of quinolones and cephalosporin prescribing against local and national data.

[NICE, 2013 (/burns-and-scalds#!references/-284279)]

Definition
What is it?

A burn is an injury caused by thermal, chemical, electrical, or radiation energy [Burns et al, 2004 (/burns-and-
scalds#!references/-284279)].

A scald is a burn caused by contact with a hot liquid or steam [Pugh, 2000 (/burns-and-scalds#!references/-284279)].
For the purposes of this topic, the term 'burn' will be used to include scalds.

Minor burns are commonly defined as [Fowler, 1998 (/burns-and-scalds#!references/-284279)]:
Simple erythema or superficial epidermal burns on any part of the body.
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Superficial dermal (partial-thickness) burns in a fit individual aged between 5 and 60 years of age where the burn is less
than 5% of the total body surface area.

Prevalence
How common is it?

Most burns are minor and can be managed safely in primary care [Hudspith and Rayatt, 2004 (/burns-and-
scalds#!references/-284279)].
Data from the 2001 National Burns Review Committee report estimated that [National Burn Care Review Committee, 2001
(/burns-and-scalds#!references/-284279)]:

Burn injuries treated in the community accounted for 250,000 cases.
Accident and Emergency departments saw 175,000 cases, but the majority of these people did not need hospital
admission.
Hospital admission was necessary for 16,100 cases, of whom 10,200 were admitted to burns and plastic surgery units.

Complications and prognosis

Complications

Respiratory distress from smoke inhalation or a circumferential chest burn.
Smoke inhalation can cause bronchospasm, and pulmonary and laryngeal oedema.
A seemingly well patient may deteriorate later.
Suspect airway problems due to thermal or chemical damage if the person has singed nasal hairs, a sore throat, a hoarse
voice, stridor, or wheeze.

Fluid loss and potentially hypovolaemic shock in severe burns.
Infection and possible septicaemia.
Toxic shock syndrome.
Vascular insufficiency and distal ischaemia from a circumferential burn of limb or digit.
Muscle damage from an electrical burn may be severe even with minimal skin injury. Widespread muscle damage generates
myoglobin which may cause renal failure.
Poisoning from inhalation of noxious gases released by burning (e.g. cyanide poisoning due to smouldering plastics).
Scarring and possible psychosocial consequences.
Burn injuries may be very traumatic and may cause:

Depression.
Acute stress disorder.
Post-traumatic stress disorder.
Sleep disorders such as insomnia, hypersomnia, and nightmares.
An exacerbation of previous psychological problems.

Death may result from severe extensive burns or electric shock.

[Herndon, 1996 (/burns-and-scalds#!references/-284279); Settle, 1996 (/burns-and-scalds#!references/-284279); NZGG, 2007
(/burns-and-scalds#!references/-284279); Andrews, 2010 (/burns-and-scalds#!references/-284279)]

Prognosis

The ability of a person to survive a burn depends on the proportion of the body surface area involved and their age, as well
as conditions affecting the person's ability to respond to trauma [National Burn Care Review Committee, 2001 (/burns-and-
scalds#!references/-284279)].

Death from burns is more likely with larger burns, in older people, and if there has been an inhalational injury [Hettiaratchy
and Dziewulski, 2004a (/burns-and-scalds#!references/-284279)].
People with coexisting medical conditions may be more at risk of morbidity associated with burns. Such conditions
include renal failure, heart failure, cardiac dysrhythmias, chronic obstructive pulmonary disease, diabetes, alcohol
dependence, conditions treated with steroids, and morbid obesity [Herndon, 1996 (/burns-and-
scalds#!references/-284279)].
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However, most minor burns will heal regardless of treatment [Hudspith and Rayatt, 2004 (/burns-and-
scalds#!references/-284279)].
Superficial burns will usually heal in around 14 days and leave minimal scarring, whereas deeper burns are more likely to
need excision and grafting [Benson et al, 2006 (/burns-and-scalds#!references/-284279)].

Differential diagnosis
What else might it be?

The differential diagnosis of burns and scalds includes:
Blistering skin disease (e.g. Stevens–Johnson syndrome, staphylococcal scalded skin syndrome, or toxic epidermal
necrolysis).
Skin infection (e.g. cellulitis).
Skin necrosis (e.g. caused by pressure).

Basis for recommendation

This information is based on the expert opinion of the National Burn Care Review Committee [National Burn Care Review
Committee, 2001 (/burns-and-scalds#!references/-284279)].

Scenario: Initial management
Scenario: Initial management of burns and scalds

Age from 1 month onwards

Immediate first aid for burns
What immediate first aid should be given to someone with a burn?

Avoid personal injury — check the area is safe and wear protective clothing if necessary.
Assess the person's airway, breathing, and circulation, and presence of any coexisting injuries that may require more urgent
treatment than the burn.
For burns caused by heat:

Remove the person from the source (for example douse flames with water or smother them with a blanket, remove
clothing and jewellery unless stuck to the skin). Do not attempt to remove tar stuck to the skin.
Within 20 minutes of the injury, irrigate the burn with cool or tepid water for between 10 and 30 minutes. Do not use iced
water. Ensure the person is kept warm to avoid hypothermia, especially if cooling large areas of skin in children and the
elderly. Continue irrigation with copious amounts of water for an hour if the person has a chemical burn.
Following cooling cover the burn using cling film, layered on to the burn rather than wrapped around a limb. Consider
using a clean, clear plastic bag for burns to the hand. Avoid wet dressings and topical creams.
Elevate the affected area if oedema is present.
Offer pain relief:

Paracetamol or ibuprofen is usually adequate.
Consider adding codeine for more severe pain.

Treat in primary care or arrange immediate admission to an Accident and Emergency department as appropriate (see
Referral (/burns-and-scalds#!scenario:1) for more information).

For electrical burns:
If the person has been injured by a low-voltage source (e.g. 220–240 volts, domestic electricity supply), safely switch off
the power supply, or remove the person from the electrical source using a non-conductive material (such as a wooden
stick or wooden chair). Do not approach a person connected to a high-voltage source (1000 volts or more).
Arrange immediate admission to an Accident and Emergency department.

For chemical burns:
Determine the causative chemical.
Remove affected clothing, brush the chemical off the skin if it is in a dry form, and copiously irrigate the burn with water
for an hour (ensure appropriate protective clothing is worn). Do not attempt to neutralize chemicals as additional heat will
be generated, which may increase tissue damage.
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Arrange immediate admission to an Accident and Emergency department.

Basis for recommendation

These recommendations are based on expert opinion from a European Working Party guideline [Alsbjorn et al, 2007 (/burns-
and-scalds#!references/-284279)], burns textbooks [Herndon, 1996 (/burns-and-scalds#!references/-284279); Settle, 1996
(/burns-and-scalds#!references/-284279); Burns et al, 2004 (/burns-and-scalds#!references/-284279)], published journal articles
[Hudspith and Rayatt, 2004 (/burns-and-scalds#!references/-284279); Benson et al, 2006 (/burns-and-
scalds#!references/-284279)], a guideline Management of burns and scalds in primary care published by the New Zealand
Guidelines Group [NZGG, 2007 (/burns-and-scalds#!references/-284279)], and expert opinion from consultants and nurses with
experience in managing burns.

The advice for stopping the burning process is from expert opinion. Clothing should be removed as soon as possible (unless
adherent) as it may retain heat [NZGG, 2007 (/burns-and-scalds#!references/-284279)].
Cooling a burn removes heat and prevents burn progression if done within 20 minutes of the injury. Running water will also
help remove noxious substances, decrease pain, and may decrease oedema [Hudspith and Rayatt, 2004 (/burns-and-
scalds#!references/-284279)]. Starting cooling later than 20 minutes post-burn is less likely to be beneficial in terms of
reducing burn progression, but may have an analgesic effect.

There is evidence from two case series that there is less need for skin grafting if the burn is cooled immediately [NZGG,
2007 (/burns-and-scalds#!references/-284279)].

Iced water should not be used because it can cause vasoconstriction, resulting in increased tissue damage from the burn
[Hudspith and Rayatt, 2004 (/burns-and-scalds#!references/-284279)].
Suggestions for the duration of cooling range from 10 to 30 minutes, but there are no guidelines which discuss what duration
of cooling is most effective [Alsbjorn et al, 2007 (/burns-and-scalds#!references/-284279)]. After reviewing the available
evidence, expert opinion in the guideline Management of burns and scalds in primary care published by the New Zealand
Guidelines Group suggests copious irrigation of a chemical burn for at least an hour [NZGG, 2007 (/burns-and-
scalds#!references/-284279)].
Expert opinion in a guideline Management of burns and scalds in primary care published by the New Zealand Guidelines
Group advises using warm water (up to 15°C) to prevent hypothermia [NZGG, 2007 (/burns-and-
scalds#!references/-284279)].
Cling film protects the wound, reduces heat and evaporative losses, and will not alter the appearance of the wound for
further assessment [Hettiaratchy and Papini, 2004b (/burns-and-scalds#!references/-284279)]. It also reduces pain by
providing a barrier between the air and raw nerve endings [Settle, 1996 (/burns-and-scalds#!references/-284279)]. Wrapping
cling film around a limb may cause constriction if the limb subsequently swells, so layering is preferred [NZGG, 2007 (/burns-
and-scalds#!references/-284279)].
The recommendation to elevate the affected area if oedema is present is based on expert opinion in the guideline
Management of burns and scalds in primary care published by the New Zealand Guidelines Group [NZGG, 2007 (/burns-and-
scalds#!references/-284279)].
Wet dressings can cause heat loss and topical creams may cause difficulty with assessment of the burn, therefore the use of
both of these should be avoided at this stage [Hudspith and Rayatt, 2004 (/burns-and-scalds#!references/-284279)].
There is general consensus in the literature that paracetamol or a nonsteroidal anti-inflammatory drug (NSAID) will usually be
sufficient to relieve pain from a minor burn wound. In adults, if pain is more severe, some experts suggest adding a weak
opioid [Mertens et al, 1997 (/burns-and-scalds#!references/-284279); Hudspith and Rayatt, 2004 (/burns-and-
scalds#!references/-284279)].
If a person is connected to a high voltage source, there is a risk that current will arc to an approaching rescuer [Settle, 1996
(/burns-and-scalds#!references/-284279)].

Assessing a burn
How should I assess a burn?

Thorough assessment of the burn should include:
The type of burn (for example flame, scald, electrical, or chemical).
The depth (/burns-and-scalds#!scenariorecommendation:3) and extent (/burns-and-scalds#!scenariorecommendation:2)
of the burn, and therefore the severity.
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The risk of inhalation injury (singed nasal hair, black carbon in the sputum, or carbon in the oropharynx).
Any coexisting medical conditions (for example cardiac, respiratory, or hepatic disease; diabetes; pregnancy; or
immunocompromised state).
Any predisposing factors which may require further investigation or treatment (for example a burn resulting from a fit or
faint).
The possibility of a non-accidental injury (/burns-and-scalds#!scenariorecommendation:4).
The person's social circumstances.
The need for referral (/burns-and-scalds#!scenariorecommendation:5).

Basis for recommendation

This recommendation is pragmatic advice based on expert opinion from a textbook [Burns et al, 2004 (/burns-and-
scalds#!references/-284279)] and journal review articles [Fowler, 1998 (/burns-and-scalds#!references/-284279); Hettiaratchy
and Papini, 2004b (/burns-and-scalds#!references/-284279)], and extrapolated from guidance from the National Burn Care
Review Committee [National Burn Care Review Committee, 2001 (/burns-and-scalds#!references/-284279)].

The severity of a burn depends on the size or surface area affected, the depth of the injury, the site of the injury, the person's
age, and the presence of other injuries or diseases [Settle, 1996 (/burns-and-scalds#!references/-284279)].

Assessing the extent of a burn
How should I assess the extent of a burn?

The extent of the burn will determine whether the person will require referral (/burns-and-scalds#!scenariorecommendation:5)
or whether they can be managed in primary care.
The extent of a burn is usually expressed as the proportion of the total body surface area which is involved in an injury, in
terms of total burn surface area (TBSA). The following methods can be used to estimate the TBSA:

Wallace's Rule of Nines (/burns-and-scalds#!scenarioclarification) — to estimate the area of medium to large burns in
adults, but is less suitable for children.
The Lund and Browder chart (http://www.tg.org.au/etg_demo/phone/etg-lund-and-browder.pdf) — more accurate, and
can be used in children.
For small or scattered burns, or for assessing the amount of unburnt skin in very extensive burns, the person's palmar
surface (including fingers) can be used as a guide. It is equivalent to around 1% of the person's total body surface area.

Total burn surface area

Using the Rule of Nines, the extent of the burn, in terms of total body surface area in adults, can be calculated from the area
affected [Herndon, 1996 (/burns-and-scalds#!references/-284279)]:

Arm — 9%
Head — 9%
Neck — 1%
Leg — 18%
Anterior trunk — 18%
Posterior trunk — 18%

For more information see the Lund and Browder chart (pdf) (http://www.tg.org.au/etg_demo/phone/etg-lund-and-
browder.pdf) for calculating the percentage of total body surface area burnt.

Basis for recommendation

This recommendation is based on guidelines for the management of partial-thickness burns by an expert European Working
Party [Alsbjorn et al, 2007 (/burns-and-scalds#!references/-284279)], expert opinion from textbooks [Herndon, 1996 (/burns-
and-scalds#!references/-284279); Burns et al, 2004 (/burns-and-scalds#!references/-284279)], and a journal article written by
burns specialists [Hettiaratchy and Papini, 2004a (/burns-and-scalds#!references/-284279)].

http://www.tg.org.au/etg_demo/phone/etg-lund-and-browder.pdf
http://www.tg.org.au/etg_demo/phone/etg-lund-and-browder.pdf
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Assessing the depth of a burn
How should I assess the depth of a burn?

The depth of the burn is important for planning treatment and predicting healing. Most burns are a mixture of different
depths.
Consider the cause of the burn (for example flame, scald, contact with hot object):

Flash burns and sunburn are usually superficial epidermal.
Scalds are usually superficial or superficial dermal.
Flame burns are usually deep dermal or full-thickness.
Contact burns (for example from touching or prolonged contact with a very hot object) are likely to be deep dermal or full-
thickness.
Chemical and electrical injury can be full-thickness.

Ask whether the burn is painful.
Examine the skin for colour change and the presence of blisters (see Table 1 (/burns-and-
scalds#!scenariorecommendation:3/-290776))
Take into account the skin colour of the person when assessing burn depth. For example:

In a person with a dark skin, a superficial or partial thickness burn may not appear red.
In a person with a white skin, full thickness burns may be mistaken for unburnt skin.

Refer for specialist assessment if the burn depth remains uncertain.

Table 1 . Classification of depth of burn

Basis for recommendation

These recommendations are based on expert opinion from a textbook [Burns et al, 2004 (/burns-and-
scalds#!references/-284279)] and journal review articles [Hettiaratchy and Dziewulski, 2004b (/burns-and-
scalds#!references/-284279); Hettiaratchy and Papini, 2004a (/burns-and-scalds#!references/-284279)].

Assessment of burns is important for planning treatment, as healing time will depend on the burn and deeper burns may
require surgical intervention [Hettiaratchy and Papini, 2004a (/burns-and-scalds#!references/-284279)].
Expert opinion from the guideline development team of the New Zealand guideline, Management of Burns and Scalds in
Primary Care is that the extent and speed of capillary refill is the most useful clinical method to assess burn depth [NZGG,
2007 (/burns-and-scalds#!references/-284279)].

Depth of burn Layers of skin affected Examination findings

Superficial epidermal: red and painful, but
not blistered.

The epidermis is
affected, but the dermis
is intact.

Skin is red and painful, but not blistered. Capillary
refill*: blanches then rapidly refills.

Partial-thickness — superficial dermal: pale
pink and painful with blistering.

The epidermis and
upper layers of dermis
are involved.

The skin is pale pink and painful with blistering.
Capillary refill*: blanches but regains its colour slowly.

Partial-thickness — deep dermal: dry or
moist, blotchy and red, and may be painful
or painless. There may be blisters.

The epidermis, upper
and deeper layers of
dermis are involved.

The skin appears dry or moist, blotchy and cherry red,
and may be painful or painless. There may be blisters.
Capillary refill*: does not blanch.

Full-thickness: dry and white, brown, or
black in colour, with no blisters and no
pain. It may be described as leathery or
waxy.

The burn extends
through all the layers of
skin to subcutaneous
tissues.

The skin is dry and white, brown, or black in colour,
with no blisters. It may be described as leathery or
waxy. It is painless. Capillary refill*: does not blanch.

*Assess capillary refill by pressing with a sterile cotton bud (such as a bacteriology swab).

Data from: [Settle, 1996 (/burns-and-scalds#!references/-284279); Hettiaratchy and Papini, 2004a (/burns-and-
scalds#!references/-284279); Benson et al, 2006 (/burns-and-scalds#!references/-284279); NZGG, 2007 (/burns-and-
scalds#!references/-284279)]
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Assessing for possible non-accidental injury
What findings suggest the possibility of non-accidental injury?

Suspect non-accidental injury if a child (or adult) has a burn or scald with any of the following:
Explanation for the injury is absent or unsuitable.
The child is not independently mobile.
The injury is on any soft tissue area that would not be expected to come into contact with a hot object in an accident (for
example, the backs of hands, soles of feet, buttocks, back).
The injury is in the shape of an implement (for example, cigarette, iron).
The injury indicates forced immersion, for example:

Scalds to the buttocks, perineum, and lower limbs.
Scalds to limbs in a glove or stocking distribution.
Scalds to limbs with a symmetrical distribution.
Scalds with sharply delineated borders.

Factors in the history that also raise the question of non-accidental injury include:
Delayed presentation.
Evasive or changing history.
History of inadequate supervision of a child.
Poor compliance with health care (such as a child with no immunizations).
Lack of guilt regarding incident, or lack of concern regarding treatment or progress.

Other examination findings that suggest the possibility of non-accidental injury include:
Inconsistency between age of the burn given in the history and what can be seen on examination.
No splash marks in scald injuries (a fall into the bath will usually produce splash marks).
Signs of restraint on upper limbs.
Sparing of the flexion creases (i.e. the child was in the fetal position when burnt).
'Doughnut sign' (sparing of the area in contact with the bottom of the bath suggests a person may have been forcibly held
down).
Other signs of physical abuse (such as bruises of various ages).

Basis for recommendation

This recommendation is based on guidance from the National Institute for Health and Care Excellence guideline When to
suspect child maltreatment[NICE, 2009c (/burns-and-scalds#!references/-284279)] and on expert opinion from a review of the
literature [Hettiaratchy and Dziewulski, 2004b (/burns-and-scalds#!references/-284279)].

Scenario: Referral
Scenario: Referral of people with burns and scalds

Age from 1 month onwards

Burns that need referring
Which people with burns need referral?

Minor burns do not usually require referral to secondary care. However no burn should be dismissed as insignificant; any
burn has the potential to evolve into a more major wound or problem.
Usually people who present to primary care and need specialist assessment and/or treatment will be referred to the nearest
major Accident and Emergency department (from where transport to a regional burns centre can be arranged if necessary),
especially if there are associated non-burn injuries. However, some Accident and Emergency departments and burns units
may have local referral criteria.
If there is uncertainty whether referral is appropriate, seek specialist advice.
Immediately refer people with burns fulfilling the following criteria:

All deep dermal and full-thickness burns.
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All circumferential burns (burns that go all the way around the surface of a limb or the body).
Superficial dermal burns of more than 3% total burn surface area (/burns-and-scalds#!scenariorecommendation:2) (TBSA)
in adults (16 years of age or more), or more than 2% TBSA in children (under 16 years of age).
Superficial dermal burns involving the face, hands, feet, perineum, genitalia, or any flexure (particularly the neck or axilla),
or circumferential burns of the limbs, torso, or neck.
Any significant infection, sepsis, or suggestion of toxic-shock-like illness.
Any inhalation injury.
Any electrical, friction, cold, or chemical burn injury.
Burns associated with other injuries (such as crush injuries, fractures, head injury, penetrating injury).
Any burn with suspicion of non-accidental injury (/burns-and-scalds#!scenariorecommendation:4) or self harm.

Any burn with suspicion of non-accidental injury should be referred to a burn unit or centre for expert assessment
within 24 hours.

Consider referral for people with burns fulfilling the following criteria (clinical judgement should be used, taking into account
the experience and confidence of the primary care team in managing burns):

Superficial dermal burns other than those mentioned above.
Children under 5 years of age, or adults over 60 years of age.
People who have coexisting medical problems (e.g. cardiac, respiratory, or hepatic disease, or diabetes) or people who
are immunocompromised or who are pregnant.
People with burns who may require admission for social reasons, pain control, or if dressings are difficult to manage.

Refer any wound that has not healed 14 days after injury to a specialist burn unit or centre.

Basis for recommendation

This recommendation is based on guidelines produced by the National Network for Burn Care [National Network for Burn Care,
2012 (/burns-and-scalds#!references/-284279)] and a European Working party [Alsbjorn et al, 2007 (/burns-and-
scalds#!references/-284279)], journal review articles based on expert opinion [Fowler, 1998 (/burns-and-
scalds#!references/-284279); Haersch, 2003 (/burns-and-scalds#!references/-284279)], and expert opinion from consultants
and nurses experienced in burn management.

CKS could find no guidelines regarding when a person presenting to primary care with a burn should be referred to an
Accident and Emergency department.

The National Network for Burn Care recommend referral to a specialist burn unit for adults (16 years of age or more) with
burns with dermal or full thickness loss of greater than 3% total burn surface area (TBSA), and children (under 16 years of
age) with burns with dermal or full thickness loss of greater than 2% TBSA [National Network for Burn Care, 2012 (/burns-
and-scalds#!references/-284279)].

Scenario: Minor burns and scalds
Scenario: Management of minor burns and scalds

Age from 1 month onwards

Managing epidermal burns
How should I manage epidermal burns (such as sunburn)

Advise the person of measures to provide symptomatic relief, for example:
Take a cool bath or shower.
Apply topical emollients.
Apply cold compresses.
Take simple analgesia (e.g. paracetamol or ibuprofen).

Advise the person to maintain adequate hydration.
Consider referral if there are signs or symptoms of heat exhaustion or heat stroke such as:

High body temperature.
Fatigue, weakness, dizziness, fainting.
Nausea or vomiting.
Rapid pulse.



Back to top

Back to top

Back to top

Headache, muscle cramps, myalgia.
Strange behaviour, irritability, agitation.
Impaired judgement, confusion, disorientation, hallucinations.

Advise the person to return if blisters develop.
If blisters have developed, manage as a superficial dermal burn (see Managing superficial dermal burns (/burns-and-
scalds#!scenariorecommendation:7)).

Basis for recommendation

These recommendations are pragmatic advice, based on expert opinion from the medical literature [Settle, 1996 (/burns-and-
scalds#!references/-284279); Burns et al, 2004 (/burns-and-scalds#!references/-284279); Medical Letter on Drugs and
Therapeutics, 2004 (/burns-and-scalds#!references/-284279); Dynamed, 2007 (/burns-and-scalds#!references/-284279)].

There is a lack of evidence regarding the management of sunburn. No treatment has been shown to reduce the time to
healing [Medical Letter on Drugs and Therapeutics, 2004 (/burns-and-scalds#!references/-284279)].
CKS's recommendation to review if blistering is pragmatic, as epidermal burns will resolve within 7 days with no scarring
without further treatment in most people.

Managing superficial dermal burns
How should I manage superficial dermal burns?

Ensure that:
Appropriate first aid (/burns-and-scalds#!scenariorecommendation) has been given.
The burn has been adequately assessed (/burns-and-scalds#!scenario).
The burn is suitable for management in primary care and does not require referral (/burns-and-
scalds#!scenariorecommendation:5).

Clean the wound with sodium chloride 0.9% or lukewarm tap water. Gently remove any remaining loose/dead tissue using
forceps.
Leave blisters intact wherever possible to reduce the risk of infection.

Consider aspirating large blisters and blisters that are likely to burst or are in an awkward position. Use an aseptic
technique.
Seek specialist advice regarding the management of any blister that lasts longer than 2 weeks.

Dress (/burns-and-scalds#!scenarioclarification:1/-491601) the wound:
Cover the wound with a non-adherent dressing such as paraffin gauze, silicone-coated nylon dressing, polyurethane film,
or hydrocolloid dressing. Apply a secondary non-fibrous absorbent dressing such as a dressing pad, and secure well with
a light-weight conforming bandage or tubular gauze bandage.
Consider using a hydrogel dressing if the wound is sloughy or if there is necrotic tissue that cannot be removed by
cleansing.
Do not use antimicrobial-impregnated dressings; antimicrobial creams such as silver sulfadiazine (Flamazine ); or other
creams or ointments.
Consult your local formulary for choice of dressings.

Offer pain relief.
Paracetamol or ibuprofen is usually adequate.
Consider adding codeine for more severe pain.

Assess the need for tetanus prophylaxis (/burns-and-scalds#!scenarioclarification:2).
Do not prescribe systemic or topical prophylactic antibiotics.
Once the wound has healed, advise the person to:

Massage the area 2–3 times a day with an emollient such as emulsifying ointment (aqueous cream in not recommended).
Protect from the sun (with high factor sunblock or clothing) to prevent hyperpigmentation.

Choice of dressings

Choice of dressings

®
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Non-adherent dressings that may be used as a primary layer include:
Paraffin gauze dressings (e.g. Jelonet ) are relatively inexpensive compared with specialist dressings, but may stick to the
wound making dressing changes painful. Use sufficient paraffin gauze, and change the dressing frequently (daily) to
prevent it drying out.
Silicone-coated nylon dressings (e.g. Mepitel ) are a non-adhesive but more expensive alternative to paraffin gauze; they
are recommended when easy removal is required (e.g. in children).
Polyurethane films (e.g. Opsite®, Tegaderm ) are self-adhesive films through which the burn is visible, allowing inspection
of the wound without removal of the dressing. Polyurethane film is not absorbent and should only be used on superficial,
non-exuding wounds. Removal may be painful.
Hydrocolloid dressings (e.g. Duoderm , Granuflex ) are absorbent self-adhesive dressings, which are useful for dressing
awkward areas. However, hydrocolloids can exacerbate over-granulation.

Hydrogels (e.g. Granugel , Intrasite ) will facilitate autolytic debridement, and can absorb small amounts of exudate. Most
hydrogels require a secondary dressing.

[Atkinson, 1998 (/burns-and-scalds#!references/-284279); Honari, 2004 (/burns-and-scalds#!references/-284279); Hudspith and
Rayatt, 2004 (/burns-and-scalds#!references/-284279); BNF 63, 2012 (/burns-and-scalds#!references/-284279)]

Prevention of tetanus

Tetanus prone burns include those:
That need surgical intervention that is delayed for more than six hours.
That have a significant degree of devitalised tissue or which have also been associated with a puncture-type injury,
particularly where there has been contact with soil or manure.
Containing foreign bodies.
Associated with compound fractures.
In people who have systemic sepsis.

Ensure that the person has adequate tetanus prophylaxis. Many people at risk of tetanus will need hospital care. The
Department of Health recommend the following:

Tetanus immunoglobulin for all people who are at high risk of tetanus. A burn is considered to be at high risk for tetanus if
it is heavily contaminated with material likely to contain tetanus spores (such as soil or manure) and/or there is extensive
devitalised tissue. All people at high risk of tetanus should be given human tetanus immunoglobulin.
For other people who have burns that are tetanus prone:

Person fully immunized (that is has received five doses of vaccine at appropriate intervals): tetanus booster not needed.
Primary immunization complete, boosters incomplete but up-to-date: tetanus booster not needed but may be given if
booster is due and it is convenient to give it now.
Primary immunization incomplete, or boosters not up-to-date: give tetanus booster and further doses as needed to
complete the recommended schedule (if the primary course is interrupted it should be resumed but not repeated). Add
human tetanus immunoglobulin for tetanus-prone wounds (see above). Inject tetanus vaccine and immunoglobulin at
different sites.
Not immunized or immunization status uncertain: give an immediate dose of vaccine. Add human tetanus
immunoglobulin for tetanus-prone wounds (see above). Inject tetanus vaccine and immunoglobulin at different sites.
Arrange further doses of tetanus vaccine as needed to complete the recommended five-dose schedule.

Vaccinate the person with a combined tetanus vaccine, for example tetanus/diphtheria/inactivated polio vaccine, as tetanus
vaccine is only available in a combined preparation.

[DH, 2009 (/burns-and-scalds#!references/-284279)]

Basis for recommendation

There is a general lack of consensus and little evidence regarding the management of minor burns in primary care. These
recommendations are based on expert opinion from the published literature.

Cleaning the burn
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Expert opinion differs regarding the best method for cleansing burn wounds. Some authors recommend using soap and
water or an antimicrobial wash (e.g. chlorhexidine) [Honari, 2004 (/burns-and-scalds#!references/-284279); Hudspith and
Rayatt, 2004 (/burns-and-scalds#!references/-284279)], whilst others do not advocate using antimicrobial cleansing
agents on the grounds that they do not alter the bacteriological count [Atkinson, 1998 (/burns-and-
scalds#!references/-284279)].
CKS recommends using sodium chloride 0.9% or tap water because they are readily available, and there is no evidence to
suggest that using antimicrobial cleansing agents produces a better outcome.
Several experts recommend removing non-viable tissue because, if left, it will become a focus for infection [Atkinson,
1998 (/burns-and-scalds#!references/-284279); Honari, 2004 (/burns-and-scalds#!references/-284279)].

Managing blisters
There is considerable disagreement among experts regarding the management of blisters.
There is weak evidence (/burns-and-scalds#!supportingevidence1) from one controlled study that leaving blisters intact
results in fewer burns becoming colonized with bacteria at 10 days, compared with aspiration or de-roofing (15% vs. 73%
vs. 78%). In addition, pain was worse in blisters that were de-roofed compared with those that were aspirated [Swain et
al, 1987 (/burns-and-scalds#!references/-284279)].
Some experts argue that burn blister fluid has toxic effects locally, which can cause vascular coagulation and may impair
wound healing [Haersch, 2003 (/burns-and-scalds#!references/-284279)]. However, CKS found no good evidence to
support this argument.
A blister that lasts more than a few weeks is probably associated with a deeper burn that can only be diagnosed by de-
roofing [Haersch, 2003 (/burns-and-scalds#!references/-284279)]. Further assessment of the burn will usually be required.

Dressing the burn
There is no consensus regarding the best dressing for burn wounds. Most experts agree that using a simple non-adherent
dressing plus an absorbent layer is suitable for a minor burn [Haersch, 2003 (/burns-and-scalds#!references/-284279);
Honari, 2004 (/burns-and-scalds#!references/-284279); Hudspith and Rayatt, 2004 (/burns-and-
scalds#!references/-284279)].
There is little evidence to support the use of any particular type of dressing for a minor burn.
There is a conflict of opinion among experts regarding the use of topical antimicrobials in a non-infected minor burn
wound. CKS found some evidence (/burns-and-scalds#!supportingevidence1:1) from two Cochrane reviews [Wasiak et al,
2008 (/burns-and-scalds#!references/-284279); Storm-Versloot et al, 2010 (/burns-and-scalds#!references/-284279)]
suggesting that topical silver (including silver sulfadiazine) does not improve outcome in terms of infection rates compared
with non-silver dressings. In addition, silver sulfadiazine appeared to increase time to healing of the wound and increase
pain.
Most experts do not recommend applying other creams or ointments to the burn wound because they will interfere with
subsequent assessment of the wound, and they offer no clinical benefit.

Choice of pain relief
Superficial dermal burn wounds can produce moderate to severe pain because nerve endings that have not been
destroyed will be exposed and stimulated [Atkinson, 1998 (/burns-and-scalds#!references/-284279)]. By protecting the
wound from the environment, considerable pain relief can be achieved [Haersch, 2003 (/burns-and-
scalds#!references/-284279)].
There is general consensus in the literature that paracetamol or a nonsteroidal anti-inflammatory drug (NSAID) will usually
be sufficient to relieve pain from a minor burn wound. In adults, if pain is more severe, some experts suggest adding a
weak opioid [Mertens et al, 1997 (/burns-and-scalds#!references/-284279); Hudspith and Rayatt, 2004 (/burns-and-
scalds#!references/-284279)].

Tetanus prophylaxis
This recommendation is based on expert opinion from the Department of Health [DH, 2009 (/burns-and-
scalds#!references/-284279)].

Human tetanus immunoglobulin should be given to wounds that are considered to be at high risk as this will give
immediate protection against tetanus. Tetanus vaccine given at the time of the injury may not boost immunity early
enough to give sufficient protection within the incubation period.
A total of five doses of tetanus vaccine, administered at the appropriate intervals, is considered to give satisfactory
long-term protection in most circumstances [DH, 2009 (/burns-and-scalds#!references/-284279)].

Antibiotic prophylaxis
A Clinical Evidence review found no evidence to suggest that routine prophylactic use of antibiotics (topical or oral) for
superficial dermal burns decreases wound infection or helps wound healing [Wasiak and Cleland, 2006 (/burns-and-
scalds#!references/-284279)].

In addition, overuse of antibiotics can lead to increased resistance and an unnecessary risk of adverse effects.
Prevention of scarring and hyperpigmentation
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Several experts recommend the application of a moisturiser two to three times a day, once the wound has healed, to help
prevent dryness, cracking, and itching [Atkinson, 1998 (/burns-and-scalds#!references/-284279); Haersch, 2003 (/burns-
and-scalds#!references/-284279); Hudspith and Rayatt, 2004 (/burns-and-scalds#!references/-284279)]. CKS
recommends using an emollient such as emulsifying ointment to minimize the risk of a hypersensitive reaction; aqueous
cream is not recommended as there is a higher risk of skin reactions associated with its use, especially in children [MHRA,
2013 (/burns-and-scalds#!references/-284279)].
Several experts recommend protecting healed areas from the sun by using sun block for 6–12 months [Atkinson, 1998
(/burns-and-scalds#!references/-284279); Hudspith and Rayatt, 2004 (/burns-and-scalds#!references/-284279); Benson et
al, 2006 (/burns-and-scalds#!references/-284279)].

When to review a superficial dermal burn
When should someone with a superficial dermal burn be reviewed?

Check the dressing after 24 hours to ensure that it is still in place, and that there is not excessive exudate. Check there are
no signs of infection.

This may be done by the patient or their carer if appropriate.
Reassess the wound and change the dressing after 48 hours if needed.
Subsequently, change dressings every 3–5 days (depending on type of dressing, amount of exudate, and rate of healing).
Continue dressing the wound until it is healed.
Advise the person to seek advice immediately if the wound becomes painful or smelly, the dressing becomes soaked with
exudate, or they develop a fever. See Managing an infected burn or scald (/burns-and-scalds#!scenariorecommendation:9).
Seek specialist advice for any minor burn that has not healed within 2 weeks.

Basis for recommendation

The practice of subsequent review and dressing change is varied. These recommendations represent a pragmatic approach,
based on expert opinion from the literature [Hudspith and Rayatt, 2004 (/burns-and-scalds#!references/-284279)].

Expert opinion in the literature concurs that if the burn wound has not healed after 2–3 weeks the burn may be deeper than
originally thought and may need specialist management [Haersch, 2003 (/burns-and-scalds#!references/-284279); Hudspith
and Rayatt, 2004 (/burns-and-scalds#!references/-284279); Papini, 2004 (/burns-and-scalds#!references/-284279)].

Scenario: Infected minor burns and scalds
Scenario: Management of infected minor burns and scalds

Age from 1 month onwards

Managing an infected burn or scald
How should I manage an infected burn or scald?

Suspect infection if the wound becomes increasingly uncomfortable, painful, or smelly; if cellulitis is observed; or if the
person develops a fever.
Clean the wound with 0.9% sodium chloride or lukewarm tap water.
If infection is suspected, take a swab from the burn wound and start empirical antibiotic treatment:

Prescribe flucloxacillin first-line.
For people who are allergic to penicillin, prescribe erythromycin. Clarithromycin can be used for people who are known
not to tolerate erythromycin.
Prescribe doses high enough to ensure adequate tissue penetration.
Prescribe 7 days of antibiotic treatment initially. If symptoms have not fully resolved after 7 days, consider continuing the
antibiotic for up to a further 7 days.

Offer adequate pain relief — paracetamol or ibuprofen, plus codeine for more severe pain.
Assess the need for tetanus prophylaxis (/burns-and-scalds#!scenarioclarification:2).
If there is poor, or no, clinical response to empirical antibiotics, change the antibiotic according to the results from the swab.
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Basis for recommendation

CKS found no national policy and no good evidence regarding the antibiotic management of an infected minor burn wound in
primary care.The recommended antibiotic dose and duration is pragmatic advice, based on treatment recommendations for
cellulitis (see the CKS topic on Cellulitis - acute (/cellulitis-acute)).

The recommended choice of antibiotic is guided by the most likely cause of infection and the known spectrum of activity of
the antibiotics. Local patterns of antibiotic resistance should also be considered.

Staphylococcus aureus is the commonest cause of infection of traumatic wounds such as burns, whilst streptococcal
infection is less common [Murray, 2010 (/burns-and-scalds#!references/-284279)].
Flucloxacillin has a narrow spectrum of activity, and is active against most Gram-positive cocci, including beta-lactamase–
producing staphylococci and streptococci. It diffuses well into most tissues, so is suitable for skin and soft tissue
infections [Finch et al, 2003 (/burns-and-scalds#!references/-284279)].
Erythromycin has a broad spectrum of activity and is active against most Gram-positive cocci (including staphylococci
and streptococci) and some Gram-negative cocci and anaerobes [Finch et al, 2003 (/burns-and-
scalds#!references/-284279)]. Clarithromycin may be used in people who are known not to tolerate erythromycin.

Flucloxacillin

Contraindications and cautions

Do not prescribe flucloxacillin to people with a true penicillin hypersensitivity or a history of flucloxacillin associated hepatic
dysfunction.

Gastrointestinal adverse effects alone (such as nausea, vomiting, or diarrhoea) do not constitute an allergy to penicillin.
Prescribe flucloxacillin with caution in people with history of allergic reaction to penicillins, hypersensitivity to
cephalosporins, hepatic impairment, or renal impairment (reduce the dose of flucloxacillin if estimated glomerular filtration
rate is less than 10 mL per minute per 1.73 meters).

Key adverse effects

The most common adverse effects of flucloxacillin include diarrhoea, nausea, vomiting, and skin rash.
Consider pseudomembranous colitis if a person develops severe diarrhoea during or after treatment with flucloxacillin.
If pseudomembranous colitis is suspected, stop treatment and refer the person urgently.

Serious adverse effects that have been reported include:
Anaphylaxis (rare) — this can be immediate or delayed.
Cholestatic jaundice and hepatitis may occur (very rarely) up to two months after treatment with flucloxacillin has been
stopped. Administration for more than 2 weeks, and increasing age, are risk factors.

Key drug interactions

Anticoagulants (for example warfarin) — monitor the prothrombin time or international normalised ratio more closely with the
addition or withdrawal of a penicillin as adjustment of the anticoagulant dose may be necessary.

Prolongation of prothrombin time has been reported in people taking penicillins and warfarin concurrently.
Food — advise the peron to take flucloxacillin one hour before food or on an empty stomach to optimise absorption of
flucloxacillin.

Despite the lack of evidence, it is thought that food can reduce the absorption of flucloxacillin.
Antibiotics — additional contraceptive precautions are not required during or after courses of flucloxacillin.

However, women should be advised about the importance of correct contraceptive practice if they experience vomiting or
diarrhoea.

Basis for recommendation
These recommendations are based mainly on the manufacturer's Summary of Product Characteristics [ABPI Medicines
Compendium, 2010 (/burns-and-scalds#!references/-284279)] and the British National Formulary [BNF 63, 2012 (/burns-and-
scalds#!references/-284279)].

Cross sensitivity to cephalosporins

https://cks.nice.org.uk/cellulitis-acute
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The manufacturer's recommend that cefalexin should be given cautiously to penicillin-sensitive people. However, the BNF
advice that if a cephalosporin is essential because a suitable alternative is unavailable then cefuroxime, cefixime, cefotaxime,
ceftazidime, ceftriaxone or can be used with caution. Cefalexin (as well as cefaclor, cefadroxil, and cefradine) should be
avoided [BNF 63, 2012 (/burns-and-scalds#!references/-284279)].
There is some clinical and laboratory evidence of partial cross-allergenicity of the penicillins and cephalosporins and people
have been known to have severe reactions (including anaphylaxis) to both drugs [ABPI Medicines Compendium, 2005
(/burns-and-scalds#!references/-284279)].
The British National Formulary state that about 0.5 to 6.5% of penicillin sensitive people will be sensitive to cephalosporins
[BNF 63, 2012 (/burns-and-scalds#!references/-284279)].

Renal impairment

This recommendation is based on the British National Formulary and the manufacturer's Summary of Product Characteristics
[ABPI Medicines Compendium, 2010 (/burns-and-scalds#!references/-284279); BNF 63, 2012 (/burns-and-
scalds#!references/-284279)]. In people with severe renal impairment (or on high doses of penicillins), potentially fatal
encephalopathy due to cerebral irritation may rarely occur.

Hepatic reactions with flucloxacillin

The Medicines and Healthcare products Regulatory Agency (MHRA) (formerly the Committee on Safety of Medicines
[CSM]) advises that hepatic reactions may occur up to 2 months after discontinuing treatment with flucloxacillin. Risk
factors include treatment for more than 14 days, and increasing age. The dose and route of administration do not appear to
affect this risk [CSM, 2004b (/burns-and-scalds#!references/-284279)].

Antibiotics

The Faculty of Sexual and Reproductive Healthcare advises that additional contraceptive precautions are not required during
or after courses of flucloxacillin. However, women should be advised about the importance of correct contraceptive practice
if they experience vomiting or diarrhoea [FSRH, 2011 (/burns-and-scalds#!references/-284279)].

Erythromycin or clarithromycin

Contraindications

Do not prescribe:
Erythromycin to people with porphyria.
Clarithromycin to people with:

A history of QT prolongation or ventricular cardiac arrhythmia, including torsades de pointe arrhythmias.
Hypokalaemia.
Severe hepatic failure in combination with renal impairment.

Cautions

Prescribe erythromycin and clarithromycin with caution in people with:
Impaired hepatic function (or people concomitantly receiving potentially hepatotoxic drugs) — erythromycin and
clarithromycin are principally excreted by the liver. Hepatic dysfunction including increased liver enzymes and cholestatic
hepatitis (with or without jaundice) has been rarely reported with these drugs.
Conditions which predispose to QT interval prolongation such as electrolyte disturbances and people taking drugs that
prolong the QT interval for example amiodarone, sotalol, terfenadine, and amisulpride — macrolides can also prolong the
QT interval, increasing the risk of Torsades de pointes arrhythmias.
Renal impairment:

For erythromycin — give a maximum of 1.5 g daily in severe renal impairment due to the risk of ototoxicity.
For clarithromycin — use half the normal dose in severe renal impairment (eGFR less than 30mL/min). Avoid Klaricid
XL (clarithromycin prolonged release once daily tablets) in people with eGFR less than 30 mL/min.

Myasthenia gravis — macrolide antibiotics may aggravate the weakness of people with myasthenia gravis.
Prescribe clarithromycin with caution in people with:

Coronary artery disease, severe cardiac insufficiency, or bradycardia (less than 50 beats per minute) — increased risk of
QT prolongation.

®



Common adverse effects

Erythromycin and clarithromycin commonly cause gastrointestinal adverse effects (such as abdominal pain, indigestion,
nausea, vomiting, and abnormal taste). However, adverse effects are worse with erythromycin.

Key drug interactions

Carbamazepine — clarithromycin and erythromycin inhibit the cytochrome P450 enzyme CYP3A4, resulting in reduced
carbamazepine metabolism.

Reduce the dose of carbamazepine by 30–50% during treatment with clarithromycin, or consider prescribing
azithromycin, if appropriate, as this interaction is unlikely to occur with azithromycin.
Advise the person to report symptoms of carbamazepine toxicity (such as dizziness, diplopia, ataxia, or confusion).

Drugs that prolong the QT interval (such as antiarrhythmics, antipsychotics, and tricyclic antidepressants) — all
macrolides can prolong the QT interval, and concomitant use of drugs that prolong the QT interval is not recommended.

Seek advice from a microbiologist regarding a suitable alternative antibiotic.
Drugs that cause hypokalaemia (such as diuretics, corticosteroids, short-acting beta -agonists) — hypokalaemia is a
risk factor for QT prolongation.

Seek advice from a microbiologist regarding a suitable alternative antibiotic.
Statins — there is an increased risk of myopathy (due to cytochrome P450 enzyme CYP3A4 inhibition) if clarithromycin or
erythromycin is taken with atorvastatin or simvastatin.

For simvastatin — do not prescribe clarithromycin or erythromycin to a person taking simvastatin, as simvastatin is
extensively metabolised by CYP3A4. If treatment with clarithromycin or erythromycin cannot be avoided, stop treatment
with simvastatin during the course of the treatment.
For atorvastatin — avoid concurrent use with clarithromycin or erythromycin, as atorvastatin is moderately metabolised by
CYP3A4. If concurrent use cannot be avoided, prescribe the lowest starting dose of atorvastatin (that is 10 mg), and
advise the person to report any muscle pain, tenderness, or weakness.
Other statins — clinically significant drug interactions resulting from cytochrome P450-mediated metabolism are not
expected for rosuvastatin and pravastatin as they are not metabolized to a clinically significant extent by the cytochrome
P450 system. Fluvastatin is not dependent on CYP3A metabolism; therefore, interaction with clarithromycin or
erythromycin is unlikely. Nevertheless, advise the person to report any muscle pain, tenderness, or weakness.

Theophylline — erythromycin increases plasma concentrations of theophylline, and theophylline may also reduce absorption
of oral erythromycin.

Check theophylline levels 48 hours after starting erythromycin, and adjust the dose of theophylline accordingly. This
interaction is less likely with clarithromycin unless theophylline levels are at the higher end of the therapeutic range.

Warfarin — occasionally and unpredictably, the effects of warfarin may be markedly increased by macrolides.
Monitor the international normalized ratio (INR), and adjust the warfarin dose accordingly.

Antidiabetic drugs and insulin — the concurrent use of clarithromycin and antidiabetic drugs (such as sulphonylurias
and/or insulin) can result in significant hypoglycaemia.

Monitor blood glucose levels more regularly and adjust the antidiabetic drug (and/or insulin) dose accordingly.
Calcium channel blockers (CCB's) — due to an increased risk of hypotension, caution is advised with the concurrent use
of clarithromycin and CCB's metabolized by CYP3A4 (such as verapamil, amlodipine, and diltiazem).
Contraceptives — additional contraceptive precautions are not required during or after a course of clarithromycin or
erythromycin [FSRH, 2011 (/burns-and-scalds#!references/-284279)].

However, advise women on the importance of correct contraceptive practice if they experience vomiting or diarrhoea. For
further information, see the section on vomiting or diarrhoea in the CKS topics on Contraception - combined hormonal
methods (/topic-under-review) and Contraception - progestogen-only methods (/topic-under-review).

Basis for recommendation
These recommendations are based mainly on the manufacturers' Summaries of Product Characteristics [ABPI Medicines
Compendium, 2014b (/burns-and-scalds#!references/-284279); ABPI Medicines Compendium, 2014a (/burns-and-
scalds#!references/-284279)] and a reference text book [Baxter, 2010 (/burns-and-scalds#!references/-284279)], and the British
National Formulary [BNF 63, 2012 (/burns-and-scalds#!references/-284279)].

Macrolides and statins

This recommendation is based on Statins and cytochrome P450 interactions, published by the Medicines and Healthcare
products Regulatory Agency (MHRA) (formerly the Committee on Safety of Medicines [CSM]) [CSM, 2004a (/burns-and-
scalds#!references/-284279)] and a reference text book [Baxter, 2010 (/burns-and-scalds#!references/-284279)].
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Antibiotics

The Faculty of Sexual and Reproductive Healthcare advises that additional contraceptive precautions are not required during
or after courses of flucloxacillin. However, women should be advised about the importance of correct contraceptive practice
if they experience vomiting or diarrhoea [FSRH, 2011 (/burns-and-scalds#!references/-284279)].

Oral analgesia

For prescribing information on ibuprofen, paracetamol and codeine, see the CKS topic on Analgesia - mild-to-moderate pain
(/analgesia-mild-to-moderate-pain).

Search strategy

Scope of search
A literature search was conducted for guidelines, systematic reviews and randomized controlled trials on primary care
management of burns and scalds.

Search dates
2007 - March 2012.

Key search terms
Various combinations of searches were carried out. The terms listed below are the core search terms that were used for
Medline.

exp Burns/, burns.tw., (scald or scalds).tw.

Table 1 . Key to search terms.

Sources of guidelines
National Institute for Health and Care Excellence (NICE) (http://www.nice.org.uk)
Scottish Intercollegiate Guidelines Network (SIGN) (http://www.sign.ac.uk)
Royal College of Physicians (http://www.rcplondon.ac.uk/)
Royal College of General Practitioners (http://www.rcgp.org.uk/)
Royal College of Nursing (http://www.rcn.org.uk/development/practice/clinicalguidelines)
NICE Evidence (https://www.evidence.nhs.uk/topics/)
Health Protection Agency (http://www.hpa.org.uk)
World Health Organization (http://www.who.int)
National Guidelines Clearinghouse (http://www.guideline.gov)
Guidelines International Network (http://www.g-i-n.net)
TRIP database (http://www.tripdatabase.com)
GAIN (http://www.gain-ni.org/index.php/audits/guidelines)
NHS Scotland National Patient Pathways (http://www.pathways.scot.nhs.uk/)
New Zealand Guidelines Group (http://www.nzgg.org.nz)
Agency for Healthcare Research and Quality (http://www.ahrq.gov/)
Institute for Clinical Systems Improvement (http://www.icsi.org)
National Health and Medical Research Council (Australia) (http://www.nhmrc.gov.au/publications/index.htm)
Royal Australian College of General Practitioners (http://www.racgp.org.au/your-practice/guidelines/)

Search
commands

Explanation

/ indicates a MeSh subject heading with all subheadings selected

.tw indicates a search for a term in the title or abstract

exp indicates that the MeSH subject heading was exploded to include the narrower, more specific terms
beneath it in the MeSH tree

$ indicates that the search term was truncated (e.g. wart$ searches for wart and warts)

https://cks.nice.org.uk/analgesia-mild-to-moderate-pain
http://www.nice.org.uk/
http://www.sign.ac.uk/
http://www.rcplondon.ac.uk/
http://www.rcgp.org.uk/
http://www.rcn.org.uk/development/practice/clinicalguidelines
https://www.evidence.nhs.uk/topics/
http://www.hpa.org.uk/
http://www.who.int/
http://www.guideline.gov/
http://www.g-i-n.net/
http://www.tripdatabase.com/
http://www.gain-ni.org/index.php/audits/guidelines
http://www.pathways.scot.nhs.uk/
http://www.nzgg.org.nz/
http://www.ahrq.gov/
http://www.icsi.org/
http://www.nhmrc.gov.au/publications/index.htm
http://www.racgp.org.au/your-practice/guidelines/


British Columbia Medical Association (http://www.health.gov.bc.ca/gpac/index.html)
Canadian Medical Association (http://www.cma.ca/index.php/ci_id/54316/la_id/1.htm)
Alberta Medical Association (http://www.topalbertadoctors.org/cpgs.php)
University of Michigan Medical School (http://ocpd.med.umich.edu/cme/self-study/)
Michigan Quality Improvement Consortium (http://mqic.org/guidelines.htm)
Singapore Ministry of Health (http://www.moh.gov.sg/content/moh_web/home/Publications/guidelines/cpg.html)
National Resource for Infection Control (http://www.nric.org.uk)
Patient UK Guideline links (http://www.patient.co.uk/guidelines.asp)
UK Ambulance Service Clinical Practice Guidelines
(http://www2.warwick.ac.uk/fac/med/research/hsri/emergencycare/jrcalc_2006/guidelines/)
RefHELP NHS Lothian Referral Guidelines (http://www.refhelp.scot.nhs.uk/index.php?
option=com_content&task=view&id=490&Itemid=104)
Medline (with guideline filter)
Driver and Vehicle Licensing Agency (http://www.dft.gov.uk/dvla/medical/ataglance.aspx)
NHS Health at Work (http://www.nhshealthatwork.co.uk/oh-guidelines.asp) (occupational health practice)

Sources of systematic reviews and meta-analyses
The Cochrane Library (http://www.thecochranelibrary.com) :

Systematic reviews
Protocols
Database of Abstracts of Reviews of Effects

Medline (with systematic review filter)
EMBASE (with systematic review filter)

Sources of health technology assessments and economic appraisals
NIHR Health Technology Assessment programme (http://www.hta.ac.uk/)
The Cochrane Library (http://www.thecochranelibrary.com) :

NHS Economic Evaluations
Health Technology Assessments

Canadian Agency for Drugs and Technologies in Health (http://www.cadth.ca)
International Network of Agencies for Health Technology Assessment (http://www.inahta.org)

Sources of randomized controlled trials
The Cochrane Library (http://www.thecochranelibrary.com) :

Central Register of Controlled Trials
Medline (with randomized controlled trial filter)
EMBASE (with randomized controlled trial filter)

Sources of evidence based reviews and evidence summaries
Bandolier (http://www.medicine.ox.ac.uk/bandolier/)
Drug & Therapeutics Bulletin (http://dtb.bmj.com/)
TRIP database (http://www.tripdatabase.com)
Central Services Agency COMPASS Therapeutic Notes (http://www.medicinesni.com/courses/type.asp?ID=CN)

Sources of national policy
Department of Health (http://www.dh.gov.uk)
Health Management Information Consortium (HMIC)

Patient experiences
Healthtalkonline (http://www.healthtalkonline.org/)
BMJ - Patient Journeys (http://www.bmj.com/bmj-series/patient-journeys)
Patient.co.uk - Patient Support Groups (http://www.patient.co.uk/selfhelp.asp)

Sources of medicines information
The following sources are used by CKS pharmacists and are not necessarily searched by CKS information specialists for all
topics. Some of these resources are not freely available and require subscriptions to access content.

British National Formulary (http://www.evidence.nhs.uk/formulary/bnf/current) (BNF)
electronic Medicines Compendium (http://www.medicines.org.uk) (eMC)
European Medicines Agency (http://www.ema.europa.eu/ema/) (EMEA)

http://www.health.gov.bc.ca/gpac/index.html
http://www.cma.ca/index.php/ci_id/54316/la_id/1.htm
http://www.topalbertadoctors.org/cpgs.php
http://ocpd.med.umich.edu/cme/self-study/
http://mqic.org/guidelines.htm
http://www.moh.gov.sg/content/moh_web/home/Publications/guidelines/cpg.html
http://www.nric.org.uk/
http://www.patient.co.uk/guidelines.asp
http://www2.warwick.ac.uk/fac/med/research/hsri/emergencycare/jrcalc_2006/guidelines/
http://www.refhelp.scot.nhs.uk/index.php?option=com_content&task=view&id=490&Itemid=104
http://www.dft.gov.uk/dvla/medical/ataglance.aspx
http://www.nhshealthatwork.co.uk/oh-guidelines.asp
http://www.thecochranelibrary.com/
http://www.hta.ac.uk/
http://www.thecochranelibrary.com/
http://www.cadth.ca/
http://www.inahta.org/
http://www.thecochranelibrary.com/
http://www.medicine.ox.ac.uk/bandolier/
http://dtb.bmj.com/
http://www.tripdatabase.com/
http://www.medicinesni.com/courses/type.asp?ID=CN
http://www.dh.gov.uk/
http://www.healthtalkonline.org/
http://www.bmj.com/bmj-series/patient-journeys
http://www.patient.co.uk/selfhelp.asp
http://www.evidence.nhs.uk/formulary/bnf/current
http://www.medicines.org.uk/
http://www.ema.europa.eu/ema/
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LactMed (http://toxnet.nlm.nih.gov/cgi-bin/sis/htmlgen?LACT)
Medicines and Healthcare products Regulatory Agency (http://www.mhra.gov.uk/index.htm) (MHRA)
REPROTOX (http://www.reprotox.org/Default.aspx)
Scottish Medicines Consortium (http://www.scottishmedicines.org.uk/Home)
Stockley's Drug Interactions (https://www.medicinescomplete.com/mc/stockley/current/login.htm?
uri=http%3A%2F%2Fwww.medicinescomplete.com%2Fmc%2Fstockley%2Fcurrent%2F)
TERIS (http://depts.washington.edu/terisweb/teris/)
TOXBASE (http://www.toxbase.org/)
Micromedex (http://www.micromedex.com/products/hcs/)
UK Medicines Information (http://www.ukmi.nhs.uk/)

Managing burn blisters
Evidence on managing burn blisters

One controlled study on the management of burn blisters was identified, which was of poor quality. The study found
that the incidence of bacterial colonization was significantly greater in blisters that were aspirated or de-roofed
compared with blisters that were left intact. The importance of colonization of minor burn wounds in terms of clinical
infection and time to healing is not known. In addition, pain was worse in blisters that were de-roofed compared with
those that were aspirated.

A BestBETs review (search date: May 2006) found one relevant controlled trial regarding the management of burns blisters
[Swain et al, 1987 (/burns-and-scalds#!references/-284279)].
The quality of the study was poor. It is unclear whether randomization occurred, and numbers were inconsistently reported.
Two hundred and two people with minor thermal burns (partial-thickness, average extent 1% of body surface area) were
included in the study. Outcomes were bacterial colonization and change in pain, for intact blisters and following aspiration or
exposure (de-roofing).

The incidence of bacterial colonization after 10–12 days was significantly lower in intact blisters (14%) than in either
aspirated blisters (70%) or exposed blisters (76%) (p < 0.05).
People whose blisters were aspirated or de-roofed were asked (at least one day later) whether the pain in the burned area
had increased, decreased, or remained the same:

Of the 37 people whose blisters were de-roofed, none experienced a reduction in pain, 16 (43%) experienced an
increase in pain, and in 21 (57%) pain remained unchanged.
Of the 78 people whose blisters were aspirated, 27 (35%) experienced a reduction in pain, 15 (19%) experienced an
increase in pain, and in 36 (46%) pain remained unchanged.

Silver sulfadiazine cream and dressings
Evidence on topical silver and on choice of dressings

Two Cochrane reviews have identified a number of randomized controlled trials (RCTs) comparing topical silver
(including silver sulfadiazine) with non-silver dressings in the treatment of burns. The studies were all relatively small
and generally of poor quality. There was insufficient evidence to determine whether silver-containing dressings or
topical preparations prevent wound infection or promote wound healing. In addition, evidence from poor quality trials
suggested that silver sulfadiazine appears to increase time to healing of the wound and increase pain. One of the
Cochrane reviews found insufficient evidence to make recommendations regarding the use of individual types of
dressing in the management of minor thermal burns.

A Cochrane systematic review (search date May 2009) aimed to establish the effectiveness of silver-containing wound
dressings and topical preparations in the healing of wounds and in the prevention of wound infection [Storm-Versloot et al,
2010 (/burns-and-scalds#!references/-284279)]. Twenty of the 26 trials in the review investigated the treatment of burns;
most were methodologically poor with a high or uncertain risk of bias:

Thirteen trials compared topical silver, including silver sulfadiazine (SSD) cream, with non-silver dressings.
One trial found fewer infections with silver nitrate than with a non-silver dressing.
Three trials found significantly more infections with SSD than with a non-silver dressing.

Six trials compared SSD cream with silver-containing dressings.
Five trials found no evidence of a difference.

http://toxnet.nlm.nih.gov/cgi-bin/sis/htmlgen?LACT
http://www.mhra.gov.uk/index.htm
http://www.reprotox.org/Default.aspx
http://www.scottishmedicines.org.uk/Home
https://www.medicinescomplete.com/mc/stockley/current/login.htm?uri=http%3A%2F%2Fwww.medicinescomplete.com%2Fmc%2Fstockley%2Fcurrent%2F
http://depts.washington.edu/terisweb/teris/
http://www.toxbase.org/
http://www.micromedex.com/products/hcs/
http://www.ukmi.nhs.uk/
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One trial found significantly more infections in the group who used SSD compared with the group who used the silver-
containing dressing.

One trial compared two silver-containing dressings. There were significantly fewer infections in the group that used silver-
coated gauze than in those who used silver-nitrate gauze.
The authors concluded that there is not enough evidence to conclude whether silver-containing dressings or silver-
containing topical preparations are effective in promoting wound healing or preventing wound infection. There is some
evidence from poor quality trials that, in people with partial-thickness burns, SSD:

Does not reduce the number of wound infections.
May slow wound healing.

A Cochrane systematic review (search date May 2008) aimed to assess the effects of wound dressings for superficial and
partial-thickness burns [Wasiak et al, 2008 (/burns-and-scalds#!references/-284279)]. Most of the 26 RCTs included in the
review were of poor methodological quality. The review found that:

Wounds dressed with biosynthetic dressings, hydrogels, silicone coated dressings, and antimicrobial dressings healed
more quickly than burns dressed with SSD or chlorhexidine impregnated gauze dressings.
Wounds dressed with hydrocolloid dressings, hydrogels, silicone coated dressings, biosynthetic dressings, and fibre
dressings appeared to be less painful than burns dressed with SSD, or chlorhexidine impregnated gauze dressings.
Wounds dressed with SSD needed an increased number of dressing applications.
The authors concluded that the because of the poor methodological quality of trials the evidence was of limited
usefulness in enabling clinicians to choose suitable dressings. Large high quality studies are needed on dressings for
superficial and partial-thickness burns. There was no evidence to support the use of SSD.

Burns and scalds - Summary

A burn is an injury caused by thermal, chemical, electrical, or radiation energy. A scald is a burn caused by contact with a hot
liquid or steam.
Most burns are minor (e.g. superficial epidermal burns [sunburn] or superficial dermal burns) and can be managed safely in
primary care.
Complications of burns include:

Respiratory distress from smoke inhalation or a circumferential chest burn.
Fluid loss and hypovolaemic shock in severe burns.
Infection and septicaemia.
Vascular insufficiency and distal ischaemia from a circumferential burn of limb or digit.
Muscle damage from an electrical burn.
Poisoning from inhalation of noxious gases released by burning (e.g. cyanide poisoning due to smouldering plastics).
Scarring and possible psychosocial consequences.
Death (from severe extensive burns or electric shock).

The ability of a person to survive a burn depends on the proportion of the body surface area involved and their age, as well
as other conditions affecting the person's ability to respond to trauma.
The appropriate immediate first aid for a person with a burn will depend on the cause of the burn. However, in all cases:

Personal injury should be avoided.
The person’s airway, breathing, and circulation should be assessed.
A check for the presence of any coexisting injuries that may require more urgent treatment than the burn should be
performed.

The burn should be assessed to determine:
The type, depth, extent, and therefore the severity.
The risk of inhalation injury.
Any coexisting medical conditions (e.g. cardiac disease, diabetes, pregnancy, or immunocompromised state).
Any predisposing factors which may require further investigation or treatment (e.g. a burn resulting from a fit or faint).
The possibility of a non-accidental injury.
The person's social circumstances.
The need for referral. If there is uncertainty whether referral is appropriate, seek specialist advice.

Immediate referral should be arranged for people with:
Deep dermal and full-thickness burns.
Superficial dermal burns of more than 10% total burn surface area (TBSA) in adults (16 years of age or more), or more
than 5% TBSA in children (under 16 years of age).
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Superficial dermal burns involving the face, hands, feet, perineum, genitalia, or any flexure (particularly the neck or axilla),
or circumferential burns of the limbs, torso, or neck.
Any significant infection, septic episode, or suggestion of toxic-shock-like illness.
Any inhalation injury.
Any electrical or chemical burn injury.
Suspicion of non-accidental injury or deliberate self-harm.
Burns associated with other injuries.

Infection should be suspected if the wound becomes increasingly uncomfortable, painful, or smelly; if cellulitis is observed;
or if the person develops a fever.

If infection is suspected:
A swab should be taken from the burn wound and empirical antibiotic treatment with flucloxacillin (or erythromycin in
penicillin allergy) should be started.
Adequate pain relief should be offered.
The need for tetanus prophylaxis should be assessed.

Have I got the right topic?

Age from 1 month onwards

This CKS topic covers the management of minor heat burns (including sunburn) and scalds.

This CKS topic does not cover in any detail the assessment or management of chemical, electrical, or radiation burns.

The target audience for this CKS topic is healthcare professionals working within the NHS in the UK, and providing first contact
or primary health care.

How up-to-date is this topic?

Changes
Update

Goals and outcome measures

Goals
QIPP - Options for local implementation

Background information

Definition
Prevalence
Complications and prognosis

Diagnosis

Differential diagnosis

Management

Scenario: Initial management (/burns-and-scalds#!scenario) : covers first aid and assessment of a burn or a scald.
Scenario: Referral (/burns-and-scalds#!scenario:1) : covers which people with burns or scalds should be referred, and
suggests when minor burns can be safely managed in primary care.
Scenario: Minor burns and scalds (/burns-and-scalds#!scenario:2) : covers the management (after initial first aid and
assessment) of minor burns and scalds that can be managed in primary care. This includes superficial epidermal burns (e.g.
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sunburn), and superficial dermal burns that are appropriate for primary care management.
Scenario: Infected minor burns and scalds (/burns-and-scalds#!scenario:3) : covers identification and empirical
management of infection in a burn wound. Infection should be suspected if the wound becomes increasingly uncomfortable,
painful, or smelly; if cellulitis is observed; or if the person develops a fever.

Prescribing information

Important aspects of prescribing information relevant to primary healthcare are covered in this section specifically for the drugs
recommended in this CKS topic. For further information on contraindications, cautions, drug interactions, and adverse effects,
see the electronic Medicines Compendium (http://www.medicines.org.uk/emc) (eMC) (http://medicines.org.uk/emc), or the
British National Formulary (http://www.evidence.nhs.uk/formulary/bnf/current) (BNF) .

How this topic was developed

Search strategy
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