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I completed an e-learning module on the ‘E-Learning for Healthcare’ website under the subject of 

‘Paramedic’ – Assessment and Management of Burns.  

The main objectives of this learning included recapping the initial assessment of a burn depth, as 

well as estimating the total body surface area. Additionally, the learning focused on recognition of 

which burns require specialist treatment, incorporating the NICE guidelines and best practice for 

cooling a burn using the London and South-East England Burn Network guidance.  

The learning included case-studies, a self-assessment and further reading as well as links to useful 

resources such as the Mersey Burns App.  

I thought that this learning was useful, because burn injuries is not something I come across whilst in 

practice. The interactive learning enabled me to develop my understanding of the classification of 

burns as my previous knowledge was only around the three degrees (1st, 2nd and 3rd) – however, I 

now understand there to be 5 classifications: Superficial, partial, deep dermal burns, full thickness 

and fourth degree burn.  

As I already, although not extensively, understood: superficial, partial and full-thickness; it was 

interesting to read about the other two classifications:  

• Deep Dermal: The epidermis and most parts of the dermis are affected. Blisters may be 

present. These burns will appear dark pink, red or waxy white and mottled or stained. 

Capillary refill will be delayed or absent and sensation will be dulled or variable as most 

nerve endings, as well as skin appendages, will be destroyed. These burns are generally 

caused by scalds, flame or hot grease. Hypertrophic scarring and joint contracture is often 

associated with healing, which may take up to 6 weeks. 

• Fourth Degree: Affects subcutaneous fat, muscle and sometimes bone. These burns require 

reconstruction and often amputation. 

Towards the end of the online learning, I undertook a self-assessment – I gained 80%, the questions I 

either got incorrect or partly wrong were around assessing the thickness of the burn from 

photographs.  

I have taken this onboard and as below have designed a table to enable me to differentiate between 

the different thicknesses. 

 

Prompts:  • What type of reflection: Medical Patient, Trauma, Learning/Event or Discussion 

• Briefly describe the incident you attended (age, sex, details) e.g., 67 YOF, Fall  

• What was the initial impression and treatment you gave?  

• What was your personal initial diagnosis?  

• What skills did you use and put into practice?  

• What did you gain from the incident? E.g., Knowledge from others, safety, 
communication, additional skills/methods 

• How did the outcome make you feel? Would you have done anything different? 
Will you do anything different? Would you improve on anything? 

• How will you assess your improvement? 
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Thickness Signs and Symptoms Photo 

 
 
 
Superficial 

• Painful  

• Redness  

• Usually do not blister  

• Can heal within 3 to 7 days 

• First layer of skin affected  
 

 

Partial • Pale 

• Pink  

• Red  

• Painful  

• Blistering  

• Can heal within 14 to 21 days 
 
 
 
 

 

Deep Dermal • Dark pink  

• Red  

• Waxy white  

• Mottled or stained  

• Delayed capillary refill  

• Blistering  
 
 
 

 

Full 
Thickness 

• White  

• Brown  

• Black  

• Yellow/Redness 

• Dry looking and leathery  

• Tissue present  
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Additionally, it was beneficial to recap the red flags and causes for concern (when to seek further 

clinical aid/attend A&E.) But, most interestingly – I was not aware of the signs of toxic shock 

syndrome and that it must be considered for anyone with any burn of any size. The signs for toxic 

shock syndrome follow as:  

• Temperature >38°C 

• Rash 

• Diarrhoea and vomiting 

• General malaise 

• Not eating or drinking 

• Tachycardia/tachypnoea 

• Hypotension 

• Reduced urine output 

Personally, I found that reading the causes for concern more beneficial. This is because I was not 

aware, or forgot from clinical education, the complications diabetics can face if they suffer a burn – 

regardless of size, this is due to damage to blood vessels and diabetic neuropathy. [Hadeer Al-Amiri, 

2018.] Additionally, as well as patients aged 60 or older due to complications with wider medical 

problems; such as hypertension, diabetes and anticoagulation medication. [Bayuo Jonathan., Es 

iBotchwayc Anita, 2017.] 

I also undertook some wider-reading to ensure my knowledge was current with how to effectively 

and safely treat and manage a patient with a burn.  

Regardless of any patient, the DNRAcBcCDE approach is still to be applied. The danger here is not 

only to yourself but the patient, as you must attempt to try (only if safe) to remove the burning 

source (e.g., flame/heat or chemical.) The initial assessment is to establish if any time critical 

features are present, specifically around ABCD.  

• Airway burns (soot or oedema present around the nasal and oral cavities.) 

• Hx Inhalation of hot gases (this may cause the airway to swell) 

• Respiratory distress 

• Evidence of circumferential burns to limb, chest, or neck 

• Significant facial burns  

• Burns covering more than 15% of the TBSA 

• Other major injuries  

 

 

 

Fourth 
Degree 

• Fat  

• Muscle  

• Bone  

• Blackness 

• Yellow  
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Treatment:  

JRCALC states that high flow oxygen must be given, however my understanding that this would and 

should be applied if a burn is significant enough, e.g., partial thickness. The main aim of when 

treating a burn is to cool – this can be achieved by irrigating the burn area with cool water for 

around 20mins, however you must also ensure the patient does not become hypothermic. In NWAS 

we have WaterGel© dressings, however these should only be used as a last resort as water is much 

more effective. Current advice is that cooling the burn can be effective up to three hours after injury. 

The other main aim is to remove any clothing or jewellery (providing it is not stuck to the skin_ and 

ice is not to be used as this can cause further injury. Although depending on the source and 

thickness of burn – different treatments may be required. 

For example, when treating a superficial thickness burn the advice is to cool, advice patient to take 

paracetamol/ibuprofen, apply a non-adhesive dressing and ensure the burn is moisturised; 

potentially, patients with these types of burns would benefit from self-care rather than ED/Urgent 

care, although advice for blistering should be given as well as risks of possible infections. Comparing 

this to a deep-dermal burn which would still include cooling and pain relief, but also covering with 

the water dressings and cling-film and transport to ED. 

Although not everyone may need to attend A&E there are a few points to remember and every 

patient should be dealt with separately considering the wider picture. For example, a patient with 

diabetes or over the age of 60 is recommended they attend the emergency department, although 

may not require transport via emergency ambulance.  

• Significant comorbidity (such as diabetes) or immunocompromised patients 

• Friction burns with full thickness skin loss 

• Cold burns with full thickness skin loss 

• Older people (60+) 

• Children 'unwell' with a burn (toxic shock syndrome) 

• Any other case that causes concern [NICE, 2015] 

There is also advice and guidance around managing a patient with potential airway compromise such 

as utilising salbutamol.  

From this self-learning, I intend to be more aware of how to effectively assess and manage a patient 

with a burn. Additionally, I intend to have a greater understanding of complications that may arise, 

depending on the patient and other specifics, to ensure the patient gets the best care in the right 

place.  

 

Signed: 
 
 
 
Tom Wilkes 
18/07/2018 
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