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Aim of the work

The aim of thiswork isto review and summarize anesthetic,
pain and intensive care consideration in a case of major
burn.
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| ntroduction

The skin is the largest organ of the human body, iaplays a
very important role in physiology and the maintezenof body
homeostasis. A large burn can alter the abilityathost all of the
body’s organs and significantly increase the pégemsk for infection
(Purdueet al, 2002).

Burns are among the most devastating injuries ertecesh in
medicine and are a leading cause of life-threatetrauma worldwide
The risk of death from burn injury increases wittlvancing age,
increasingourn size, and the presence of inhalation injufytdJ30% of
burn injuries sustained each year are considerapbr burn injuries,
characterized by burns to ov#0% of total body surface area (TBSA) in
adults, morethan 10% TBSA in children and elderly patients, alt f
thicknessburns to >5% TBSA . Burnsgwvolving the face, airway, or
genitalia are also classifieds major burn injuries regardless of the
percentage of TBSA affecte@Harbin and Norri , 2012).

A better understanding of the pathophysiology ofnbimjuries,
coupled with advances in burn resuscitation, @itzare, and surgical
practice, has resulted in improved survival in selyeburned patients
over the past 3 decadé&shou et al ,2002) .Severe burn injures causes
extensive physiologic changes. Changes begin wiggnifisant tissue
trauma leads to widespread release of both local systemic
inflammatory mediators. Which cause an increasesystemic and
pulmonary vascular resistance. The vasoconstrictioreases afterload
and contributes to decreased cardiac output. Thisoaonstriction
results in decreased flow to vascular beds that aheady
underperfused. Tissue ischemia and secondary onjary can result
(Charleset al, 2011) .

Modern care for the severly burned patient can ibeled into
four overlapping phases: (1) initial evaluation amduscitation, (2)
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initial excision and biological closure, (3) rehahtion and
reconstruction. The anaesthesiologist’s serviceg b® called on for
airway management, intravenous access, and flusdso#ation, in
addition to providing sedation and analgesia in tecyhase.
Administration of analgesia and sedation for woeace and provision
of anaesthesia for excision and grafting are evererohallenging tasks.
Reconstructive surgery poses special challenges ubecaf the
development of contractures, making airway managémand
positioning difficult(Lee Fleisher, 2012).

Pain after burn injuries is one of the most se¥erms of acute
pain. Although wound and pain management have gifadimproved
over the last years, a sufficient pain managemé&etr @devere burn
trauma is still a global problem and a major chgkefor the health care
personnel. An adequate analgesia helps reducinglmamons and
cause faster healindJeschkeet al , 2012).
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Chapter 1: classification and pathophysiology of major burn

Classification of burn

Burns are classified according to depth & drgreecoading to
the cause or according to burn sieeimbach et al, 2002).

a) Burn classified by depth & degree:-

The old classification of burn according to deptll degree is the
four-part classification which classify burn intiest , second , third and
fourth degree burn , for details see (tableHeifnbach et al , 2002).

The four-part classification has been replacedheyrtew system
that classifies burns as either superficial, phattimkness or full-
thickness burn injury (fig. 1)'his classification is important for patients
once they are in a burn centre and less importheinvthey are in the
emergency rooms because the clinical appearancéheofwounds
changes over the first 3-5 days post injur€linical classification of
burn depth in the hands of experienced burn chngihas a poor
predictive value and is only 70% accurate at jPsi/idge and Fish,
2008).

Newer modalities for the evaluation of depth otnyjare being
used in many centers with various degrees of be(efy., laser flow
Doppler, etc.) Riordan et al, 2003). laser Doppler imaging is the only
technique that has been shown to accurately predbeind outcome
with a large weight of evidence. Moreover this tagoe has been
approved for burn depth assessn{&heridan 2008).
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Chapter 1: classification and pathophysiology of major burn

Tablel: Classification of burn by depth

Classification | Burndepth | Appearance | Sensation | Outcome
Superficial
First degree Cor]fined_to Dry and red; Painful Heals
epidermis blanches spontaneously
Partial thickness
Second degree
Superficial Epidermis Blisters; Painful to Heals
dermal and upper| moist, red air and spontaneously
dermis and temperature
weeping;
blanches
Deep dermal Epidermis  Blisters; Pressure Requires
and deep wet or only excision and
dermis waxy dry; grafting for
patchy to return of
cheesy function
white to
red; does
not blanch
Full thickness
Third degree Destructio Waxy Deep Requires
n of white, pressure complete
epidermis leathery only excision;
and dermis gray or limited
charred ang function
black; dry
and
inelastic;
does not
blanch
Fourth degree Muscle, Deep Requires
fascia, pressure excision and
bone only grafting;
limited
function.

(Morgan et al , 2000)
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