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ABSTRACT
Manuka Honey is a medical-grade honey (MGH) product gaining popularity in burn wound care. The increased use of MGH 
in burn wound management accelerates wound healing while minimising scar tissue formation. This case series follows 3 
patients who were managed in a regional hospital in Gauteng, South Africa, with Manuka honey after sustaining burn wounds. 
These patients were not managed surgically despite early surgical debridement being the gold standard for septic partial to 
full-thickness burns. Theatre time is often not available in resource-constrained hospitals. The use of Manuka honey in burn 
wound management can therefore be used as an adjunct to surgical debridement in both deep-partial and full-thickness burns 
when theatre time is not immediately available.
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INTRODUCTION
Manuka Honey is a medical-grade honey (MGH) product 
sourced by the Apis Mellifera bee from the Leptospermum 
scorparium flower in New Zealand, gaining popularity in 
burn wound care.(1) Burn wounds are a burden, particu-
larly in developing countries, accounting for prolonged 
admission,  significant resource use, as well as patient 
mortality and morbidity.(2) The increased use of MGH 
in burn wound management accelerates wound healing 
while minimising the formation of scar tissue.(2) This 
case series follows three patients who were managed  in a 
resource-constrained regional hospital with manuka honey 
after sustaining burn wounds; the total body surface areas 
of these burns were calculated using the ‘Rule-of-Nine.’

CASE A
Patient A is a 46-year-old with no comorbidities or any 
surgical history, with a 9-day delay in presentation after ini-
tial injury. He sustained 13.5% partial-full thickness burns 
from an open flame while sleeping.  Areas burnt included 
the right neck, back and arm after a blanket caught alight 
from an unattended stove.  The patient presented to the 
local clinic, was scrubbed down, and the wounds were 
dressed. Although the patient was told to follow up every 
two days for wound review and dressings, he did not adhere 
to the management plan. A week later, when the patient 
presented to the local clinic, the wound was septic with 
thick eschar over the upper chest and right side of his back 
(figure 1), necessitating referral to a regional hospital. 

Upon hospital admission, basic inpatient investiga-
tions were done, and the septic wounds were managed 
with manuka honey as well as targeted antibiotics. The 
patient’s eschar was removed after 16 days of manuka 
honey dressings, with the wound being reviewed every 
third day (Fig 2). The patient responded well to the 
MGH and subsequent dressings. He was discharged to 
the wound clinic for further wound care and to await an 
elective split skin graft.

Figure 1:  Patient A on 24/10/2026 before manuka dressings
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She was assessed as having 18% Total body surface area 
partial thickness burns aff ecting the anterior aspect of both 
lower legs. During her admission, the patient’s wounds 
were noted to have slough requiring surgical debridement 
(Fig 5). Patient C was managed with Manuka dressings for 
6 days, with wound reviews every 3 days. On the sixth day, 
the wounds were noted to be clean (Fig 6), and the patient 
was discharged for follow-up at the surgical outpatient 
clinic for further wound care. 

DISCUSSION
Th e wound-healing process is a stepwise process aimed at 
regenerating the protective function of the skin. Any dis-
turbance in this cascade increases the likelihood of infec-
tion, wound contamination and oedema, thereby increasing 
the possibility of further tissue damage.

Th e current management of burn wounds includes early 
wound debridement to remove eschar, leaving a clean 

CASE B
Patient B is a 34-year-old male with no medical or surgical 
history. He presented two days after sustaining hot water 
burns during an interpersonal altercation. Th e patient sus-
tained 18% total body surface area deep- partial thickness 
burns to the face, neck, chest and abdomen. His vitals were 
within normal limits. Initially, the patient was dressed 
with Melladerm (a honey based wound gel) from the local 
clinic. On the fi rst exposure, the wound was noted to have 
slough (Fig 3). 

Th e wounds were subsequently dressed with manuka 
honey for 10 days, with wound review every third day. 
After this period, the patient’s wounds were noted to be 
clean and mostly healed with good granulation tissue (Fig 
4). Th e patient was discharged for review at the surgical 
wound clinic for further wound care. 

CASE C
Patient C is a 26-year-old female with no medical or surgical 
background who presented to the hospital on the same day 
of the incident, with a history of fl ame burns to her legs. 

Figure 2: Patient A after multiple manuka dressings with 
some visible slough requiring further chemical debridement

Figure 3: Patient B with adherent Slough after exposure of 
manuka dressing

Figure 4: Patient B after manuka dressings

Figure 5: Patient C with adherent slough
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wound bed conducive to healing, particularly in partial- to 
full-thickness wounds.(1) Th is has been noted to reduce 
patient hospital stay, morbidity, cost of inpatient care and 
consequently minimizing mortality rates.(1,2) Th is pro-
cess removes dead tissue while preparing the wound bed 
for granulation by decreasing chemical mediators that pro-
mote the infl ammatory process.(1) Th e use of conservative 
treatment is reported to be outdated, leading to high rates 
of sepsis and death, particularly in facilities where access 
to surgical debridement and immediate autologous skin 
grafting is available.(3)

Medical-grade honey is free from toxic substances, con-
taminants, and dangerous micro-organisms; it is organic 
and has undergone gamma sterilisation.(4) Manuka Honey 
has been found to have advantageous properties that are 
synergistic in managing burn wounds.(2) It is found to have 
the highest non- peroxide activity displayed by methylg-
lyoxal, which assists in its bacteriostatic and bactericidal 
quality, clearing infections and accelerating debridement by 
suppressing oxidation and infl ammation. Th is process con-
sequently promotes angiogenesis, tissue granulation, re-ep-
ithelialization and wound contraction.(2) Methylglyoxal 
is known to be the unique manuka factor, responsible for 
most of its antimicrobial activity against organisms such 
as Pseudomonas aeruginosa, Escherichia coli, Methicillin-
resistant Staphylococcus Aureus, Protease mariiabilis, 
Enterobacter species, and Staphylococcus epidermis.(2,5) 
Medical-grade honey is viscous, promotes moisture, ensures 
no further bacteria colonise the wound, and allows for an 
autolytic debridement process. MGH also ensures that 
wound dressings do not adhere to the wound. Th is qual-
ity ensures that no granulation tissue is removed during 
wound dressing changes, consequently reducing pain and 

promoting healing.(2,5)Th e high osmotic pressure provided 
by MGH ensures that the lymphatic fl uid is pulled from 
deeper dermal layers, removing dead, damaged or infected 
scar tissue, providing nutrient-rich water onto the wound 
bed.(2,5,6) Lymph then further uses proteases to activate 
hydrogen peroxide, assisting in the debridement process.(5) 
Further eschar formation is then avoided by inhibiting the 
activation of plasminogen to plasmin, which is important as 
it digests fi brin, thus preventing further slough and eschar.
(6) Flavonoids in MGH are responsible for the removal 
of free radicals which is benefi cial in reducing the conse-
quences of infl ammation in wounds.(2) MGH has been 
shown in studies to reduces COX-1 and COX-2 involved in 
prostaglandin production, thereby decreasing infl ammation 
and consequently wound oedema.(6)

CONCLUSION
Manuka honey use has gained popularity in recent years for 
wound management due to its many benefi cial properties. 
Th e three patients discussed above benefi ted from its rapid 
debridement properties. Two of these patients were assessed 
to have partial to full-thickness burns with delayed presenta-
tion to the hospital, requiring debridement. Manuka honey 
was used as an interim treatment to manage these burns. 
However, it must be noted that surgical debridement and 
skin grafting remain the gold standard for managing deep 
and full-thickness burn wounds; however, these procedures 
are not always readily available in resource-constrained health 
facilities. Th e literature clearly describes many qualities of 
MGH and its synergetic eff ects on wound healing compared 
to other wound dressings, especially in managing superfi cial 
burn wounds. Manuka honey is benefi cial as an adjunctive 
treatment when defi nitive management is far from reach. 
Th ere is no literature exploring the benefi ts of MGH com-
pared with delayed surgical debridement in managing sep-
tic partial- to full-thickness burns in resource-constrained 
environments. Th is is particularly important as theater time 
is not always accessible, and interim wound management is 
essential. Th is leaves a gap for future research.  
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Figure 6: Patient C after manuka dressings
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