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ABSTRACT 

Burn is an injury to the body tissue by electricity, chemicals, thermal, steam and radiation. Burn of head and neck is most common 
due to thermal injury because of unprotected fire places and cooking. Females and children are mostly affected. Burn of head and 
neck region is more severe because of damage to eyes, ear and lungs. Post thermal burn is difficult to manage due to deep 
involvement of tissues. So the main aim of post thermal burn is to resurface the post thermal burn defect with different flaps 
according to the need of defect. Skin grafting replaces skin permanently lost in the burn injury. The appearance of grafted skin may 
vary; it sometimes blends into nearby healthy skin very well but sometimes a distinct mark is noticeable between the normal and 
grafted skin. 
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INTRODUCTION 

kin burns are one of the most common and 
devastating forms of trauma. Data from the 
American Burn Association show that over 450,000 

people received treatment in the US in 2011 after burn 
injury.1,2 

Thermal burns are most common cause of burns. The 
activities involving fire, like ground level cooking, Diwali, 
faulty cooking gadget’s, illegal cylinders are few causes of 
post thermal burn. So it should be carried out with 
utmost care & presence of mind. Burns is a three 
dimensional injury. Severity of burns depends upon 
quantum of tissue burnt and depth. The severity of the 
burns ranges from a mild first-degree burn, affecting only 
the epidermal layer, to second degree burns affecting 
both epidermis and dermis, and full-thickness burns 
requiring skin grafting3. Fourthdegree burn involves 
bones and muscles. Fourth-degree burns are extremely 
deep and cause injury to the muscle and bone. As the 
degree of burn increases the depth also increases and 
pain becomes very less. 

Whole body surface area is taken as 100%. Proportion of 
surface burn is represented as % age. Rule of Nine is used 
for calculating the extent. Rule of Nine is not applicable in 
newborns, infants and children, where Lund & Browder 
chart is applicable. 

Thrombosed capillaries and blood vessels are signs of full 
thickness burns. In burn there is gross changes seen at 
local site of burns and there are marked circulatory 
changes in the form of increased capillary permeability. 
This increased capillary permeability leads to 
hypovolemic shock which presents as tachycardia, 
dehydration, hypothermia, hypotension and oliguria.

Primary treatment of burns is fluid, fluid & fluid. Ringer 
lactate is the intravenous fluid of choice. All full thickness 
burns require excision of dead skin. Infection control is of 
utmost importance in burns. All burn wounds are sterile 
initially therefore all aseptic precautions should be 
followed in order to prevent cross infection from 
caregivers. 

Early closure of burn wounds either by serial dressings or 
by excision & grafting is the definitive goal of treatment. 

Case summary 

In the routine OPD of SCB Medical College Cuttack. A 
male patient aged 22 years presented with a thermal 
burn involving face and shoulder due to fall of hot 
charcoals. The patient presented to us after a month of 
the incident. 

On examination it was found that the right side of face 
was severely burnt and mandible was exposed and 
trismus was present. 

The size of defect is around 15cm×10cm. The right 
shoulder is also burnt and size of defect is around 20 
cm×10 cm. 

The main aim is to cover the mandible, maxilla, and 
zygomatic bone along with shoulder joint The 
reconstruction of mouth and shoulder to be done in order 
to obtain the mobility and identity of the person. 

Treatment Plan 

The goals of burn wound management includes limitation 
of pain, prevention of infection, promotion of healing, 
preparation of wound for surgery. 

Emergency treatment for first- and second-degree burns 
includes immersing the affected area in cool running 
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water for 10 minutes or more until the burning feelings 
subside. If the victim is burnt through clothing, the 
clothing should be left on and immersed in water. 

Third-degree burns require extensive treatment. The burn 
area is cleansed and dead tissue scraped off (débrided). 
Severely burned skin becomes tight and rigid and is 
known as eschar. Eschar that encircles the neck and chest 
may restrict the ability to breathe and compress blood 
flow to vital organs. To release the tightness and allow 
breathing, an incision (escharotomy) may be needed 
along the neck. Repeated debridement may be necessary 
to fully determine the depth of the burn injury. 

The preliminary treatment of the patient was already 
done and the wound was healthy and needs a cosmetic 
surgery and it’s a challenge for us to deal with it. 

Since the defect is large and extensive and local flap is not 
available. So other options that are available are free flap 
and distant pedicle flap for cheek defect and shoulder 
defect respectively. 

For covering of cheek defect skin grafting is done for 
inner lining and free anterolateral thigh flap is used to 
reconstruct the defect. 

For shoulder defect pedicle latissmusdorsi flap is used. 

DISCUSSION 

Face is the most important part of the body. Facial skin 
has got large papillary dermis with minimum amount of 
reticular dermis and is rich in vascularity. This area has 
tendency of rapid healing with quick deformation of 
face.4 

The primary survey of airway (plus cervical spine), 
breathing, circulation, and decompression focuses on the 
immediate life- and limb-saving procedures that must be 
considered.5 The behavior of the wound also dictates the 
frequency of dressing changes.6 In thermal injuries, the 
treatment depends on the depth of the burn.7 Facial 
deformities that are associated after burn are neck 
contraction with limitation of movement, speech and 
eating difficulty, contraction of the chin with eversion of 
the lower lip. 

Skin expansion widely used for the correction of skin 
deformity following burn injuries and other forms of 
traumatic skin loss8,9. Skin expansion is an ideal way to 
grow skin that matches the color, texture, and hair 
bearance of the surrounding healthy skin, while 
minimizing scars and risk of rejection.10 

A typical feature of these burns is the high rate of 
infection, which necessitates long periods of 
hospitalization. 

Significant thermal injuries induce a state of immune 
suppression that predisposes burn patients to infectious 
complications11,12. Therefore, patients with serious 
second or third degree burns require immediate 

specialized care in order to minimize morbidity and 
mortality.13 

Abnormalities of texture and pigmentation may cause 
concern, as well as focal hypertrophic or keloid scarring 
not associated with functional problems.14 

Reconstruction is done when there is the need to release 
contractures and correct deformity. It depends on the 
availability of local and distant tissues. For the cheek, skin 
grafts, particularly full-thickness ones, can give a very 
pleasing appearance in terms of texture and movement. 
Pedicled flaps is used for replacement of the lower two-
thirds of the face.15,16 Pedicled, expanded, and 
prefabricated flaps, which have received considerable 
attention in postburn facial reconstruction, have involved 
several novel techniques, including prefabricated, 
induced, and expanded flaps17. The range of flaps used is 
extensive, but attention has to focus on color match and 
texture, as in the retro-auriculo temporal flap,18 as well as 
adaptability. In the latter respect, the dorsal scapular 
artery flap can be used as a pedicled flap for facial 
reconstruction. 

Pedicled flaps, particularly the 
latissimusdorsimyocutaneous flap, can create permanent 
and effective release.19,20 Free flaps again can provide 
excellent functional and aesthetic results that are long 
lasting.21–24 Such procedures need to be carefully planned 
and skillfully executed to achieve optimum results. 

Neck and shoulder regions are monitored closely for 
potential stiffening of the joint region (joint contractures). 
If neck/shoulder mobility is restricted from the burn, the 
physiotherapist makes passive range of motion exercises, 
to prevent potential stiffening of the joint. 

 
Pre Operative Picture 
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CONCLUSION 

Reconstruction of post thermal burn of complex defect of 
face with exposed shoulder is really challenging due to 
depth of injury involving full thickness of skin and other 
structures. Antero Lateral Thigh (ALT) is very good flap for 
such complex defect with good outcome and aesthetic 
results. It requires proper planning with proper selection 
of flaps. 

The choice depends on size of defect, availability of local 
tissues, patient acceptance and cooperation. The face 

plays a major role in defining the identity of an individual, 
and the surgeon must do everything possible to protect 
that identity despite the presence of scarring. 

REFERENCES 

1. Burn incidence fact sheet (AmericanBurnAssociation2011). 

2. Brigham P. A., McLoughlin E., “Burn incidence and medical 
care use in the United States: estimates, trends, and data 
sources,” J. Burn CareRehabil. 17(2), 1996, 95–107. 

3. R. Walls, J. J. Ratey, and R. I. Simon, Rosen’s Emergency 
Medicine: Expert Consult Premium Edition - Enhanced 
Online Features and Print (Rosen’s Emergency Medicine: 
Concepts & Clinical Practice (2v.))(Mosby, 2009). 

4. Bruns, Alan D., Don R. Revis, and Michael B. Seagel. “Facial 
Burns” eMedicine. Eds. Jennifer P. Porter. 29 Jul. 2008. 
Medscape. 4 Nov. 2009 

5. Kennedy C TC, Burd D AR, Creamer D. Mechanical and 
thermal injury. In: In: Champion RH, Burton JL, Burns DA, 
Breathnach SM, editor. Textbook of Dermatology. 8th ed. 
Oxford, UK: Blackwell Science; 2004, 1–28. 

6. Burd A. Burn dressings. In: In: Wnek GE, Bowlin GL, editor. 
Encyclopedia of Biomaterials and Biomedical Engineering. 
New York, NY: Marcel Dekker; 2004. 

7. Sheridan R. Acute management of acute facial burns in 
children. In: In: Grisolia GA, Corsi A, Landi L, editor. Current 
Concepts in Pediatric Burn Care. Naples, Italy: Giuseppe de 
Nicola Editore; 1999, 7–17. 

8. Argenta LC, Watanabe MJ, Grabb WC. The use of tissue 
expansion in head and neck reconstruction. Annals Plast 
Surg. 11, 1983, 31–37. 

9. Das D.; Gosain AK. Burned facial skin. In: Hom, DB.; Hebda 
PA.; Gosain AK.; Friedman, CD., editors. Essential Tissue 
Healing of the Face and Neck. Hamilton: B.C. Decker, Inc.; 
2009, 181-194. 

10. Rivera R, LoGiudice J, Gosain AK. Tissue expansion in 
pediatric patients. ClinPlast Surg. 32, 2005, 35–44. 

11. Church D., Elsayed S., Reid O., Winston B., Lindsay R., “Burn 
wound infections,” Clin.Microbiol. Rev. 19(2), 2006, 403–
434. 

12. Agnihotri N., Gupta V., Joshi R. M., “Aerobic bacterial 
isolates from burn wound infection and their 
antibiograms—a five-year study,” Burns, 30(3), 2004, 241–
243. 

13. Dries D. J., “Management of burn injuries—recent 
developments in resuscitation, infection control and 
outcomes research,” Scand. J. Trauma Resusc. Emerg. Med. 
17(1), 2009, 14–27. 

14. Burd A, Chiu T. Allogenic skin in the treatment of burns. 
ClinDermatol, 23, 2005, 376–387. 

15. Chin T, Ogawa R, Murakami M, Hyakusoku H. An 
anatomical study and clinical cases of ‘super-thin flaps’ 
with transverse cervical perforator. Br J Plast Surg. 58, 
2005, 550–555. 

16. Pallua N, Von Heimburg D. Pre-expanded ultra-thin 
supraclavicular flaps for (full-) face reconstruction with 
reduced donor-site morbidity and without the need for 



Int. J. Pharm. Sci. Rev. Res., 33(1), July – August 2015; Article No. 45, Pages: 240-243                                                        ISSN 0976 – 044X  

 

 

International Journal of Pharmaceutical Sciences Review and Research 
Available online at www.globalresearchonline.net  

© Copyright protected. Unauthorised republication, reproduction, distribution, dissemination and copying of this document in whole or in part is strictly prohibited. © Copyright protected. Unauthorised republication, reproduction, distribution, 
 

243 

microsurgery. PlastReconstr Surg. 115, 2005, 1837–1844. 
discussion 1845–1847. 

17. Jia C, Chen B, Su Y. Pre-fabricated lined axial flaps for 
reconstruction of extensive post-burn facial and forehead 
full-thickness composite defects. Burns. 28, 2002, 688–690. 

18. Angrigiani C, Grilli D, Karanas Y L, Longaker M T, Sharma S. 
The dorsal scapular island flap: an alternative for head, 
neck, and chest reconstruction. PlastReconstr Surg. 111, 
2003, 67–78. 

19. Takushima A, Harii K, Asato H. Expanded 
latissimusdorsifree flap for the treatment of extensive 
post-burn neck contracture. J ReconstrMicrosurg, 18, 2002, 
373–377. 

20. Prakash PJ, Gupta AK. The subscapular approach in head 
and neck reconstruction with the pedicle 

dlatissimusdorsimyocutaneous flap. Br J PlastSurg, 54, 
2001, 680–683. 

21. Yang JY, Tsai FC, Chana JS, Chuang SS, Chang SY, HuangWC. 
Use of free thin anterolateral thigh flaps combined with 
cervicoplasty for reconstruction of postburn anterior 
cervical contractures. PlastReconstrSurg, 110, 2002, 39–46. 

22. Chin T, Ogawa R, Murakami M, Hyakusoku H. Ananatomical 
study and clinical cases of ‘super-thin flaps’ with transverse 
cervical perforator. Br J PlastSurg, 58, 2005, 550–555. 

23. Di Benedetto G, Aquinati A, Pierangeli M, Scalise A, Bertani 
A. From the ‘‘charretera’’ to the supraclavicular fascialisl 
and flap: revisitation and further evolution of a 
controversial flap. PlastReconstrSurg, 115, 2005, 70–76. 

24. Lopez CE, Ferro A. Primary reconstruction of anterior 
neckburns with free flaps. Br J PlastSurg, 58, 2005, 102–
105. 

 

Source of Support: Nil, Conflict of Interest: None. 


