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SUMMARY 

Facial bum injurie, in mry'ority of cases result in cosmetic disfigurement and functional disability. 
Cariful assessment, Judicious£y planned treatment) executed with skill and expediency, minimise such 
sequelae. Experience of managing one hundred and four cases ofJacial burns are j;resented. The im­
portance oj conservative regime in burns offirst degree and well tried reconstructive procedures for second 
and third degrer; burns needs to be appreciated. 

One third of all burn injuries involve the 
face. Th.ese ipJuTie& in majority of cases resu'lt 
in cosmetic disfigurement and functional dis­
ablement, the former always outweighs the 
latter. Depigmentation and hypertroph.ic scars 
are frequent sequelae. 

Materiai and Methods 
One hundred and four cases of facial burns 

have: been treated during the las,t 10 years at: 
Command Hospital, Calcutta. 77 of these were 
due to thermal burns while 15 were due 
to chemical burns. Associated thermal burns 
with electrical injury was responsible in 
another 12 cases for facial burns. 

Majority of the patients Were young kids 
below ten years or young adults (Table I). 
The severity of the facial burns sustained in 
these cases has been depicted in Table II and 
the sequelae of burns in Table III. 

Age Group 

0---10 years 
11---20 years 
21--30 years 
31--AO years 
41---50 years 

Table I 

No. of cases 

32 
18 
31 
12 
11 

Table II 
Superficial Burns 
Superficial partial thickness skin burns 
Deep partial thickness skin hurns 
Full thickness skin burns 

Table HI 
Hypertrophic scars 
Depigmentation of facial skin 
Deformed eye! ids 
Deformed ears 
Ectropion of lips 
:Mi eros toma 

TreatlUent 

17 
36 
35 
16 

66 
22 
30 
14 
34 
8 

The patient with first degree burns were 
managed conservatively by providing cover­
age with placental membrane after the topical 
application of antibiotics. (Fig. 1 & 2) 

The management of the 2nd and 3rd degree 
burn was carried out in stages as under: 
A. Acute stage: (a) Pregrafting phase. 

(b) Skin grafting. 
E. Chronic stage: (a) Waiting phase. 

(b) Early reconstructive 
phase. 

(c) Late reconstructive 
phase. 

In the pregrafting phase, measures were 
taken for prevention of destruction of the sur­
viving epithelial islands by daily debridement 
during tubbing in Hubbard's tank, saline com-
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Fig. 1. Grossly infected burn wound of thc face in a 
6 year old child. 

presses and application of topical antimicrobial 
agents. By these measures a healthy granula­
ting bed was achieved and coverage by split 
thickness skin graft was done at the earliest 
opportunity both for second and third degree 
burns. 

Full thickness skin involvement of the eye­
lids was treated by release incisions in needy 
cases to correct the ectropion. Split skin graft 
coverage of the defect was carried out besides 
temporary tarsorrhaphy as recommended by 
Constable, 1970 and Converse 1977. 

Suppurative chondritis and cellulitis of the 
auricle (Fig. 3,4 & 5) were treated by incision, 
drainage and local instillation of antibiotics 
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Fig. 2. The result after conservative regime in the 
same child. 

(Apfelberg, 1974). Skin loss was corrected by 
split skin grafts at the earliest opportunity 
(Grant, 1969). 

After a waiting phase of 6 to 9 months for 
the maturity of the wound scar, planned re­
constructive procedures were undertaken to 
correct the residual deformity and disfigure­
ment (Converse, 1977). 

Observation 
l\t[anagement of the first degree burn of the 

face by placental membrane coverage after 
the application of topical antibiotics has given 
rewarding results in this series. There has not 
been any residual disfigurement in any of the 



Fig. 3. Mixed second and third degree burns of the face 
with chondritis .Rt. ear in an 18 ycar old patient. 

cases treated. 
Immediate diagnosis of the depth of the 

burn in burnt face is diflicult, for this reason 
early excision and grafting can not be done. 
Initial conservative regime is to be instituted 
to prepare the affected areas for a good skin 
graft take and split skin graft coverage at the 
earliest opportunity should be done to prevent 
contractures and avoid unnecessary scarring. 
Orthoplast splint face masks Were used to mini­
mise scarring wherever necessary for a period 
of 6-9 months. 

Serial excision of the depigmented patches 
was the choice of treatment and gave good cos­
metic results. Hyper-pigmentation of the graf-
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Fig. 4. Showing the appearance immediately after skin 
grafting. 

ted skin in third degree burns and wrinkling of 
the graft in the submental region Was not an 
infrequent phenomenon and remained an un­
correctable sequelae. 

Residual hypertrophic scars (after use of 
orthoplast splints) responded well with intra­
lesional triamcenolone acetonide, as has also 
been the experience of Griffith, 1974. No 
exposure keratitis occurred in this series. Cur~ 
ling of the helix of the affected ears was mini­
mal because of the use of elastic net dressings. 

Conclusion 
Face represents and reflects the personality 

of an individual. Burn of the face with its resul-
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Fig, 5, Showing the final result after 1 year. 

tant deformities and disfigurements produce a 
telling effect on the psychology of an individuaL 
Judicious management of these cases by con­
servative method in burns of first degree and 

well tried reconstructive procedures for second 
and third degree burns enable the reconstruc­
tive surgeon to achieve rewarding results to 
himself, to the patient and to the society, 
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