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BACKGROUND: The leadership and teams involved in
the different aspects of burn care vary greatly by hospital
and country."* With current changes in training require-
ments, it is important to understand the venues in the United
States for a general surgery (GS) and plastic surgery (PRS)
resident interested in pursuing a burn surgery career. The
aim of this study was to evaluate the current state of leader-
ship and care in burn centers across the United States and
the training requirements to secure a burn surgery position.

METHODS: A cross-sectional study was conducted
between August and September 2017. A 12-question sur-
vey was sent to all Burn Unit Directors in the United
States. Directors were queried about their training and
who manages various aspects of burn care at their respec-
tive hospitals, including immediate assessment, airway and
ventilation, cardiovascular support, fluid resuscitation, anti-
biotics, daily critical care, surgical care, and wound care.

RESULTS: A total of 55 responses (47% response rate)
were received from Burn Unit Directors. Burn Units are
lead most commonly by physicians who received gen-
eral surgery training (69%), but interestingly the majority
either did not undergo fellowship training (31%) or com-
pleted a burn surgery fellowship (29%). While surgical
care (GS=51%, PRS=42%) and wound care (GS=51%,
PRS=42%) were predominantly managed by general or
plastic surgery-trained burn teams, management of every
other aspect of burn care (ventilation, cardiovascular
support, fluid resuscitation, antibiotic therapy, and daily
critical care) varied greatly depending on the institution,
demonstrating that a shift in burn care management is
occurring. This is also reflected in the desired characteris-
tics for recruitment listed by Burn Unit Directors requiring
general surgery (67%) or plastic surgery residency (44%),
and a burn surgery (55%), trauma surgery (15%), or critical
care (44%) fellowship.

CONCLUSION: Our study demonstrates that while leader-
ship in burn surgery is dominated by general surgery-trained
physicians, the surgical and wound care responsibilities are
shared among plastic and general surgeons. However, other
aspects of burn care have also become increasingly mul-
tidisciplinary in nature and are often managed by critical
care. Although one third of current Burn Unit Directors
did not undergo fellowship training, our study showed that
aspiring surgeons are advised to obtain a burn surgery and/
or critical care fellowship.
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PURPOSE: The lips are very important aesthetic and
functional unit of the face during articulation, mastication,
smile, kissing and oral competence.' Reconstruction of the
lips should ensure both function and aesthetic appearances
without any disturbing of the face."? In this study, we pres-
ent functional reconstruction of the lower lip with free split
rectus abdominis muscle flap.

MATERIAL AND METHODS: Between 2014 and 2016
years, 3 patients were operated for squamous cell carci-
noma (SCC) of lower lip. Before surgery, patient’s medi-
cal records were reviewed for age, sex, previous treatment,
size and localization of affected area, neck metastasis. Ini-
tial surgical resection was performed with wide surgical
margine. After resection, the patients had 50%,75%,100%
defects of the lower lip, respectively. A vertical incision
was made on the linea semilunaris of the abdomen, sheath
of the rectus muscle was explored. The third page of the
rectus muscle was disected from upper and lower tendinous
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intersections. Course of the intercostal nerve of the dis-
sected third page was identified from the T7 to T12 thoracic
intercostal nerve with electromyograph(EMG). The medial
part of the dissected muscle page was elevated with this
intercostal nerve and medial perforators of the deep inferior
epigastric vessels.® Flap was folded in length and inserted
to the lower lip defect. Anastomoses were completed to
the ipsilateral facial artery, epigastric vein and marginal
mandibular branch of the facial nerve. The muscle flap was
completely covered with skin graft. Donor side was closed
primary. Lower lips were evaluated with physical exami-
nation including oral competans and drolling, sensory
examination with Semmes Weinstein Monoflament tests
and functional examination with EMG. Patients were fol-
lowed for 18 month, 25 month and 38 month respectively.

RESULTS: Two patients were male, other was female. Ages
of them were 64, 79 and 83 years old. There was no compli-
cation after free flap surgery. While all flaps were bulky at the
first 3 month, dimensions of flaps reduced to 12th months.
Color differantion with surrounding tissues, drooling and
articulation problem was improved three months after sur-
gery. Motor innervation and sensation of the reconstructed
part was acceptable after 12 month after surgery. There was
no abdominal hernia and bulging, limitation of trunk flexion
and extansion in all patients. All patients were satisfied with
final appearance. The donor area scar was ignored by patients.

CONCLUSION: Various flap options have been reported
for aesthetic and functional reconstsuction of large full
thickness defects of lower lip.? The free partial medial rec-
tus muscle flap is also an alternative flap for fullthickness
large defects of lower lip with good aesthetic and func-
tional results, preserving function of the abdominal muscle.
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PURPOSE: The purpose of this study is to obtain clues
about the quality and usability of peri-fistular local tissue
in recurrent fistulas operations from the results of patients
who have undergone fistula surgery.

MATERIALS AND METHODS: In this retrospective
study, 53 fistula repair operations performed between 2009
and 2016 were classified as group 1 (successful results,
n:33) and group 2 (unsuccessful results, n:20). These
groups were subgrouped as operated by using local tis-
sues (local tissue group, LTG), and using regional tissues
(regional tissue group, RTG). Regional tissue group has
been excluded from the study. Peri-fistular local tissue was
investigated from intraoperative photos for all patients. Per-
ifistular tissues scored according to, presence of a whiter
tissue different from the normal palatal mucosa like scar
tissue (there is:1 point, there isn’t: 0 point), clearing of
the palatal rugas (there is: 1 point, there isn’t: 0 point),
the presence of a flatter and thin palatal tissue around the
fistula (there is: 1 point, there isn’t: 0 point). 26 of group 1
were treated using local tissues. It was seen that the 22 of
patients had up to 1 point mentioned above. 17 of the group
2 were treated using local tissues. It was seen that the 9 of
patients had up to 1 point mentioned above.

RESULTS: 53 fistula operations performed in 43 patients
were evaluated. Patient’s ages ranged from 2 to 45 years
with a mean age of 20.4 years. Twenty of these patients were
male and 23 were female. After the groups were designed
as mentioned above, Chi-Square test analysis results were
obtained with the Spss15.0 program. According to this; the
success rate is 7.7% in patients had 2 or more points. This
rate was 72.7% when the patients had 1 or less points.

DISCUSSION: The incidence of fistula after primer palato-
plasty ranges between 15-65%'. Any unsuccessful surgery
applied to the fistulas not only may result in formation of
larger fistulas, but also may not provide adequate occlusion
due to the contraction phase of wound healing. When choos-
ing the fistula repair method, it will be helpful for us to exam-
ine the local tissue condition in addition to the factors such as
the type of fistula, localization, age of the patient, and patient’s
compliance. According to factors that mentioned above, it can
be say, 2 or more point means that using of the local tissues
to cover a fistula will most likely to fail. It is more rational to
use regional or distant tissue in such situations.



