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BREAST RECONSTRUCTION USING FREE TRAM FLAP
TRANSFER - TEN YEARS EXPERIENCE

Nejedly A., Tvrdek M., Kletensky J.

Department of Plastic Surgery, Third Medical Faculty and Charles University Hospital Kralovské
Vinohrady, Prague, Czech Republic

SUMMARY

Over the course of ten years, 119 breast reconstruction procedures using a free TRAM flap transfer were per-
formed in our department. In the present review, the authors explain the indication pattern for breast reconstruc-
tion. The age of patients undergoing breast reconstruction is given, as well as a description of the time interval
between mastectomy and breast reconstruction, which recipient vessels were used, the general and local compli-
cations and the complications relating to the anastomosis. The review of the group of patients is supplemented by
information on the time interval between breast reconstruction and reconstruction of the nipple areolar complex
as well as summarized data on the results of breast reconstruction that were achieved using a free TRAM flap
transfer.

ZUSAMMENFASSUNG

Die Brustrekonstruktion mithilfe der freien Ubertragung des TRAM Lappens
aus dem Sicht der zehnjahrigen Erfahrungen

Nejedly A., Tvrdek M., Kletensky J.

In zehn Jahren wurden an unserer Arbeitsstatte 119 Brustrekonstruktionen mithilfe der freien Ubertragung des
TRAM Lappens durchgefiifrt. Ein Indikationsschema fur die Brustrekonstruktion wird im Ubersichtlichen Beitrag
entworfen. Das Alter der Patientinen, denen die Brustrekonstruktion durchgefuhrt wurde, die Zeitspanne zwischen
der Mastektomie und der Brustrekonstruktion, verwendete EmpfangsgefaBe, die Gesamt- und Lokalkomplika-
tionen und die Komplikationen, die die Anastomose angehen, werden angeflhrt. Der Gesamtiiberblick unserer
Patientinengruppe ergénzen die Angaben, did die Zeitspanne zwischen der Brustrekonstruktion und der Rekon-
struktion des areolomamillaren Komplexes und die Ergebnise der Brustrekonstruktion durch der freien Ubertra-
gung des TRAM Lappens betreffen.

Key words: breast reconstruction, free TRAM fiap transfer, internal mammary vessels

Breast reconstruction after a mastectomy due
to carcinoma holds its firm place in the spectrum
of operations in the field of plastic and recon-
structive surgery. Quite rightly it is considered
a part of the surgical treatment of breast cancer.
Breast reconstruction can be implemented by
a number of surgical procedures. Indications for
which procedure to use are individual, and it is
not possible to prefer one procedure unequivo-
cally. By free transfer of a TRAM flap it is possi-
ble to achieve a very credible, permanent breast
reconstruction by well-perfused living tissue
without the use of a mammary implant. It is an
operation that is very demanding from the techni-
cal aspect and stressful for the patient, contrary
to other types of reconstruction. The first breast
reconstruction by a free TRAM transfer was im-
plemented at our department on December 5,

1989. Over the course of subsequent years, expe-
rience with this surgical procedure was reported
twice (2, 3).

Now, after almost ten years, the authors wish
to present their findings, achievements and fail-
ures, results, and, in the conclusion, also their
reflections on the position and validity of this op-
eration. We cannot omit mention of Carl R. Har-
trampf and others, due to whom this operation
was developed, achieved its present position as
a routine operation and is one of the most perfect
procedures of breast reconstruction.

SUMMARIZED DATA
AND THEIR INTERPRETATION

The group comprises 119 patients operated on
at our department in 1990-2000. At our depart-
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Number of patients

P

N

Our hospital Other sources

Sources of Recomandation

ig. 1. Patients referred by our and other hospitals.

i,

Interval in years

Number of patients

AL TN

Time interval between mastectomy and breast recon-
struction.

Number of palients

21-30 31-40 41-50 51-60 61-70
Age

Fig. 3. Patients ages at time of reconstruction.

ment, a general and stable indication pattern for
breast reconstruction was gradually introduced
for patients after mastectomy. The breast recon-
struction is indicated by the oncologist. The plas-
tic surgeon indicates the suitable type of recon-
struction. It is expected as a rule that at the time
of reconstruction the patients has — based on
available routine examination methods — no signs
of a progression of her breast cancer disease, i.e.
metastases. This procedure ensures that the plas-
tic surgeon does not interfere adversely in the
relationship between the patient and her oncolo-
gist.

Figure 1 indicates the ratio of the number of
indications in the oncology department of our
hospital and the number in other departments in
the Czech Republic. The number of patients re-
ferred by other hospitals predominates.

The interval between mastectomy and breast
reconstruction is apparent from Figure 2. Pa-
tients are indicated after completed oncological
treatment. This implies that the maximum
number of breast reconstruction procedures was
performed after a 1- to 5-year interval following
mastectomy. Immediate breast reconstruction
was performed once. The higher number of breast
reconstruction implemented after more than 10
years following mastectomy pertains to the initial
period of this procedure.

The greatest proportion of patients was oper-
ated on between 40 and 50 years of age. The adja-
cent decades are represented almost symmetri-
cally. In the group, more patients suffered from
dextrolateral breast cancer (Figs 3, 4).

As regards the surgical procedure proper:
As recipient vessels, in the great majority —
115x — the internal mammary vessels were used.
In four instances we used the thoracodorsal ves-
sels; however, only in one instance was this
planned. The ratio between the arterial and ve-
nous anastomosis was 1:1 in 113 patients, in 6
patients 1:2. Depending on the location of the
deep epigastric vessels, the lateral portion of the
rectus abdominis muscle was preserved, incl. its
segmental innervation, in 20 flaps (Fig. 5).

Number of palients

Right Left

Brest cancer side distribution

Number of patients

Partial Total
Rectus abdominis muscle dissection

Fig. 4. Breast cancer, right- or left-sided, in our patients.

Fig. 5. Partial or complete harvesting of TRAM flap.
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Fig. 6. Time interval between breast reconstruction
and reconstruction of the nipple areolar complex.

Reconstruction of the nipple areolar complex
was implemented at different time intervals, af-
ter complete consolidation of the scars and flap tis-
sue and after the final descent of the flap, not
sooner than 5 months after reconstruction (Fig. 6).

As regards complications:

Traces on the arterial and venous anasto-
mosis were recorded in a total of 16 patients for
different reasons, the ratio being 4:12. As a re-
sult of this, 7 flaps became completely ischaemic
(5.9 %) and 5 patients developed marginal ne-
croses. In one instance haemorrhage beneath the

Number of patients Complications

Number of patients

IATTTTLETTTTTTTTT T )
I ITTIT T

-

i

1990 1991 1992 1993 1994 1995 1996 1997 1298 1999 2000

ig. 7. Ratio of the number of reconstruction breasts and
their complications in individual years.

|
NN DN

Good
Effect of breast reconstruction

Number of patients

Very good Satisfactory

Fig. 8. Results of implemented breast reconstruction
procedures.

flap occurred, haemorrhage into the donor site
and infection of the secondary defect.

None of the patients died as a result of the
operation. One patient developed a massive pul-
monary embolism on the 3rd day after surgery
with subsequent complete consolidation of the pa-
tient’s health status. A hernia in the scar at the
donor site called for surgery in two patients.
Weakening of the abdominal wall due to the ab-
sence of the rectus abdominis muscle did not
cause major difficulties to the patients. At pre-
sent, after complete removal of the rectus ab-
dominis muscle, we secure the closure of the do-
nor site by a prolen mesh.

The dynamics of complications in relation to
the implemented operations in individual years
are shown in Figure 7. They do not show a corre-
lation, as might be anticipated, with either the
number of procedures or with the possible in-
creased experience with this operation over the
course of the years.

The resulting state was evaluated according
to the following criteria: as very good when sym-
metry of shape and size was achieved; as good
when symmetry of size was achieved. In 8 pa-
tients the condition was described as satisfactory —
the patients ceased to use an epithesis, although

Fig. 9. Status after mastectomy.

Fig. 10. Status after completed breast reconstruction
by means of free TRAM flap.
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symmetry in shape and size was not achieved.
The results are presented in Figure 8.

CONCLUSION

Mastectomy, the surgical component of com-
prehensive breast cancer treatment, substantially
helps patients to cope with this serious disease.
On the other hand, it is associated with the seri-
ous problem of overcoming this mutilating opera-
tion. According to our experience, the main con-
cern of these women is loss of symmetry. The
defect on the chest reminds them daily that they
suffer from cancer.

Therefore, if possible, breast reconstruction
forms part of breast cancer treatment. There is
a number of breast reconstruction methods.
Breast reconstruction by a free TRAM flap has,
beyond a doubt, several advantages as compared
with other methods. It is most consistent with the
idea of breast reconstruction, the restoration of
symmetry as regards shape and size (Figs 9, 10).
It is a safe surgical procedure associated with an
acceptable risk of complications.

In this retrospective review covering the be-
ginnings of the operation and our gradually as-
sembled experience with free transfer of a TRAM
flap, the authors wish to confirm the known at-
tributes of this operation.
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APLASIA OF THE BREAST — RECONSTRUCTION USING
A FREE TRAM FLAP

Tvrdek M., Kletensky J., Svoboda S.

Department of Plastic Surgery, University Hospital Kralovské Vinohrady, Third Medical Faculty,
Charles University, Prague, Czech Republic

SUMMARY

Breast aplasia and hypoplasia are found most frequently in Poland's syndrome but may also be the consequence
of damage to the germ of the mammary gland in childhood. The authors present two cases of breast aplasia in
which reconstruction was implemented by free transfer of a TRAM flap. The internal mammary vessels were used
as recipient vessels, the condition of which was tested before surgery by Doppler. In both instances the recon-
struction was implemented at the age of 19 years, and subsequently the areclomammillary complex was created
and the contralateral breast corrected to achieve symmetry.

The use of autologous tissue in the form of a free TRAM flap provides, in this indication, very good results that are
permanent, and the problems associated with the use of implants are eliminated.

ZUSAMMENFASSUNG

Die Brustaplasie — die Rekonstruktion mithilfe des freien TRAM Lappens

Tvrdek M., Kletensky J., Svoboda S.

Die Brustaplasie und Brusthypoplasie treten haufig beim Poland-Syndrom auf, kénnen aber auch aufgrund einer
Beschadigung des Brustdrusekeimes im Kindesalter vorkommen. Die Autoren présentieren zwei Falle der Brusta-
plasie und folgende Rekonstruction mithilfe der freien Ubertragung des TRAM Lappens. Arteria und Vena Mam-
maria Interna wurden als EmpfangsgefaBe angewendet. Zustand der GefdBe wurde vor der Operation mittels
Doppler Gesétes uberpruft. In beiden Falle wurde die Brustrekonstruktion im Alter von 19 Jahren durchgefuhrt. Es
folgte die Gestaltung des areolomamillaren Komplexes und die Korrektion der kontralateralen Brust zwecks der
Symmetrie. Die Anwendung des autologen Gewebes in Gestalt des freien TRAM Lappens bringt in dieser Indika-
tion sehr gute und dauerhafte Ergebnisse. Die Schwierigkeiten, die mit der Benutzung von Implantaten zusam-
menhangen, sind bei Anwendung dieser Methode eliminiert.

Key words: breast aplasia, Poland’s syndrome, breast reconstruction, free TRAM flap

poplasia or aplasia of the breast may be also due
to damage of the germ of the mammary gland in
childhood due to injury or surgery.

In conjunction with affections of the pectoral

Inborn defects of the breast may be of differ-
ent grades, from small deformities of the
areolomammillary complexes to polythelia, poly-
mastia, and hypoplasia to aplasia, possibly asso-

ciated with a marked chest deformity such as Po-
land’s syndrome, which is the most frequent
cause of inborn breast aplasia or hypoplasia. Po-
land’s syndrome was described in 1841 and is
usually manifested by a unilateral aplasia of the
pectoralis major muscle with various grades of
affection of the ipsilateral upper extremity. This
affection may be manifested as symbrachydac-
tyly, hypoplasia of the hand, forearm or arm, hy-
poplasia or aplasia of the pectoral muscles, the
mammary gland or the areolomammillary com-
plex, anomalies of the neurovascular structures of
the affected extremity and anomalies of the ribs,
spine, scapula, axilla and dermal adnexa. Hy-

muscles and the ensuing deformity, the majority
of patients is referred to a plastic surgeon to con-
sider possible reconstruction. The most frequent
method of reconstruction in men is a transposi-
tion of the latissimus dorsi muscle. Custom-made
chest-wall prostheses were also tested but did not
prove very successful. Impaired breast develop-
ment makes this affection more serious in
women, and it is an important reconstruction
problem in attempts to achieve the best possible
symmetry with the other, unaffected breast.

The timing of the surgical correction of an in-
born breast deformity is, no doubt, important for
the resultant psychological and aesthetic effects.

Acta chirurgiae plasticae




In unilateral hypoplasia or aplasia, the recon-
struction is implemented at a time when the con-
tralateral breast is developed. Breast develop-
ment starts as a rule between the 10th and 13th
years of age and is completed near the age of 15
years. During breast development, if the asym-
metry is marked, it is possible to use an implant,
which is slightly larger than the contralateral
side, taking into account further development. It
is also possible to use a breast implant-expander,
which makes gradual enlargement of the hy-
poplastic breast possible, corresponding to the
growth of the unaffected side. Reconstruction us-
ing synthetic materials is not a definite solution
because of complications ensuing from the body’s
reaction to alien material and the limited service
life of the latter.

Similarly as in men, breast reconstruction in
women is implemented by transposition of the la-
tissimus musculocutaneous flap, usually com-
bined with a submuscular implant to provide ade-
quate projection. The advantages of reconstruc-
tion using autologous tissue are diminished when
the reconstructed breast is supplemented by an
implant.

Reconstructions of inborn breast aplasia us-
ing autologous tissue are only very rarely men-
tioned in the literature. Fujino et al. described in
1975 a reconstruction using a free transfer of an
upper gluteal flap. Siebert et al. presented a se-
ries of nine female patients with Poland’s syn-
drome in whom a total of twelve free flap trans-
fers was used.

In adult women there is, as a rule, enough
tissue in the hypogastrium to implement such
a reconstruction. A pedicled TRAM flap is a tech-
nique that weakens the abdominal wall more
markedly with regard to a possible pregnancy.
Therefore it is suitable for women who already
have children and are not planning another preg-
nancy. A free TRAM flap implies substantially
less weakening of the abdominal wall and
is a suitable alternative in young women.

Asymmetry is a frequent problem of re-
constructions of inborn and developmental
breast anomalies. Frequently modification
of the contralateral side is necessary to
achieve symmetry.

METHODS AND CLINICAL CASES

Two cases of reconstruction of breast
aplasia by a free TRAM flap are presented.
In both instances, the internal mammary
vessels were used as recipient vessels;
their condition was tested by Doppler ul-
trasound examination.

Case 1 (Figs 1, 2): A 19-year-old woman
with right-sided Poland’s syndrome in whom a

» ®

The affection of the hand was corrected during
childhood. The breast was reconstructed by a free
TRAM flap using the internal mammary vessels
as recipient vessels. With regard to the sub-
sequent pregnancy of the patient, the reconstruc-
tion of the areolomammillary complex and model-
ling of the contralateral breast were made after
a 3-year interval.

Case 2 (Figs 3, 4): A 19-year-old woman with
aplasia of the left breast due to removal of a ma-
lignant non-Hodgkin lymphoma in the area of the
areola and a rudiment of the mammary gland at
the age of 4 years. The patient refused any recon-
struction method other than by autologous tissue.
As the patient was very slim, there was not
enough tissue in the hypogastrium to match the
contralateral side. The reconstruction was imple-
mented by a free TRAM flap connecting its vascu-
lar pedicle with the internal mammary vessels.
Subsequently the reconstructed breast was aug-
mented according to Longacre’s method, an
areolomammillary complex was created and the
right breast was reduced in size to achieve sym-
metry.

The surgical procedures proper, as well as the
postoperative course, were uneventful and did not
differ from that in other breast reconstructions
using a free TRAM flap.

DISCUSSION

The goal of breast reconstruction in aplasia is
to create a breast with a normal axillary fold,
which will correspond in shape and size as closely
as possible to the unaffected side. In the past the
best results were achieved by transposition of the
latissimus muscle in combination with a submus-
cular placement of an implant. This procedure in-
volves a relatively high percentage of complica-
tions associated with the use of implants such as

the affliction comprised symbrachydactyly
and aplasia of both pectoral muscles, the
breast and areolomammillary complex.

40

Fig. 1. 19-year-old patient with right-sided Poland’s syndrome,
condition before surgery: a — anterior view, b —lateral view.
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Fig. 2. Condition after reconstruction, subsequent creation
of areclomammillary complex and modelling of the
contralateral breast: a — anterior view, b — lateral view.

Fig. 3. 19-year-old patient with aplasia of left breast after
removal of breast tumour at the age of 4 years, condition
before surgery: a — anterior view, b —lateral view.

capsular contracture, migration, rupture and in-
fection.

Only breast reconstruction using autologous
tissue provides the possibility of creating a natu-
ral looking breast with a very good long-term re-
sults and without the problems associated with
implants.

A pedicled TRAM flap has, as compared with
a free TRAM flap, several disadvantages. It pro-

Fig. 4. Status after reconstruction, subsequent augmentation

using Longacre’s method, creation of areolomammillary com-

plex and reduction of contralateral breast: a — anterior view,
b —lateral view.

vides a smaller volume of tissue and causes
greater weakening of the abdominal wall.

This is the reason why we consider free
TRAM flaps the optimal method of breast recon-
struction in young women with breast aplasia.
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BREAST RECONSTRUCTION AS AN INTEGRAL PART
OF BREAST CARCINOMA THERAPY (A SELF-PRESENT FINAL
REPORT OF A RESEARCH PROJECT IGA MZ CR)

Duskové M.", Karikové H.2, Turdek M., Vachougek J.5, Chodounsky Z.# Guthwirtové E #, Helclova H.'

Department of Plastic Surgery1, Department of Oncologyz, Department of GynecologyS,
Department of Roentgenology4, Third Medical Faculty and University Hospital Kralovské Vinohrady,
Prague, Czech Republic

SUMMARY

This comparative prospective study elucidates whether breast reconstruction that is not associated with systemic
oncological treatment may trigger a tumour relapse, and if there is any difference between the evaluated recon-
struction methods, a simple procedure using an implant versus a TRAM flap, on this hypothetical influence.

The study group of 95 patients suffered from stage I-Il of breast carcinoma. As regards the available reconstruc-
tion procedures, the study group was divided into two subgroups, the first using an implant (n1 = 33) and the second
using a TRAM flap (n2 = 62). All oncological problems manifesting during the subsequent 12 months were consid-
ered as a response to the reconstruction.

The oncological course was compared with two control groups.

The first control group (k1 = 82) corresponded to the study group in terms of tumour stage (I-1l), average age, time
of initial diagnosis, type of primary surgery, i.e. mastectomy with axilla exenteration, and subsequent oncological
treatment.

The second control group (k2 = 19 625) was based on the National Oncology Register data. It was formed from all
patients with breast carcinoma stage I-Il from 1985-1994. The disease development in terms of the relative
number of relapses and deaths was compared to the number of healthy and living patients, respectively, in the
preceding year.

The working hypothesis of late breast reconstruction (i.e. not associated with oncological treatment) being a pos-
sible trigger effect on the subsequent course of breast cancer has not been confirmed.

No statistically significant differences at the 5% significance level were found between individual reconstruction
methods and control groups in terms of the number of local relapses and survival length.

ZUSAMMENFASSUNG

Die Brustrekonstruktion als die unteilbare Komponente
der Brustkarzinomtherapie

Duskova M., Karikova H., Tvrdek M., VachouSek J., Chodounsky Z.,
Guthwirtova E., Helclova H.

Diese Vergleichsstudie erlautert, ob die Brustrekonstruktion, die nicht im Rahmen der onkologischen Therapie
durchgefiihrt wird, ein Tumorrezidiv hervorrufen kann. Dieser hypothetische Effekt wurde bei zwei unter-
schiedlichen therapeutischen Methoden, der Verwendungund des Implantats und der Rekonstruction mittels des
TRAM Lappens, beurteilt. Ingesamt 85 Patientinen mit einem Brustkarzinom (Stadium |-Il) wurde angesichts der
Belastung durch die Rekonstruktion in zwei Gruppen eingeteilt. in der ersten Gruppe wurden die Falle der Ver-
wendungund von implantate (n1 = 33) einbezogen. Die zweite Gruppe umfasste die Félle der Rekonstruktion mit-
tels des TRAM Lappens (n2 = 62). Alle Erkrankungserscheinungen, die in den nachfolgenden 12 Monate auftraten,
wurden als Nachwirkungen der durchgefuhrten Rekonstruction betrachtet. Der Verlauf der Erkrankung wurde mit
zwei Kontrollgruppen verglichen. Die Patientinen in der ersten Kontrollgruppe (k1 = 82) wiesen ahnliches Alter, die
Zeit der Diagnosebestimmung, den Typ der Primaroperation (Mastektomie mit der Axillaexenteration), das Sta-
dium des Brustkarzinoms und die Methode der Brustkarzinomtherapie auf. Die zweite Kontrollgruppe (k2 = 19
625) wurde dank der Datenbank des Nationalen Onkologischen Registers, die aus den Jahren 1985-1994
stammt, gesammelt. Alle Patientinen mit dem Brustkarzinom im Stadium I-Il wurden einbezogen. Die Anzahl der
Patientinen mit dem Brustkarzinom im Stadium I-Il in den einzelnen Jahre und die Erkrankungsentwicklung, die in
der Proportion zwischen der Rezidive und der Gestorbenen einerseits und der Anzah! der Gesunden im vorange-
henden Jahr andererseits liegte, wurden eingeschatzt. Die Arbeitshypothese, dass die spate Brustrekonstruktion
ein Tumorrezidiv hervorrufen kann, wurde nicht nachgewiesen. Was das Vorkommen der Lokalrezidive und die
Anzahl der Gestorbenen betrifft, keine signifikante Unterschiede weder zwischen beiden Rekonstruc-
tionsmethoden, noch zwischen den einzelnen untersuchten Gruppen wurden festgestellt.

Key words: breast carcinoma, breast reconstruction, oncological safety
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The poor results of breast reconstruction in
the past, along with the fear of a possible relapse,
have caused a long-lasting negative attitude on
the part of oncologists towards this operation as
a part of breast carcinoma treatment (8).

At the present time, the unified opinion of on-
cologists, surgeons, and plastic surgeons recog-
nises breast reconstruction as a method of choice
for all patients with breast carcinoma who under-
went a mastectomy. No regard is taken as to the
size of the tumour, disease stage or the condition of
the lymphatic nodes. It is routinely performed at
the same time as mastectomy (9, 21, 27, 40, 43).

This point of view is based on the knowledge
that no significant differences in the incidence of
local relapse or survival length have been found
between a simple mastectomy, resection opera-
tions, and mastectomy with immediate recon-
struction (15, 16, 26, 46).

If a breast carcinoma is considered to be
a systemic process, then these results are logical,
as all the procedures mentioned above are accom-
panied by systemic therapy (47).

In the Czech republic the situation remains
different. It is interesting that Czech oncologists
have, relatively speaking, welcomed resection
procedures (partial mastectomy), though with
a delay of several years, while on the other hand
many have been persistently refusing breast re-
construction. There probably exists a combination
of distrust in its oncological safety and of a fear of
relapse, along with lasting bizarre reconstruction
results from the past that were actually nothing
but a burden without any real aesthetic benefit
(1) (see Fig. 11).

Furthermore, one cannot use data from for-
eign studies because they concern immediate re-
construction (which is not performed in the Czech
Republic at all), along with which a patient un-
dergoes complex oncological treatment (18, 19,
20, 21).

It is known, however, that a breast carcinoma
may form metastases after many years (4, 12, 25).

Paradoxically from the aspect of disease char-
acteristics, an attending Czech oncologist ap-
proves of reconstruction at a time when a patient
is thought disease-free in the long run, but she is
only followed up after an oncological therapy ter-
minated long ago. This type of surgery is named
after its timing as a delayed or better to say a late
reconstruction.

Is it really safer or, on the contrary, may

this timing be more dangerous?

What is actually a trigger mechanism?

What leads to a provocation of disease re-

lapse and tumour activation by surgery?

Are there any possible reasons for a hypo-

thetical option?

1. A patient is in a disease free stage and she is
no longer being treated oncologically — com-

pare with the theory of dormant cancerous
cells (9, 10).

. The length and type of anaesthesia may influ-
ence the general condition of the organism —
a lengthy surgery uses up more metabolic and
immune reserves (a non-specific immunosu-
pressive effect as well as an antigen-specific
response with long-lasting sedation, espe-
cially by thiobarbiturates and diazepam - 3,
38, 42).

. An administration of allogenous blood trans-
fustion increases the risk of carcinoma progres-
sion — proven clinically as well as experimen-
tally in colorectal carcinoma, sarcoma, and
lung cancer — no proof of a simple immunity
mechanism (40).

. An irritation by a foreign material is possible
on the local level — the adherence of carcinoma
cells is higher to natural protein-based mate-
rials made of more fibres than to man-made
and inorganic monofilamentous ones. Its ex-
tent is given by the chemical composition of
the fibre and its physical and surface struc-
ture (44).

. Mental stress — often in highly motivated pa-
tients with a greater sensitivity toward exter-
nal stimuli (14, 17, 24, 45).

. Hormonal dependency of the carcinoma — the
influence of the surgery, general anaesthesia,
and endocrine stress response appear on the
neurohumoral and immune systems of the
body via the hypophyseo-adrenal axis (2, 3).

PURPOSE OF STUDY

Aware of the considerations above, the pur-
pose of the study was to elucidate:

1. whether breast reconstruction not associated
with systemic oncological treatment may trig-
ger a relapse as a response to this provoca-
tion;

. wWhether it may cause a decrease in survival
time;

. if there is any difference between the applied
reconstruction methods.

MATERIAL AND METHODS

Comparing their disease course, this prospec-
tive study is observing a group of patients who
underwent a late reconstruction and two control
groups of similar oncological characteristics. All
the patients followed suffered from stage I-1I of
breast carcinoma.

Study group of 95 patients with breast re-
construction

The average age of the study group at the
time of diagnosis was 40.2 years. All patients un-
derwent modified radical mastectomy with axilla
exenteration and subsequent radiation, hormonal
and chemotherapy, as the charts show (Figs 1, 2, 3).

The breast reconstruction was performed in
all of these patients at least 25 months after mas-
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tectomy. The mean time of reconstruction was
70,5 months after mastectomy. The disease-free
staging was assured just before reconstruction.

The surgeries were performed in a single in-
stitution from 1993-1996.

The available scale of reconstruction methods
is very wide. Concerning the working hypothesis
of observation, it represents a variable degree of
burden. Therefore, only those methods achieving
the bra shape of the breast within one operation
and representing opposite poles in terms of com-
plexity and the demands of the applied methods
were intentionally included.

Regarding this load aspect of reconstruction,
the study group (n = 95) was divided into two
subgroups:

* the first with a synthetic implant (n; = 33) —
augmentation by a simple implant, augmentation
by Becker prosthesis, fasciocutaneous thoracodor-
sal flap with augmentation by synthetic insert;

* the other reconstructed by means of a mus-
culocutaneous flap (n; = 62) — transverse rectus
abdominis muscle (TRAM) flap either transferred
by rotation or freely.

The following data were collected: total
number of patients, average age at the time of
mastectomy, average age at the time of recon-
struction, duration of the surgery in hours (with
respect to general anaesthesia), use of blood

transfusion (%), foreign body surface (implant su-
ture), surgieal complications (%), local recurrence
or distant metastasis (%), average time of origin
after reconstruction, or corresponding moment in
control group, in months, documented deaths (%),
average time of death after reconstruction, or cor-
responding moment in control group, in months.

Data concerning the costs of basic reconstruc-
tion, including the length of hospitalisation, were
collected simultaneously for the needs of health
policy.

A psychosocial questionnaire evaluation of
the influence of the reconstruction on the patient
was randomly performed in 20 women.

As a hypothesis, the 12 months following the
reconstruction were considered as the critical pe-
riod for a possible somatic response bearing upon
surgery and necessary for a manifestation of
a possible relapse. During that time patients
were checked every month. To allow for a com-
parison with both control groups and for possible
delays in regular check-ups, the observation pe-
riod was prolonged up to 24 months. This means
that all oncological problems appearing between
the reconstruction itself and a point 24 months
after reconstruction were considered as a re-
sponse to the reconstruction. However death cul-
minated from those symptoms after 24 months
period was taken on, too.

This hypothetical critical period for the mani-
festation of a somatic response to the surgery was
based on the consensus and experience of ten spe-
cialists in breast carcinoma (four oncologists, two
senologists, two oncological surgeons, and two
plastic surgeons).

Two control groups

Control patients had the same oncological
premise, i.e., stage I or II disease. Additional
similar characteristics are specified for each con-
trol group in the following description.

* The first control group (k,; = 82)

This group consists o 82 patients who corre-
sponded to the study patients in terms of average
age, type of primary operation and subsequent
oncological treatment. These controls were dis-
ease-free for at least 24 months after a mastec-
tomy (the mean time was 38.2 months) and sub-
sequently were followed-up for a minimum of 12
months and a maximum of 24 months. This
means that all oncological problems appearing
between these two timepoints were considered as
corresponding to the critical period of the study
group. However, a reconstruction was never per-
formed in this control group. The control patients
were selected from registers of the same oncologi-
cal departments, as were the patients of the
study group. This mode of control selection was
the only possible way of making a comparison
concerning primary oncological treatment in pro-
bates and controls, because in the Czech Republic
there exist obvious differences and a wide variety
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of basic oncological treatment protocols, depend-
ing on the particular oncologist.

e The second control group (k, = 19 625)

The second group was formed o a patients
with breast carcinoma stage I-II who were in-
cluded into The National Oncological Register of
the Czech Republic from 1985-1994, i.e. 19 625
patients. This period had ended just before this
prospective study started. Concerning primary
oncological treatment, it was chosen as compara-
ble with the following period. Some reconstruc-
tions or partial mastectomies were performed in
1985-1994, but only sporadically. With regard to
the number of patients, its size may be neglected
for statistical data processing. The NOR contains
reports and follow-ups after 1, 2, 3, 4, 5, and 7
years of all patients suffering from malignant dis-
eases. The disease development of these afflicted
persons in terms of the relative number of re-
lapses and deaths was compared to the number of
healthy and living patients, respectively, in the
preceding year.

The following methods were used for statistical

data processing:

1. chi-square test and its modification by Yates
for four-field table and a chi-square test for
a contingency table,

2. t-test,

3. a method of dispersion analysis.

Table 1. Comparison of study subgroup n1, study subgroup
nz and control group (k1)

Observed group

Total number of patients

Average age at the time of
primary operation

Average age at the time of
reconstruction or at the
corresponding time in controls

Duration of reconstruction with
respect to general anaesthesia,
in hours

Transfusion required (%) 0.0 98.2

Foreign body surface implant, | suture

suture

18.5

Surgical complications (%) 34.0

Local relapse or distant 0.0 8.1
metastasis (%)

Average time of their origin after 0.0 19.2

reconstruction or at the
corresponding time in controls
(months)

Documented deaths (%)

All tests were performed at the 5% signifi-
cance level. In cases in which a level higher than
1 % was reached, this fact was also noted. The
testing was performed by the team of prof. RNDr.
d. Zvarova, DrSc., EuroMise according to the data
provided by research and UZIS Praha.

RESULTS

The following survey of observed charac-
teristics (Tab. 1) compares the study groups m
(the first subgroup with a synthetic implant) and
n; (the second subgroup with TRAM) with k; (the
first control group).

The following figures (Figs 4a, b) show the
development of the entire group with regard to
relapse and death (%) in successive years.

Yates’ modification of the chi-square test did
not show a significant difference at the 5% level
in the percentage of deceased patients between
those who underwent TRAM and those receiving
an implant. The differences between individual
groups in relative data on relapse and death inci-

—+— Underlying disease
. ~#- Troubles
Mﬁ.n
t\iﬁ

Fig. 4a. Incidence of underlying disease and troublesome con-
ditions after primary surgery in successive years (trouble-
some conditions = a patient does not feel well, but there is no
real evidence of tumour).

Mortality in successive years after primary surgery (%)

119 238 n

Time after primary surgery (years)

Average time of death after
reconstruction or at the corres-
ponding time in controls (months)

Fig. 4b. Mortality in successive years after primary surgery;
values are related to actual number of survivors in the preced-
ing year,
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Implant

Fig. 5. Principle and breast reconstruction by
the simple implantation of a breast prosthesis.

dence were not statistically significant
at the 5% level.

No significant differences at the 5%
significance level were found between
individual methods and control groups
in the number of local relapses and sur-
vival lenght. No significant difference in
the evaluation of the aesthetic results
was found between both methods.

The cost of reconstruction using
proper live tissue is approximately
twice as high. There are also significant
differences in the duration of the opera-
tion, intensive care stay, and total hos-
pitalisation time, in the use of blood
transfusions, and in the number of
members of the surgical team. Higher
figures are seen with the TRAM flap
method.

A psychosocial survey into the rela-
tionship between handicap and mutila-
tion was performed.

No significant change in work abil-
ity was found.

The following figures 5—10 show the
surgical methods employed, their prin-
ciples and results.

Fig. 6. Principle and breast reconstruction by a lat-
eral thoracodorsal flap (TD) with synthetic implant
augmentation: pre-operation outline, tissue elastic-
ity and ductility test, an implant under a pectoralis
major muscle, a patient prior to and after recon-
struction.
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Fig. 7. Principle and breast reconstruction by a rotated transversus rectas ahdominis musculocutanesus (TRAM) flap: rotation
schema, a patient with pre-operation cutline, a circumcised flap, thoracic space wide open, a flap pulied through and set up,
& patient after termination of reconstruction.

DISCUSSION

Until 1989, breast reconstruction was rarvely
performed at The Department of Plastic Surgery
in Prague — the largest plastic surgery centre in
the Czech Republic. Figure 12 shows the increase

in the nambers of patients undergoing recon-
straction in 1985-1996.

The increase in the number of operations
since 1991 is remarkable, due to the removal of
dlocking political and economic mechanisms. The
routine use of new surgical techniques was
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Fig. 8. Breast reconstruction by freely transferred TRAM flap: a patient after mastectomy,
preoperation outline, an elevated flap with prepared vessels, a patient after reconstruction.

started after 1989 as well as the registration and
regular import of contemporary synthetic im-
plants produced by renowned companies. How-
ever, the numbers are still low.

American publications mention a 38% fre-
quency of reconstruction compared to more mod-
est data in European countries (between 10 and
20%) and Taiwan (5%) (2, 6, 29, 37).

Considering the number of reconstructions
performed during 1990-1996 at the Department
of Plastic Surgery in Prague and other large in-
volved facilities in the Czech Republic, the 332
reconstructed patients represent less than 2 % of
the total number of patients in stage I-II during
the respective period (49).

Even these num-
bers may be mislead-
ing. Current foreign
data apply to imme-
diate reconstructions
that are not done in
this country at all.
Three-quarters of all
operations take
place more than 2
years after the pri-
mary oncological
treatment.

The wusual rea-
sons for such an ap-
proach are the un-
certain peroperative
histologic classifica-
tion of the tumour,
uncertain prognosis
quo ad sanationem
et quo ad vitam and
thus a futile burden
of the operation for
the patient. An im-
portant argument of
the oncologists
against reconstruc-
tion is the possibility
of resection. How-
ever, it has been
proven that resec-
tion followed by ra-
diotherapy results in
an aesthetically ac-
ceptable outcome in
only 75 % of pa-
tients. Moreover, it
is more technically
demanding than
a simple ablation. If
it is not done by an
experienced sur-
geon, the results are
unsatisfactory both
from a medical and
aesthetic point of

view (5, 31, 39, 48).

In accordance with the main idea of the pro-
ject, the study group was selected so that the in-
fluence of systemic treatment after the primary
operation was eliminated. Therefore, only pa-
tients who underwent the primary tumour sur-
gery at least 25 months before reconstruction
were followed.

As a hypothesis, the 12 months following the
reconstruction were taken as the critical period
during which patients were checked monthly for
a possible somatic response leading to a relapse.
To allow for a comparison with control groups
and possible delays of regular check-ups in non-
reconstructed patients, the observation period
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was prolonged up to 24
months. This hypotheti-
cal critical period for the
manifestation of a so-
matic response to the
surgery was based on
the consensus and expe-
rience of ten specialists
in breast carcinoma
(four oncologists, two
senologists, two on-
cological surgeons, and
two plastic surgeons).
This means that all on-
cological problems ap-
pearing between the re-
construction itself and
a point 24 months after
reconstruction were con-
sidered as a response to
the reconstruction.

_9

Fig. 10. Local relapse of a can-
cer in a post-mastectomy scar in
breast reconstructed by a flap
and prosthesis: conditions after
mastectomy, after reconstruc-
tion, tumour relapse on masto-
gram, technically easy total ex-
tirpation.

-

Fig. 9. Ideal result with
Backer prosthesis and with
free TRAM flap.
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into two subgroups — first
(simple approach, using im-
plant) and second (complex
surgery — TRAM flap).

The statistically impor-
tant differences in costs,
duration of intensive care,
total hospitalisation time,
duration of general anaes-
thesia, and the use of blood
transfusions are apparent.
The hard core advocates of
breast reconstruction by
means of an implant even
claim that the risk of het-
erologous blood transfusion
is much higher than the
risk of prosthesis side ef-

Fig. 11. Historical reconstruction by a tubulised flap: principle of formation and transpo-
sition of the flap; a patient with a reconstructed breast; scars on abdomen and hip due to

flap transposition.
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Fig. 12. The number of reconstruction done at the Depart-
ment of Plastic Surgery, Prague, during 1983-1996.

The scale of available reconstruction methods
is very wide. Concerning the working hypothesis
of this study, it represents a variable degree of
burden. Therefore, only those methods that
achieve the bra shape of the breast within one
operation and represent opposite poles in terms
of the complexity and demands of the applied
methods were intentionally included. Regarding
this aspect, the tested group (n = 95) was divided

fects. The complicated situ-
ation concerning prosthe-
ses calls for further consid-
eration of autologous live
tissue (11, 22, 23, 28, 40,
45).

This view is still sup-
ported by the data of Dr.
C. Neuhann-Lorenc from
1993-1994. She asked fe-
male plastic surgeons what
would they do if the deci-
sion-making on the use of
an implant versus live tis-
sue concerned themselves
or other vomen. The im-
plant was chosen for their
personal use by 65 % of
European surgeons and 60 % of American ones,
whereas only 47 % of the Europeans and 46 % of
the Americans would use it for a patient. The re-
searcher deduced that female surgeons worry less
about the implant for themselves than about
a possible legal suit.

The issue of diagnosis and treatment of the
systemic progression of the disease is naturally
not solved by any approach to local treatment.
However, this is different in the case of a local
recurrence. As long as many consider this the in-
dicator of the systemic condition and there is
a 60-90% association with the start of a distant
metastatic process, early diagnosis is necessary.
Superficial relapses are not problematic, but the
matter rests in metastases and relapses under
the implant or the flap. When in doubt, a MRI
examination is recommended. Neither local nor
systemic relapse treatment is limited by breast
reconstruction (31, 34).

There are significant differences in the dura-
tion of the operation, intensive care, and total
hospitalisation time, in the use of blood transfu-
sions, and in the number of members of the surgi-
cal team. Higher figures are found with the
TRAM flap method (30, 41). No significant differ-
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ences were found in an evaluation of the aesthetic
results of either method.

The first control group (k; = 82) corresponded
to the study group not only in terms of tumour
stage but also in average age, time of the start of
the disease, type of primary operation and sub-
sequent oncological treatment as well. These con-
trols were disease-free for 48.2 months on aver-
age after a mastectomy and subsequently were
followed-up for a minimum of 12 and a maximum
of 24 months. This means that the subsequent
follow-up time was considered as corresponding
to the critical period of the study group. However,
a reconstruction was never performed in this con-
trol group. They were selected from registers of
the same oncological departments, as were the
patients of the study group. This mode of control
selection was the only possible way of making
a comparison concerning primary oncological
treatment in probates and controls, because in
the Czech Republic there exist obvious differ-
ences and a wide variety of basic oncological
treatment protocols, depending on the particular
oncologist.

The second control group (k; = 19 625) was
based on the National Oncology Register data. It
was composed of all patients with breast carci-
noma stage I-II from 1985-1994. This period
had ended just before this prospective study be-
gan. Concerning primary oncological treatment,
it was chosen as being comparable with the fol-
lowing period. Some reconstructions or partial
mastectomies were performed in 1985-1994, but
only sporadically. With regard to the number of
patients, its size may be neglected for statistical
data processing. The total number of breast carci-
noma diagnoses in stages I-II in successive years
was recorded. The disease development in terms
of the relative number of relapses and deaths was
compared to the number of healthy and living
patients, respectively, in the preceding year.

A psychosocial survey into the relationship
between handicap and mutilation was performed.
The influence of mutilation on handicap and the
patients’ ability to work was not found to be im-
portant. The causes of a psychosocial effect could
be rather seen in a patient’s individuality and her
attitude toward systemic disease, which are not
changed by reconstruction (13).

Breast reconstruction is only exceptionally
covered as a whole by insurance abroad; usually
a patient must participate financially. Most in-
surance companies require a report by an oncolo-
gist. Data concerning the costs of basic recon-
struction, including the length of hospitalisation,
were collected simultaneously for the needs of
health policy. The cost of reconstruction using
proper live tissue is approximately twice as high.

Under the local circumstances it has been re-
alised that coverage by health insurance is neces-
sary to keep this operation available to the major-
ity of patients concerned. Taking into considera-
tion the very limited number of patients, it does

not represent a substantial part of available fi-
nancial resources. A rapid increase in demand
cannot be expected, since currently both oncolo-
gists and patients prefer resection surgery (par-
tial mastectomy — 45, 49).

The preconditions of success are not only the
technical aspect of the operation, but also good
communication between the surgeon and patient,
a thorough examination, and a detailed analysis
of all circumstances. A patient must be individu-
ally indicated for the reconstruction operation in
close co-operation with the interdisciplinary
breast cancer team. There exists a historically
negative attitude on the part of Czech oncologists
towards reconstructive surgery. Therefore, this
study had been conducted as a broad interdisci-
plinary research. It may serve as a communica-
tion aid among specialists. Only if all sides under-
stand each other will there be an improvement
for patients.

No significant differences at the 5% signifi-
cance level were found between individual meth-
ods and the control groups in terms of the
number of local relapses and survival length.
However, the number of observations was only
95. It would certainly be very interesting to find
a control group of women who underwent another
demanding operation, comparable with the
TRAM flap, for a continuing study. This is a diffi-
cult task because the extent and duration of such
an operation is not common, thus to find a suffi-
ciently large group will be a problem. With regard
to the Czech population, a complicated surgery on
the biliary system lasting more than 4 hours
could be considered for a comparison.

CONCLUSION

Breast reconstruction can become an integral
part of the complex therapy in breast cancer only
if patients are carefully acquainted with the po-
tential risks of this procedure. Besides the usual
surgical complications, there are typical problems
concerning breast reconstruction. The most seri-
ous of them are probably a local recurrence of the
tumour, systemic cancer, and their detection and
management.

It has been shown that there is no difference
in local recurrence and survival time of patients
treated by mastectomy, partial mastectomy or by
mastectomy with immediate reconstruction. How-
ever, all these procedures are accompanied by
systemic oncological treatment.

The working hypothesis of late breast recon-
struction (i.e. not associated with oncological
treatment) being a possible trigger effect on the
subsequent course of breast cancer has not been
confirmed.

No statistically significant differences at the
5% significance level were found between individ-
ual reconstruction methods and control groups in
terms of the number of local relapses and sur-
vival length.
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Though a statistically significant difference
has not yet been observed, it is not possible to
exclude that in a clinical setting and in a larger
number of observations, it could be found.
A study of the subsequent development of malig-
nancies after other complicated operations could
bring another answer.

Further knowledge may then lead to the in-
clusion of breast reconstruction as an integral
part of breast cancer therapy. At the moment,
breast reconstruction is regarded as an option in
complex breast cancer therapy, improving the
quality of life and providing valuable psychosocial
support.

The research was conducted with the finan-
cial support of IGA MZ CR, grant No. 2083-3.
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TRAUMATIC SKIN LOSS FROM THE MALE GENITALIA

Hrbaty J., Molitor M.

ZUSAMMENFASSUNG

Der unfallbedingte Hautverlust am Penis und am Hodensack

Hrbaty J., Molitor M.

Die beiden Autoren prasentieren die Kasuistik eines 35-jahrigen Patienten mit dem Hautvesiust am Penis und am
Hodensack. Zur Therapie im akuten Zustand unter Beriicksichtigung der finalen Behandlung wurde die Ubertra-
gung des fasciocutanen Freilappens angewandt. Zur Rekonstruktion des Hodensackes diente der sensitive chine-
sische Lappen, zur Abdeckung des Penisdefekts wurde ein Hautspalt verwendet. Die Heilung verlief ohne
Komplikationen. Die Autoren halten diese Methode flir vorteilhaft unter zwei Hinsichten: 1. ein fast normales
Aussehen des Hodensackes und Penis nach der Behandlung, 2. die physiologische Position der Hoden. Nach
weniger als 4 Monaten konnte auch Sexualverkehr ausge(ibt wesden.
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LOCAL TREATMENT OF FACIAL LIPODYSTROPHY IN
PATIENTS RECEIVING HIV PROTEASE INHIBITOR THERAPY

Ritt M, J, P. F.!, Hilebrand-Haverkort M, E2, ten Veen J. H.2

1Department of Plastic, Reconstructive and Hand Surgery, Academic Medical Center
“Department of Internal Medicine, OLVG Hospltal
Amsterdam, The Netherlands

SUMMARY

Localized facial lipodystrophy is a socially disabling complication affecting many HIV-seropositive patients recelv-
img triple comibination therapy. The exact pathogenesls Is not well understood and proper therapy is not avaliable.
The punpose of this pilot-study was to determine whether a hyaluronic acid gel, used to treat wrinkles for cos-
metiic reasons, would be a safe and effective treatment for faclal llpodystrophy In patients recsiving triple combi-
matiion therapy. Seven patients were treated with Intradermal gel Injectlons after skin tests. There were no
immediate or late allergenic reactions or other side effects. WIithin the limitations of the produst, overall satisfac-
tiiom regarding the results was high.

ZUSAMMENFASSUNG

Lokaltherapie der fazialen Lipodystrophie bel der Patienten, die durch
Inhibitor der HIV Protease behandelt werden

Ritt M. J. P. F., Hillebrand-Haverkort M. E., ten Veen J. H.

Lokaisierte faziale Lipodystrophie stellt ein Sozialhandicap dar, das bedeutende Anzahl der HIV-positiven Patien-
tem etififtt. Exalkte Pathogenese wurde noch nicht ganz erkiart und entsprechende Behandlung Ist nicht bekannt.
Der Zweck dieser Pilotstudie wurde es festzustellen, ob die Hyaluronséure In der Gelform, die zur kosmetischen
Faitenbethandiung benutzt wird, ein sicheres und effektives Mittel zur Theraple der fazlalen Lipodystrophie bel den
HIV-positiven Patienten sein kdnnte. Sieben Patlenten wurden nach der Durchfihrung der Hauttesten dis intraku-
tame Galspritzen appliziert. Es wurden keine unmittelbare oder spéte allerglsche Reaktionen, geradeso keine Ne-

trammymptome venmerkt. Die Ergebnisse waren angesichts der Elnschrédnkung der Behandlungsmittel sehr gut.

Key words: lipodystrophy, protease inhibitor therapy, hyaluronic acid

Lipodystrophy is a serious and socially dis-
abling complication affecting many HIV-seroposi-
tive patients receiving highly active anti-
retrovirus therapy (HAART), also known as triple
combination therapy. The exact pathogenesis is
not well understood and proper therapy is not
available. However, as there is evidence that this
local lipodystrophy is caused by protease inhibi-
tors used in the triple therapy, many patients
have changed their virologically successful ther-
apy or even discontinued it.

The lipodystrophy is characterized clinically
by the symmetrical loss of subcutaneous fat tis-
sue from the body surface. In contrast, there can
be local fat deposition in the buttocks and abdo-
men giving an impression of obesity. However,
most disfiguring is the disappearance of subcuta-
neous fat from the face. There is a cachectic ap-
pearance as a result of the loss of buccal, parotid
and preauricular fat pads with sunken eyeballs,

prominent zygomata and sharply defined naso-
labial folds. Although patients benefit a lot from
the triple therapy and feel more fit and healthy,
they look tired and ill. What used to be the
Kaposi-sarcoma is now lipodystrophy: the stigma
of being infected with HIV and by which one can
be recognized in public.

The purpose of this pilot-study was to deter-
mine whether a hyaluronic acid gel, used to treat
wrinkles and folds for cosmetic reasons, would be
a safe and effective treatment for facial
lipodystrophy in patients receiving triple therapy.

PATIENTS AND METHODS

In June 1999 we treated seven patients on
HAART suffering from facial lipodystrophy with
intradermal Hylaform® viscoelastic gel injections
(Biomatrix Inc., Ridgefield NJ, USA) in the naso-
labial fold bilaterally. Viral load and CD4-cell
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count were determined be-
fore beginning of the treat-
ment. A combination of the
multi-puncture technique
and a treading technique
was used in one session per
patient. It was attempted to
inject into the reticular layer
of the dermis. After injection
the skin was kneaded be-
tween thumb and index fin-
gertip, thereby spreading out
the gel evenly. Before the ac-
tual treatment, every patient
was subjected to a skin test
in order to rule out any pos-
sible allergenic reactions or
other side effects. An intrad-

ermal injection on the dorsal
side of the lower left arm
with 0.1 ml of Hylaform®
viscoelastic gel was used.
This was done twice with an interval of two
weeks. Inspection of the test site was done three
days and two weeks after injection. The final ef-
fect of the treatment of the nasolabial folds was
judged by the patients and authors one week and
one month after injection. Photographs were
taken before and one month after therapy.

REPRESENTATIVE CASE REPORT

A 37-year-old HIV-seropositive homosexual
male started AZT and 3TC medication in May
1994. In October 1996 this was discontinued and
a triple therapy including the protease inhibitor
ritonavir was started. Lipodystrophy was first no-
ticed in February 1997. As a direct result of this
he gradually became socially isolated and by the
end of 1998 he stayed home from work because he
felt his appearance was not presentable in public,
although his friends and colleagues had tried to
convince him that this was very much his own
subjective feeling. Otherwise he was in good
health, with a viral load of < 50 copies/ml and
a CD4-cell count of 520/mm°®. In June 1999, only
the nasolabial folds were treated with in total 3
ml Hylaform® viscoelastic gel. At the final evalu-
ation, there was a small but noticeable effect ob-
jectively: the folds were less deep en less sharply
defined (Figs 1, 2). Subjectively, the patient re-
marked that his whole appearance had improved
because of the smoothed nasolabial folds. Friends
and relatives had noticed a positive change in his
appearance without knowing he had undergone
injection treatment. He requested treatment of
other wrinkles and folds as well.

RESULTS

There were no immediate or late allergenic
reactions or other side effects. The total proce-

Fig. 1. Left nasolabial fold of the patient
in case 1 before treatment.

Fig. 2. Left nasolabial fold of the patient
in case 1 one month after injection of 1.5
ml Hylaform® intradermally.

dure of injecting both nasolabial folds took on av-
erage 30 minutes per patient. In total, no more
than 3 ml of Hylaform® viscoelastic gel was used
in each patient, costing approximately 450 Euro.
Some punctate bleeding and swelling occurred,
but the effect of the treatment was immediately
visible. All patients experienced the treatment as
a little painful, but easy to overcome. At final
evaluation, all patients felt they had improved.
Many of them remarked that their facial contours
had softened and all of them had had positive
reactions from their social environment. Those
patients with less severe lipodystrophy were most
satisfied. One patient, who had stopped working,
had resumed work again. In general, the authors
were of the same opinion as the patients. When
looking only at the nasolabial folds, there was
a small but noticeable effect: the folds were less
deep en less sharply defined. In more severe
cases of facial lipodystrophy however, it was felt
that the procedure perhaps should be repeated to
achieve maximum effect, as there is a known cu-
mulative effect using these intradermal injec-
tions.

 DISCUSSION

HIV protease inhibitors confer virological, im-
munological, clinical and survival benefits (Dan-
ner, 1995; Hammer, 1997). However, localized
and/or generalized lipodystrophy is an unwanted
and frequent side effect and of growing concern to
patients receiving HAART. Already there is a call
for newer HIV protease inhibitors that do not
cause these side effects (Carr, 1998). Until then,
a growing number of patients will turn to their
plastic surgeon asking for treatment, especially
when the lipodystrophy affects the face and is
confrontingly present.
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Due to the HIV infection and their medica-
tion, these patients have an immune system that
is easily disturbed and therefor the reaction of
these patients to implanted foreign bodies or in-
jected materials is somewhat unpredictable. This
is one of the reasons why we chose not to try
autologous fat injections and tried to avoid the
use of injectable implants, which could cause an
allergenic or inflammatory response. Hylaform®
viscoelastic gel has been proven in international
multicenter studies to be safe. It did not cause
any acute or chronic allergenic reactions in more
than 279 patients (Balazs, 1995). Although it is of
animal origin, it is highly purified (less than 5-30
pg/ml protein derived from birds) and a skin test
is neither mandatory nor recommended in
healthy patients. In addition, Hylaform® viscoe-
lastic gel has the advantage to fully resorb within
one year, so that any unwanted cosmetic effects
would only be temporary.

Although the current pilot study included
only a few patients, we feel that the results indi-
cate that Hylaform® is probably also safe to use
in patients receiving HAART. Within the limita-
tions of this product, overall satisfaction regard-
ing the results was high. However, most of these
patients demonstrate localized lipodystrophy
characterized clinically by a more substantial loss
of facial subcutaneous fat tissue.

To treat these patients effectively, much more
volume is needed which should be deposited sub-
cutaneously, rather than intradermally. This can-
not be done using Hylaform®. Recently, a new
product (New-Fill®, Ashford Aesthetics N. V.,
Brussels, Belgium) has become available that
probably is better suited to fulfil the needs in
these types of patients, i.e. large volume deposi-
tion subcutaneously. It is a hydrogel of polygalac-
tic acid, which possesses visco-elastic and

pseudoplastic qualities that are necessary when
injecting and handling. Furthermore, it is neither
cytotoxic nor genotoxic as the acid is obtained by
biosynthesis. It is marketed as being absolutely
nonallergenic. Still, it would be most advisable to
use this new product again under limited and
controlled circumstances including skin tests.

No benefits in any form have been received or
will be received from a commercial party related
directly or indirectly to the subject of this article.
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SPECIAL FEATURES OF BURN INJURIES
IN ELDERLY PATIENTS

Koupil J., Brychta P., Rihovd H., Kincovd S.

Burn and Plastic Surgery Centre, University Hospital Brno, Czech Republic

SUMMARY

Types of burns and other aspects of burn injuries and case outcomes were assessed in a group of geriatric pa-
tients (> 60 years) and a younger group of patients (40-59 years). Between 1990 and 1999, 137 geriatric patients
(47 [34 %] males and 90 [66 %] females) were admitted to the Burn Centre and Reconstructive Surgery Centre at
University Hospital in Brno. We compared findings in this elderly group to those in 176 younger burn patients (126
[72 %] males and 50 [28 %] females) who were treated at the centre during the same time period. Age and con-
comitant chronic disease contribute to the high mortality and a higher frequency of complications in geriatric pa-
tients who suffer burn injuries. In this study, the complication rates for geriatrics during hospitalization (44 % in
males and 32 % in females) and the elderly patients’ mortality rates (26 % in males and 17 % in females) differed
statistically from the corresponding rates in the younger patient group. It is important to know the special needs of
elderly burn patients because this patient group is expected to grow in parallel with the rising average age of the
Czech Republic’'s population.

ZUSAMMENFASSUNG

Besondere Merkmale der Vebrennungsverletzung bei alteren Patienten

Koupil J., Brychta P., Rihové H., Kincovd S.

Die Verbrennungsart, andere Aspekte der Verbrennungsverietzung und der Fallergebnis wurden festgestellt bei
der Gruppen von geriatrischen Patienten (> 60 Jahre) und jungeren Patienten (40-59 Jahre). In den Jahren
1990-1999 wurden am Verbrennungszentrum und Zentrum fur plastische Chirurgie des Fakultatskrankenhauses
in Briinn insgesamt 137 geriatrischen Patienten (47 [34 %] Manner und 90 [66 %] Frauen) behandelt. Wir verglichen
diese Gruppe mit einer Gruppe von 176 jungeren Patienten, die an der genannten Arbeitsstéte in gleicher Zeitspanne
behandelt wurden. Das Alter und die begleitende chronische Erkrankung beitragt zur hoheren Sterblichkeit und
héherem Vorkommnis der Komplikationen bei geriatrischen Patienten, die von der Vebrennungsverletzung leiden. In
dieser Studie wies die Gruppe von geriatrischen Patienten im Vergleich mit der Gruppe von jungeren Patienten signifi-
kant héheres Vorkommnis der Komplikationen wéhrend Hospitalisierung (44 % bei den Manner und 32 % bei den
Frauen) und der Sterblichkeit (26 % bei den Manner und 17 % bei den Frauen) auf. Es ist wichtig die spezifische
Bedurfnisse der &lteren Verbrennungsverletzten zu erfassen, besonders hinsichtlich des Anstiegs dieser Patienten-
gruppe infolge des steigenden Durch schnittsalters der Bevolkerung der Tschechischen Republik.

Key words: bum accident, geriatric patient, complications of burn injury

Similar to the situation in other Central
European countries, the average age of the Czech
Republic’s population is rising. Currently, 13 % of
our people are over 60 years old, and 2.5 % are
older than 80 years (3). From 1989 to the present
date (since the totalitarian government was over-
thrown), the average age for men has increased
by 3 years to reach 70.5 years, while that for
women has risen 1.6 years to reach 77.6 years. It
is predicted that 30 years from now, a quarter of
our country’s population will be of geriatric age.

MATERIAL AND METHODS

We conducted an epidemiological study to
retrospectively compare geriatric burn patients
and younger burn patients in terms of mortality,

morbidity, type of burn injury, patient age and
systemic complications. Between 1990 and 1999,
137 geriatric patients (47 [34 %] males and 90
[66 %] females) were admitted to the Burn Centre
and Reconstructive Surgery Centre at University
Hospital in Brno. We compared findings in this
elderly group to those in 176 younger burn pa-
tients (126 [72 %] males and 50 [28 %] females)
who were treated at the centre during the same
time period.

RESULTS

Patient age

In the elderly patients, the average age at
hospitalization was 71 years for males and 75
years for females. The corresponding mean ages
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in the younger group were 47 years for males and
50 years for females.

Type of burn injury

The next figure illustrates the cause of burn
injuries in the geriatric patients (Fig. 1). Scalding
was most common and was involved in 79 of the
cases (58 %). Many of these burns were caused by
a hot-water bottle bursting or by falling into
a bath. Some cases involved carelessness or
a specific motor disability (e.g., disability after
stroke, epilepsy, Parkinson’s disease). In 39 cases
(28 %; 22 females and 17 males), the burn caused
by a flame or by an explosion due to gas leaks
from tanks or malfunctioning electrical appli-
ances. Carelessness and ignorance featured in
many of these cases. All 14 cases (10 %) of contact
burn were caused by electrical fire. The remain-
ing 5 (4 %) burns were due to various other
causes, such as chemical burns.

70
Clfemale = 90
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60
50

40
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0
il T e
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liquids 79 cantact 14
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Fig. 1. Distribution of the various types of burn injury in the
geriatric patient group (> 60 years).

In the younger patient group, fire or explosion
caused 84 of the burn cases (48 %). These acci-
dents involved men more often than women, and
there was a high incidence of work-related burn
injury (Fig. 2). Scalding was the second most
common cause, accounting for 66 cases (37 %).
The findings indicated that these types of burns
were most often seen in housewives who sus-
tained burns from spilling boiling water. Nine-
teen (11 %) of the burns were contact burn inju-
ries, and the remaining 4% of burns were caused
by other mechanisms.

Urban versus rural setting

A comparison of the incidence of burn acci-
dents in urban and rural areas revealed that the
younger patients living in urban settings were
treated for burns twice as often as their counter-
parts from the rural environment. On the other
hand, in the older patients, the proportion of
older patients from urban settings was very simi-
lar to that from rural settings.

Mortality

The overall mortality in the elderly patients
was 21 % (29 cases), with a rate of 26 % in males
and 17 % in females (Fig. 3). Of the 29 deaths,
48 % resulted from a fire in the home, 17 % from
a gas explosion, 18 % from a scald injury, 7 %
from burns caused by flammable liquids, and
10 % were due to other types of burns. In the
younger patient group, overall mortality was 3 %,
with 5 male deaths (4 %) and 1 female (2 %). The
groups’ mortality rates differed significantly.
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Fig. 2. Distribution of the various types of burn injury in the
younger patient group (40-59 years).
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Fig. 3. Mortality in the elderly patients, listed according to
cause of accident (29 cases).

Tab. 1. Extent of burns in geriatric patients

TBSA <1% 14 % 5-9 % 10-14 % > 30 %

Superficial and partial thickness burn wound 5(3 %) 25 (18 %) 18 (13 %) 8(6 %) 3 (2 %)

Full thickness burn wound 21 (16 %) 12 (8 %) 17 (12 %) 12 (8 %) 5 (3 %)
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Extent of burns in elderly patients

Twenty-five patients sustained burns involv-
ing less than 1 % total body surface area (TBSA).
All of these patients survived. Forty patients had
burns between 1-5 percent TBSA. Thirty-five pa-
tients sustained burns of 5-9 % TBSA, twenty pa-
tients between 10-14 % and nineteen patients
had burns of more than 15 % TBSA (Tab. 1). All
patients who died had burns greater than 30 per-
cent of TBSA.

Hospital stay

The average hospitalization time in the geri-
atric group was 24 days for males and 18 days for
females. The corresponding means for the
younger patients were 17 days for males and 21
days for females. The difference between the
younger and older groups was not statistically
significant.

Treating the burn wound

In the elderly patients, conservative treat-
ment was used in 41 % of the male cases (21
cases) and 31 % of the female cases (28 cases).
Surgical management (excision and autografting)
was significantly different in this group: 59 % (26
cases) of the males and 69 % (62 cases) of the
females. However, the rate differences between
the two groups (younger and elderly patients)
were not statistically significant (Tab. 2).

Tab. 2. Treating the burn wound

Type of
treatment

40-59 years > 60 years

Male Female Male Female

Conservative 44 31 21 28
treatment (34 %) (57 %) 41 %) (31 %)

Excision and 82 19 26 62
autografting (66 %) (43 %) (59 %) (69 %)

Tab. 3. Incidence of systemic complications
during hospital stay

Type of complication 40-59 years > 60 years

Male Female Male Female

Pneumonia 4 1 3 12

Acute renal failure 4 1 5 2

Hepatic dysfunction 1

ARDS

Sepsis

Cardiac failure

Coagulation disorders

Multiorgan failure

Curling’s ulcer

Total

System complications

In the geriatric group, 21 males (45 %) and 29
females (832 %) developed complications. In the
younger patients, 20 males (16 %) and 5 females
(10 %) encountered problems. The rate differ-
ences between the groups were significant. Pneu-
monia and sepsis were the most common compli-
cations (Tab. 3).

Anatomical distribution of burn injuries

In males, the upper limbs were more often
involved than other parts of the body: 32 % of
cases in elderly males and 33 % in younger
males. The lower limbs were more often injured
in both elderly (39 %) and younger females (33 %).
Next came the trunk, head and neck (Tab. 4).

Tab. 4. Anatomical distribution of burn injuries (%)

Anatomical region 40-59 years > 60 years

Male Female Male Female

Head and neck 15 11 15 7

Trunk 13 14 12 15

Upper limbs 33 25 32 22

Abdomen 11 12 5 6

Back 7 2 10 .« 8

Genital 3 3 4 3

Lower limbs 18 33 22

DISCUSSION

Burn injury ranks fourth among the causes of
injury-related death in the geriatric age group.
The risk factors that affect the incidence and se-
verity of complications after thermal injury are
age, pre-existing disease, associated injury and
type of burn. The seriousness of burn injuries in
the elderly is increased by a characteristic delay
in seeking medical attention. The relatively su-
perficial appearance and small surface area of
a burn can be deceptive, and this is why some
older patients put off treatment. Advanced age
and chronic disease contribute to high morbidity
and mortality in this group (1). In treatment, pre-
existing cardiovascular or pulmonary diseases
often complicate the restoration and maintenance
of proper fluid volume. Pneumonia, prolonged im-
mobilization and physical stress are other ele-
ments that significantly impact morbidity (4).
The mortality rate increases with the extent of
the thermal injury. The treatment of geriatric pa-
tients has been one of the most controversial top-
ics in modern burn therapy. Conservative wound
care has historically been advocated for this
group. Elderly patients may tolerate the stress of
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early excision better than complications of wound
sepsis (2).

Elderly patients with burns require special-
ized care. Many of these individuals live alone
and are often physically or mentally unable to
respond appropriately in an emergency situation.
Often, by the time they get treatment the injury
has progressed significantly. Once treatment is
initiated, the most important factors for survival
in this group are early excision and grafting, en-
suring sufficient nutrition and maintaining func-
tional mobility.

CONCLUSION

Geriatric burn patients need special medical
attention. It is important to recognize the prob-
lems in this group because the average age in the
Czech Republic and European populations is on

the rise, and this will result in greater number of
elderly burn patients.
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SUMMARY

The prognosis of burn patients is dependent — apart from adequate treatment — upon health care system and
health care professionals, regarding not only survival, but also life-long quality of life. The protection of patients’
rights is spelled out in the European Countries’ constitutions, charters or basic laws.

The Code of Patients’ Rights in the Czech Republic in 1992 entitles the patients to respectful and professional
treatment, to be able to make decisions, ev. to refuse treatment, to the presence of their own families, to continu-
ity of treatment after discharge, to withhold consent to students’ participation in the curative process, to die with
dignity.

The increasing interest in economic justification of any treatment in the EU calls for considering the ethical as-
pects. There has been differentiated intuitive ethics, ethics based on principles of Hippocrates, ethics defined by
duties, ethics defined by consequences, influencing the quality of life (Grant, 1998).

The age of patients should not play any role in decision — making concerning diagnostic or curative procedures.
However, in geriatric burn patients the “aggressive” therapy should not deteriorate their last days. From the ethi-
cal point of view there should be applied “palliative care”. The age is a significant factor in the permanent sequels
in children and youngsters, in whom scar deformities cause the loss of “body image"” and severe psychological
problems when the Patients Rights (comprehended in the Code of Czech Republic) are not respected.

ZUSAMMENFASSUNG

Das Lebensniveau der Vebrennungsverletzten: ein holistischer Zugang
Kénigova R.

Die Prognose der Verbrennungsverletzten hangt von der entsprechenden Therapie, aber auch von dem Gesund-
heitssystem und der Betreuung des medizinischen Personals ab. Alle diese Faktoren beeinflussen das Uberleben
der kritischen Zusténde und das zukUnftige Lebensniveau. Der Patientenschutz wird in den européischen Lander
durch eine Reihe von Direktiven und Gesetze gewdahrleistet. In der Tschechischen Republik setzt der Kodex der
Patientenrechte aus dem Jahr 1992 folgende Rechte fest — eine rucksichtsvolle und professionelle Behandlung fur
alle Kranken, die M&glichkeit die Therapiewahl mitentscheiden und eventuell die Therapie ablehnen, das Recht bei
der Hospitalisierung von der Familie besucht werden, das Flirsorgerecht nach der Entlassung, das Recht die Teil-
nahme der Studenten bei den Untersuchungen ablehnen und das Recht des ehrwiirdigen Todes. Parallel zur
steigenden Bedeutung der 6konomischen Aspekte der Gesundheitssysteme in den EU-Lander ensteht die Not-
wendigkeit die ethische Prinzipe zu betonen. Es wurden sogenannte intuitive Ethik, auf den hippokratischen
Prinzipen basierte Ethik, mit den Pflichten des medizinischen Personals verbundene Ethik und den Therapiefolgen
determinierte Ethik, die das Lebensniveau beeinflusst, unterschieden. Das Alter des Patientes sollte keine ent-
scheidende Rolle bei der Untersuchung und der Therapiewahl spielen. Bei geriatrischen Vebrennungsverletzten
sollten nicht die letzte Tage des Lebens aufgrund einer “aggressiven” Therapie verschlimmert werden. Aus dem
ethischen Gesichtspunkt sollte in diesen Patienten eine Palliativtherapie verwendet werden. Das Alter ist von Be-
deutung im Fall der Dauernachwirkungen bei Kindern und Jugendlichen. Die narbige Deformationen andern das
Kérperaussehen und kénnen schwere psychologische Probleme verursachen, solange die im oben genannten
Kodex beschriebene Patientenrechte nicht respektiert werden.

Key words: quality of life, ethical issues in medicine, ethical theories, patients’ rights in EU, futility in burn
care, dysmorphobia

The life-long quality of life of burn patients (besides other factors) on the experience, skills,
may be fatally altered as a consequence of their and art, human approach and patience of the
disrupted “body image”, and to improve it relies burn surgeon, as severe psychic derangement in T
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burn patients may develop when the continuity of
treatment after discharge has not been secured.

The anticipated quality of life might influence
decision making with respect to withholding or
withdrawing the so-called “aggressive” therapy in
life threatening burns.

Many countries in Europe have incorporated
certain social and patients’ rights in their legisla-
tion. (Social rights related to health care are
spelled out in the countries’ constitutions and ba-
sic laws.) Because patients are reliant on the
health care system and health care professionals,
and therefore potentially vulnerable, they need
mechanisms to promote and protect their rights.

Along with the patients’ vulnerable position,
there are two other factors:

* first, recent extraordinary developments in
medical science may have ethical as well as
physical implications for human beings;

* second, many countries in the WHO Euro-
pean Region are undertaking action to contain
costs and to ration health eare delivery (while
holding a general political commitment to main-
tain equity in healthcare). It is therefore neces-
sary to reinforce basic human rights with a set of
specific rights reflecting the particular circum-
stances in the health care sector.

Since the Second World War, a growing
number of international organizations have pro-
duced declarations, charters, conventions and
treaties on human rights and patients’ rights that
are not always respected, and developments in

medical technology have made protecting them
even more difficult.

The WHO Regional Office for Europe has
therefore set up a Network on Patients’ Rights
and Citizens Empowerment. The Network held
its first meeting in Sweden in 1997 and the sec-
ond meeting was in the U.K. in 1998. Some coun-
tries have adopted new legislation on patients’
rights, while others have updated existing legal
texts as in Austria, Bulgaria, Czech Republic,
France, Germany, Hungary, Poland, Slovakia,
Slovenia, Spain, Sweden, and Uzbekistan. Pa-
tients’ rights legislation is in force in Denmark,
Finland, Greece, Iceland, Israel, Lithuania, and
the Netherlands. Legislation on patients’ rights is
in preparation in Belarus, Estonia, Georgia, Nor-
way, the Russian Federation, and Turkey. The
British, French, Irish and Portuguese govern-
ments have promulgated patients’ charters.

From the practical point of view, non-parlia-
mentary procedures take less time than legisla-
tive ones, but their results are not legally bind-
ing. Thus, patients’ rights in a Charter cannot be
defended in Court. On the other hand, drafting
a law requires more time and resources. The
Code of Patients Rights in the Czech Republic (25
February 1992) states that patients are entitled:
— to respectful and professional treatment given

by qualified workers;

— to know who is in charge of them,;

to be informed so as to be able to make deci-

sions regarding the health care provided;

to the presence of their own family;

to refuse treatment;

to give or withhold consent to students’ par-

ticipation;

to access to confidential medical records;

to continuity of treatment after discharge;

to be informed when non-standard or experi-

mental treatment will be used;

to respectful care when dying;

to respect the internal order of the health care

establishment.

The Conference on “Quality of Life in Severe
Burns” held in Prague in September 1996 focused
on two goals:

e The first goal was to remind that the pri-
mary aim of burn care is to save the life, but
survival is not a subtle enough indicator of our
success. Decisive is the subsequent quality of life,
which is influenced by scar formation and the in-
dividual stress response of the patient, though
multiple subjective and objective factors play an
important role in a positive or negative way.

* The second goal of the Prague Conference
was to stimulate awareness of ethical problems
and of possible legal consequences. With the de-
velopment of the biosciences, the sum of individ-
ual requirements in medicine has become much
higher than society can provide; however, it
would be expected that health care professionals
will be influenced in their decision-making not
only by the constraints of the law or those of pro-
fessional bodies, but by their own moral princi-
ples and values.

Ethical decisions require deliberation on the
best means (to achieve the goal of allowing each
human) to ameliorate the quality of life, be that
in body or mind, according to Ian Ramsey Centre,
Oxford (1995). The concern has become more
pressing with the clash between prolonging life
and the well-being of the patient — between
“quantity of life” and “quality of life”.

In 1998, Ian Grant differentiated the follow-
ing types of ethics:

— intuitive ethics, which are inadequate for all
the dilemmas inherent in burn care;

ethics based on patients’ rights — the patient

is at the centre of concern (four ethical princi-

ples must be kept in mind);

ethics defined by duties — the healthcare pro-

fessional is at the centre of concern (field of

deontology);

ethics defined by consequences — considering

the resultant final balance of good and bad in

the world (utilitarianism).

Medical interventions could be futile if they
failed to meet one or all of the following goals:

— physiological — influencing single vital func-
tions;

postponing death — antibiotics administration;

lengthening survival — by the use of mechani-

cal ventilation;
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— improving quality of life — enabling inde-
pendent living (orthopaedic surgeons teach
that quality of life means freedom of move-
ment, and they try to provide that freedom
well into old age.)

In addition to the fact that outcome cannot be
perfectly predicted, the concept of futility is also
limited in that physicians, patients, families and
other parties may view futility differently.

Although the issue of physician refusal of re-
quested care has not been resolved by case law or
legal statute, it is supported by ethical principles:

Fig. 1. This 20-year-old girl refused any physiotherapy and
any orthopaedic intervention and preferred to exhibit her de-
formed legs and feet.

Fig. 2. In contrast, this 20-year-old girl, severely disabled fol-
lowing a train accident, started to work again as a radio re-
porter.

beneficence — medical care may confer two

types of benefit:

preserving life = to actively prevent harm,

improving life = to do good,;

II. non-maleficence — “primum non nocere” = do-
ing no harm is the oldest principle;

ITI. autonomy - is implied by the doctrine of in-
formed consent;

IV. social justice — treatment should be given in

a fair and impartial manner.

This IV™ principle in burn care means a con-
tinuing obligation to the patient by the burn
team.

All considerations of patient outcome (Ryan,
Schoenfeld, Thorpe and others, 1998) should be
free from:

— age-based discrimination,
— monetary pressures,
— determinations of quality of life by outsiders.

The ethical principle of autonomy complicates
the doctor-patient relationship by introducing fac-
tors that vary with each patient.

Attitudes to life and death, as well as medical
problems, combine uniquely in each patient (Figs
1, 2). The patient should know the risk and bene-

Fig. 3a. For example, this 9-year-old girl sustained a flame
burn involving 67 % of TSBA.

Fig. 3b. She has been followed-up for 24 years having
achieved normal activity as a wife and mother.
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fits of the treatment and all possible complica-
tions including disability, disfigurement and sub-
sequent quality of life, or even death.

A.E.R. Young asked in his essay in 1998:
“What are the rights of a competent adult with
a life-threatening burn?

— To die with dignity?

— To request maximum treatment?

— To demand expensive new forms of treatment
in a superspecialised centre?”

The first question “to die with dignity” — ARS
MORIENDI - is related to the method of EU-
BIOSIA - a high quality of life until death (Pan-
nuti, 1980), which offers medical and spiritual
help when any curative treatment has ceased to
be a categorical imperative.

It was not until 1985 that open discussion of
explicit policies to limit medical care began, and in
1986 Brett, among others, described three circum-
stances in which requested care is not necessary:

1. when such care is not likely to confer benefit
to the patient,

2. when such care is likely to cause more harm
than good,

Fig. 4a. This 4-year-old girl sustained a very deep facial burn
and inhalation injury. Her family requested withdrawal of
treatment to prevent her life-long suffering because of a dis-
figured face. An appropriate explanation resulted finally in
good cooperation of the whole family.

Fig. 4b. The final result after 15 years.

3. when the request conflicts with social justice.

However, the refusal of an aggressive therapy
is much more difficult if the treatment is already
underway, unless the patient’s medical chart spe-
cifically contains DO NOT RESUSCITATE OR-
DERS (DNR).

Objective estimates of the probability of death
from burn injuries elaborated in Boston in 1998
by Ryan, Schoenfeld, Thorpe and others, might be
useful to clinicians making medical and financial
decisions about burn care.

DNR decisions in burns are used in the early
stage of burn care when 3 risk factors for death
are present (age above 60, TBSA above 40, inha-
lation injury) or in the late stage of burn care
when Multiple Organ Failure Syndrome has de-
veloped and has not been responding to therapy.

Ian Grant published in 1998 that with the
consent of the patient, it is ethically valid for
a doctor to remove potential obstacles to the pa-
tient’s death.

There is an ethical difference between omit-
ting obstacles to death and precipitating death.
Discontinuing resuscitation requires a greater

Fig. 5a. This 10-month-old girl sustained a severe burn under

obscure conditions: her mother intended to get rid of her even

after having been admitted to the burn centre as accompany-

ing person. Two years later the child was adopted by another
family that was cooperative.

Fig. 5b. Multiple reconstructive procedures were performed
during the following 18 years.

Acta chirurgiae plasticae




moral fortitude than merely not starting such
treatment.

Even the most severe burns do not result in
immediate clinical deterioration, but are such pa-
tients competent and capable of informed con-
sent? Some are extremely anxious, while some
are aggressive and not cooperative, which may
preclude their decision making.

Although Gillon Ward’s opinion (1992) was to
inform constantly alert patients (...“When they
are told they will die, they can begin to make
basic decisions about their lifes...”), in my own
opinion and experience, I never dared to distress
the patient by telling the patient that he/she
would die, but I did explain the outcome to the
family. As aggressive therapy may actually wors-
en the quality of life in the last days, it is with-
held, and “comfort care” is provided as a rule. In
critical burn cases, consent is rarely obtained, be-
cause the “lucid interval” is usually missed or the
patients are delivered by the emergency service
sedated or intubated.

Some burn victims will die in the hours or
days after the accident, some will survive for
a period of weeks and some may live on with
a quality of life that would be considered by oth-
ers as very poor (Figs 3a, b).

The economic justification of any treatment
(according to Kerridge and others) requires the
comparison of patient outcome and cost of treat-
ment with other medical interventions. Cost-util-
ity analysis has been used for these comparisons,
and quality adjusted life years (QALY) have been
used to incorporate differences in both quality
and duration of survival. A.E.R. Young reminds
us in his essay (1998): “... doctors as a profession
are dedicated to the welfare of the patient and
the patient trusts doctors to act for his best inter-
est and does not expect them to act as agents for
society...”

One of the most difficult questions in burn
care is whether one should base decisions of with-
drawal of care on potential quality of life.

The crucial factor is age. Some studies de-
scribe elderly patients in various ICU as having
positive attitudes towards life-support and as
choosing survival over quality of life.

In the burn ICU, everyday torture associated
with each intervention is anticipated by the eld-
erly, even if adequate pain control is provided.
This brings us to the paradox that in these pa-
tients, more sophisticated knowledge and practise
contribute to suffering.

In children, decisions about the futility of care
are extremely complicated. In 1997 guidelines
were produced on the withdrawal or withholding
of life support for children. On the other hand, in
clinical practice there is the alternative scenario
of parents requesting withdrawal of care, when
the medical team believes life is worth striving
for (Figs 4a, b).

Also, the possibility of Miinchhausen Syn-
drome by Proxy must be considered, though it

has been more frequently published in the paedi-
atric literature (Figs 5a, b).

To quote Grenacre (1953) “...a major trauma
is never done with.”

Particularly, scar disfigurement post-burn,
called “burn image”, contributes to psychosocial
problems. Bernstein described in 1976 this condi-
tion as DYSMORPHOBIA. It has been frequently
encountered in patients suffering from the “disfig-
ured face syndrome” involving the “facial triangle”.

It has been confirmed by our clinical experi-
ence, and published by Pondéliéek in 1987, that
the “loss of face” may cause the "loss of personal-
ity” and may fundamentally influence the quality
of life.

However, there are many patients in our
practice for whom long-term continual follow-up
and staged reconstructive procedures helped to
re-establish equilibrium in their lives.

Older persons may not have a perception of
a reduced quality of life, but youngsters are the
most devastated by deformity and disability and
perceive significant impairment in social, psycho-
logical, vocational and aesthetic areas.

On the other hand, there are severely burned
children and adults, physically disfigured, but
with an intact capacity to reproduce and to enjoy
all the other possibilities of life.

Therefore, T. L. Wachtel, H. A. Frank and J.
A. Nielson concluded in 1987 that quality of life
decisions should carry limited weight in decisions
about withdrawal of care in severe burns. The
impact on a patient is not proportional to the
magnitude of the disfigurement, but depends on
other psychological parameters, family adapta-
tion and how much it interferes with daily life. It
has been emphasized many times that surgery
alone is not sufficient, that such patients require
informed supportive counseling.

Because in some countries this service is
missing, many patient support groups have been
founded; however, more important is to persuade
politicians to ensure that resources are made
available for this continuous treatment after dis-
charge from the hospital.

To abolish or ameliorate psychological prob-
lems and to prevent so-called “social death” or
even suicide, secondary reconstructive procedures
are indispensable components of the overall
treatment. Burn surgeons must, therefore, also
master the knowledge and techniques of plastic
surgery and the principles of aesthetic surgery.
To take the stance, as some health care systems
have done, that “aesthetic” treatment will not be
provided, may deprive patients of an improved
quality of life.

McGrouther pointed out in the British Medi-
cal Journal in 1997 that at the root of the pa-
tient’s distress lies the pressure in modern soci-
ety to conform to an idealized appearance. He
warned also that stigmatization by appearance is
reinforced at every stage in education.
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AE.R. Young reminded readers in his essay
that the public image of a burn survivor as an
evil or tragic figure must negatively influence the
public’s and also professionals’ attitudes. The
burn survivor is referred to as “burn victim”, and
society’s response to victims is to pity but more
often to despise them.

James Partridge remembers that all burn pa-
tients have to go through a process of self-discov-
ery; he calls it a “mirror moment”, an awareness
of altered body image.

Already in 1974 Converse reminded us that it
is the nonhandicapped who by their negative and
prejudicial attitudes help create and perpetuate
the handicap itself and the consequent burden of
suffering.

The WHO defines health not only as an ab-
sence of disease or invalidity, but also as a condi-
tion of physical, psychic and social well-being. We
cannot disregard the social and historical circum-
stances in which we live, but they do not change
the justification of morality and ethics.

We have to remember that outcome predic-
tion, quality of life assessment and also cost effi-
ciency were not taught in medical schools, nor
were they emphasized in postgraduate training.
However, they are among our most important
tools for meeting the challenges of today and of
tomorrow.
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Rekonstrukce prsu volnym prenosem TRAM laloku z pohledu desetileté zkuSenosti

Nejedly A., Tvrdek M., Kletensky J.

Za deset let bylo na naSem pracovisti
provedeno 119 rekonstrukei prsu volnym
prenosem TRAM laloku. V ptehledném piispévku
je priblizeno indikacéni schéma pro rekonstrukei
prsu. Je uveden vék pacientek u kterych byla
provedena rekonstrukce prsu, uveden prehled
o ¢asovém intervalu mezi mastektomii a rekon-
strukei prsu, o pfijmovych cévéach, které byly

pouzity, o komplikacich celkovych i mistnich
i o komplikacich tykajicich se anastomézy. Cel-
kovy prehled o nasem souboru pacientek dopliiuje
informace o ¢asovém intervalu mezi rekonstrukei
prsu a rekonstrukei komplexu areoly a p¥ehledny
udaj o vysledcich rekonstrukce prsu volnym
ptenosem TRAM laloku, kterych bylo dosaZeno.

Aplazie prsu - rekonstrukce volnym TRAM lalokem

Tvrdek M., Kletensky J., Svoboda S.

Aplazie a hypoplazie prsu se nejéastéji
vyskytuje u Polandova syndromu, ale muze byt
i disledkem poskozeni zarodku mlééné Zlazy
v détstvi. Autofi prezentuji dva pifipady aplazie
prsu, u nichZz byla rekonstrukce provedena vol-
nym pienosem TRAM laloku. Jako p#ijmovych
cév bylo uZito a. et v. mammaria interna, jejichz
stav byl predoperacéné ovéfen dopplerem. V obou

pripadech byla rekonstrukce provedena v 19
letech a ndsledné byl vytvoren areolomamildrni
komplex a korigovdn kontralaterdlni prs
k dosaZeni symetrie.

UZziti autologni tkané ve formé volného TRAM
laloku piind$i v této indikaci velmi dobré
vysledky, které jsou trvalé, takZze odpadaji
problémy spojené s uzitim implantat.

Rekonstrukce prsu jako integralni soucast Iécby karcinomu prsu

Duskova M., Karikova H., Tvidek M., VachousSek J., Chodounsky Z., Guthwirtova E., Helclova H.

Srovnévaci prospektivni studie objastiuje, zda
rekonstrukce prsu, kterd neni provedena v sou-
vislosti se systémovou onkologickou 1é¢bou, mtze
byt podnétem vyvoldvajicim recidivu nddoru a je-
-li ptipadné tento hypoteticky vliv rozdilny pt¥i
pouZiti rozliénych metod operace. Stavi proti sobé
jednoduchy vykon s uZitim syntetické ndhrady
a rekonstrukei muskulokutédnnim lalokem (konk-
rétné m. rectus abdominis — TRAM lalok).

Skupina 95 nemocnych trpéla karcinomem
prsu ve stadiu I-II. Z hlediska zatiZeni pacientky
rekonstrukei byla sledovand skupina rozdélena
do dvou podskupin: 1. metody uzivajici implantat
(n; = 33), 2. uziti TRAM laloku (ns = 62). K rek-
onstrukci byly vztaZeny projevy onemocnéni,
které se manifestovaly v obdobi 12 mésict
nésledujicich po rekonstrukei.

Prabéh onkologického onemocnéni byl
porovndn s dvéma kontrolnimi skupinami.

Prvni kontrolni skupina pacientek (k; = 82)
byla podobn4 sledovanému souboru vékovym roz-

lozenim, konkrétnim ¢asem, kdy byla stanovena
diagnéza, a typem primdrni operace, coz byla
mastektomie s exenteraci axily, stadiem I-II kar-
cinomu prsu a jeho systémovou 1é¢bou.

Druhé kontrolni skupina (k; = 19 625) je
postavena na tudajich Narodniho onkologického
registru z let 1985-1994. K vypoétum byly
pouzity nasledujici idaje: celkovy pocet pacientek
ve stadiu I-II v jednotlivych letech a vyvoj jejich
onemocnéni, vyjadfeny v relativnich ¢islech re-
cidiv a imrti ve srovnéni se zdravymi a Zijicimi
nemocnymi v pfedchozim roce.

Pracovni hypotéza, Ze pozdni rekonstrukce
miiZe byt impulsem pro vznik recidivy karcinomu
prsu, se nepotvrdila. Nebyl nalezen staticky
vyznamny rozdil na 5% hladiné vyznamnosti ve
vyskytu lokdlnich recidiv a po¢tu dmrti ve sle-
dovaném obdobi ani mezi jednotlivymi metodami
rekonstrukce, ani mezi sledovanym souborem
rekonstruovanych a kontrolnimi skupinami,
u kterych tato operace provedena nebyla.
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Lokalni terapie facialni lipodystrofie u pacientt prodélavajicich Ié¢bu inhibitorem HIV proteazy

Ritt M. J. P. F., Hillebrand-Haverkort M. E., ten Veen J. H.

Lokalizovan4 facidlni lipodystrofie ptedsta-
vuje socidlni handicap, postihujici znacnou &ast
HIV pozitivnich pacientii lé¢enych trojkombinaci.
Presnd patogeneze nebyla dosud zcela objasnéna
a vhodn4 terapie neni zndma. Smyslem této pi-
lotni studie bylo wuréit, zda by kyselina
hyaluronovd ve formé gelu, uZivand k od-
strafiovdni vrasek z kosmetickych diéivodii, mohla
byt bezpeénym a efektivnim prostfedkem

k terapii facidlni lipodystrofie u pacientta
1ééenych trojkombinaci. Sedmi pacientiim byly po
koZnich testech aplikovdny intradermalni injekce
gelu. Po aplikaci nebyly zaznamendny zadné
bezprostfedni nebo pozdni alergické reakce, stej-
né tak nebyly pozorovdny ani jiné vedlejsi
piiznaky. Spokojenost s vysledky byla s ohledem
na moZnosti pouZitého terapeutického prostiedku
vysoka.

Zvlastni znaky popaleninového traumatu u starsich pacientt

Koupil J., Brychta P., Rihové H., Kincové S.

Druh popéleniny, nékteré dalsi aspekty
popéleninového traumatu a vysledek pfipadu
byly stanoveny u skupin geriatrickych pacientd
(> 60 let) a mlad&ich pacientad (40-59 Ilet).
V letech 1990-1999 bylo na Popaleninovém cen-
tru a Centru plastické chirurgie ve Fakultni
nemocnici v Brné pfijato 137 geriatrickych
pacientt (47 [34 %] muzt a 90 [66 %] Zen). Tuto
skupinu jsme porovnali se skupinou 176 mladsich
popalenych pacientd (126 [72 %] muza a 50
[28 %] Zen), ktefi byli oSetfovdni na uvedeném
pracovisti ve stejném obdobi. Vék a prtavodni

vl

chronické onemocnéni piispiva k vyssi dimrtnosti

a vy88i frekvenci komplikaci u geriatrickych
pacientt, trpicich popédleninovym traumatem.
V pripadé této studie byla frekvence vyskytu
komplikaci béhem hospitalizace (44 % u muzu
a 32 % u Zen) a stupen mortality (26 % muzu
a 17 % u Zen) u skupiny geriatrickych pacienta
signifikantné vy$8i neZz u skupiny mladsich
pacienti. Je dulezité znat specifické potieby
popdlenych pacientti v pokro¢ilém véku, nebot 1ze
ocekdvat narist této skupiny pacientii soub&zné
se stoupajicim primérnym vékem populace Ceské
republiky.

Kvalita Zivota po popaleninovém traumatu: holisticky pfistup

Konigovd R.

Prognéza pacientd s popaleninovym trau-
matem zdleZi kromé odpovidajici 1ééby z valné
¢dsti na zdravotnim systému a na pééi zdravot-
nického persondlu, a to nejen z hlediska preZiti
kritickych stavu, ale i z hlediska kvality Zivota,
jenZ nasleduje. Proto je t¥eba pacientim oboje za-
bezpeédit. Ochrana pacientd je vyjddiena v fadé
evropskych zemi rozliénymi smérnicemi, char-
tami a zdkony.

Kéd prav pacientd v Ceské republice z roku
1992 stanovil: ohleduplné a profesiondlni 1éceni
pro vSechny mnemocné, moznost pacienta
spolurozhodovat o 1é6¢bé a event. ji odmitnout,
pravo na pritomnost rodiny p#i hospitalizaci,
pravo na kontinudlni pééi po propusténi, pravo
odmitnout spoluiidast student p¥i vySetfovani éi
zdkrocich a prdvo na dlistojnou smrt.

P1i vzristajicim vyznamu ekonomického hle-
diska ve zdravotnictvi v fadé zemi Evropské unie

je zapotiebi upozornovat na aspekty etické. Byla
rozliSena etika tzv. intuitivni, etika zaloZend na

principech Hippokratovych, etika definovana
povinnostmi zdravotnikd a etika urdovana
disledky léceni, které ovliviiuji kvalitu Zivota.
Vék pacienta by nemél hrat rozhodujici roli p¥i
volbé 1écby ¢i vySetfovdni, ale u geriatrickych
pacienti s popdleninovym traumatem by kvalita
zivota poslednich dnd neméla byt zhorSovadna
“agresivni” terapii a z etického hlediska je
Zddouci volit 1écbu “paliativni”.

Vék je vyznamnym faktorem z hlediska
trvalych nasledktt u déti a mladistvych, kde
jizevnaté deformace vedou ke ztraté tzv. body
image a zdvaznym psychologickym problémutm,
pokud nejsou dodrZovdna prava pacientd ob-
sazend ve zminéném kédu Ceské republiky.

Acta chirurgiae plasticae




ACTA CHIRURGIAE PLASTICAE 43, 2, 2001, pp. 69

ANNALS OF BURNS AND FIRE DISASTERS

Official publication of The Mediterranean Council for Burns and Fire Disasters (MBC)

WHO COLLABORATING CENTRE

VOLUME XIII NUMBER 4 DECEMBER 2000

CONTENTS

198

DOES INHALATION INJURY REALLY CHANGE FLUID RESUSCITATION NEEDS?
A RETROSPECTIVE ANALYSIS (BOLLERO D., STELLA M., CALCAGNI M., GUGLIEL-
MOTTI E., MAGLIACANI B. - ITALY)

MANAGEMENT OF FLUID AND ELECTROLYTE DISTURBANCES IN THE BURN
PATIENT (RAMOS C. G. - PORTUGAL)

EVALUATION OF THE VALIDITY OF THE HATFA FORMULA FOR FLUID RESUSCI-
TATION IN BURN PATIENTS AT THE RAMBAM MEDICAL CENTRE (ULLMANN Y.,
KREMER R., RAMON Y., BERGER J., ULLMANN A., PELED I. J. - ISRAEL)

IMPACT OF SELECTIVE GASTROINTESTINAL DECONTAMINATION ON MORTAL-
ITY AND MORBIDITY IN SEVERELY BURNED PATIENTS (ABDEL-RAZEK S. M., AB-
DEL-KHALEK A. H., ALLAM, A. M., SHALABY H., MANDOOR S., HIGAZI M. - EGYPT)
LOCAL BURN TREATMENT - TOPICAL ANTIMICROBIAL AGENTS (NORONHA C.,
ALMEIDA A. - PORTUGAL)

ENHANCEMENT OF BURN HEALING BY GROWTH FACTORS AND IL-8 (BLUMEN-
FELD I, ULLMANN Y., LAUFER D,, LIVNE E. - ISRAEL)

ADJUNCTIVE HYPERBARIC OXYGEN TREATMENT OF SEVERE ELECTRICAL IN-
JURIES: A COMPARATIVE STUDY IN HUMANS (COLIC M. M. - YUGOSLAVIA)
SURGICAL MANAGEMENT OF THE BURNED HAND: AN UPDATE AND REVIEW OF
THE LITERATURE (ATIYEH B. S.,, GHANIMEH G., NASSER A. A,, MUSHARRAFIEH R. S.
- LEBANON)

APPORT D’'UN DOUBLE LAMBEAU INTEROSSEUX ~GEANT” DANS LE TRAITE-
MENT DE DEUX MAINS SEQUELLAIRES CHEZ UN PATIENT BRULE (CHAFIKI N,
TERRAB S., DIOURI M., BOUCHTA A., BAHECHAR N., BOUKIND E. H. - MAROC)
COMPLEX TREATMENT AND PROPHYLAXIS OF POST-BURN CICATRIZATION IN
CHILDHOOD (DYAKOV R. - BULGARIA)

INTERNATIONAL ABSTRACTS

ANNOUNCEMENT

MBC NEWS

JOURNAL OF HUMANITARIAN MEDICINE

EDITORS M. MASELLIS M.D.
S.W.A. GUNN M.D.

c/o Secretariat of The Mediterranean Council for Burns and Fire Disasters - Divisione di Chirurgia Plastica e Terapia delle

Ustioni Ospedale Civico - Via C. Lazzaro - 90127 Palermo, Italy




Mate-li osobniho bankéfe,

maji VasSe hodnoty piitele.

A A
'ZWNOSTENSKA BANK

4 a,a.s
twnoslem\@ hanka,

- 0
Na Pl\kOF;;‘l 113 80 praha |

osobni Banker
arivatni bankovmctvt

Pobotka Bmo, Divadelni 2, Brno, 05/42 51 52 84
Pobotka Ceské Bud&jovice, ndm. Premysla Otakara I1. 35, 038/77 11 301
Pobo¢ka Karlovy Vary. Trzisté 9, Karlovy Vary, 017/31 08 300
Pobotka Liberec, Sirokd 5, Liberec, 048/53 95 420
Pobo¢ka Ostrava, Kostelni 13, Ostrava 1, 069/62 75 104
Pobotka Pardubice, t¥. Miru 1400, Pardubice, 040/68 61 300
Pobotka Praha, Na P¥ikop& 20, Praha 1, 02/24 12 16 10
Poboc¢ka Zlin, Rasinova 68, Zlin, 067/76 97 300

Call centrum: 0800 12 24 12

ZIVNOSTENSKA BANKA

PRIVATNI BANKOVNICTVI




