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Instruction to Authors

The Nigerian Journal of Plastic Surgery is the official Journal
of the Nigerian Association of Plastic Reconstructive and
Aesthetic Surgeons and also of the Nigerian Burn Society.
Its objectis to publish original articles about developments in
all areas related to plastic and reconstructive surgery as well
to burn trauma and to provide a forum for correspondence,
information and discussion. It is a peer review journal. All
correspondence should be sentto

O.M. Oluwatosin, Editor NJPS

oluwatosinom@yahoo.com

Presentation of Manuscripts

Authors should send a copy of the article by e mail in the first
instance. Such should be in form of a word document (not
pdf) sent as an attachment to your letter of correspondence
which should attest to originality of the paper and the fact
that it has not been sent simultaneously elsewhere for
publication. Subsequently, if necessary, two copies of the
manuscript with two sets of illustrations may be requested.

Failure to submit papers in accordance with the format
detailed below may result in the return of the manuscript for
correction before it is sent out for review. All copies must be
typewritten, double spaced, including text, bibliographies,
figure legends and tables. A margin of at least 2.5 cm all
round should be allowed in each page. All pages should be
numbered.

The Journal operates a double-blind peer-review system.
For this reason author details should not be used as a
footnote or running head on each page of the document or
as ameans of labeling illustrations.

Papers should be set with each section beginning on a
separate page: title page, abstract, text,
acknowledgements, references, author details, tables, and
captions toillustrations.

Title Page

The title page should give the following information: (1) title
of the article, (2) initials and name of each author, (3) name

and address of the department or institution to which the work
should be attributed, (4) the name and address (including the
e mail address) of the author responsible for editorial
correspondence and (5) details of any meeting at which the
work was presented wholly orin part.

Abstract

This should consist of not more than 250 words. It should be
in four sections: the background and purposes of the study,
the subjects studied and the methods used, the main findings
(including specific data and statistical analysis) and the
conclusions. Four to six appropriate keywords should be
provided atthe end of the abstract.

Text

Headings should be appropriate to the nature of the paper.
Research papers should usually be split into sections under
the headings: Introduction, Materials/Patients and Methods,
Results and discussion. Other headings may be appropriate
depending on the nature of the paper, and the proper use of
headings enhances clarity and readability. Normally only two
categories of headings should be used, which should be
clearly distinguished.

Tables

Each table must be cited in the text. These should be double
spaced on separate pages and contain only horizontal rules.
They should not be submitted as photographs. A short
descriptive title should appear above each table and any
footnotes, suitably identified, below. All units should be
included in the table.

Acknowledgements

May be placed at the end of the main text and before the
references. You may acknowledge technical help in carrying
out a study but not in preparation of a manuscript. Give
details of any funding or other support for the study.

The Authors

At the end of the manuscript, the following information should
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be provided:

1) Full name of each author, followed by degree(s) and or
fellowships and posts held, e.g. Consultant Plastic Surgeon.
2) Full address of each author.

3) Name, address, and telephone number of the author who
will be responsible for correspondence after publication and
to whom requests for offprint should be sent.

lllustrations

Should be sent as another attachment separate from the
main document. Such should be sentin PowerPoint file (see
below) after being scanned from the original illustration.
Authors who have difficulty in submitting illustrations in this
form may send such as a hard copy by post. If subsequently
required, two copies of each illustration may be sent along
with the main document. Legends are required for
illustrations and should be inserted separate from the
illustration but in the same slide of the PowerPoint file. Al
illustrations should be referred to as figures and should be
numbered in a single sequence.

Photographic lllustrations and Radiographs

Photographs must be in sharp focus with good contrast and
should not be altered or retouched in any way. Pictures
should be sent as an attachment separate from the main
document. To facilitate sending pictures as e-mail
attachment a PowerPoint presentation file should be used.
All pictures and illustrations should thereby be sent in the
same file. You may use the slide format with “title and
content” so that the picture/illustration can be in the same
slide with the legend. Authors may wish to convert the
PowerPoint file to a pdf file if the PowerPoint file turns out to
be too large for sending by email. Free converters are
available inthe internet.

Avoid sending images in jpeg format. Their handling could
be difficult when they are many (and sent in jpeg format).
'Before' and ‘after' photographs of patients should be
standardized in terms of size, position and lighting. Clear,
lightly contrasted black and white prints are acceptable but
colour photographs are encouraged and significantly
enhance the presentation of clinical cases and results. Extra
charge however will be paid by the author for processing

such colour images. Provide scale bars on
photomicrographs rather than stating the magnification in the
legend.

If required, that is in documents sent not by e mail; all
illustrations should be clearly marked by a label pasted on the
back or by a soft pencil with the abbreviated paper title,
figure, number and the top of the figure indicated by an arrow.
Do notuse ink or paper clips on photographs.
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It is not necessary to quote each and every historical
reference unless there is a specific point to be made.
References derived from computer literature searches
should not be cited unless they have been read and
contribute specifically to the discussion.  Twenty-five
appropriate references suffice for most publications.
References should be cited in the text by Arabic superscripts,
e.g. " or " as written. The reference list should be in
numerical order on a separate page in double spacing.
Include author's names and initials. Ifthere are more than six
authors list only the first three and add “et al”. Journal titles
may be abbreviated using Index Medicus abbreviations. Set
outreferences as in the following examples:
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Abstract:

Objective: To highlight the pattern of post burn contractures seen in children, epidemiology, aetiology, anatomical areas
involved, operative needs, as well as proffer solution.

Methodology: Afive year retrospective study of paediatric patients treated for post burn contractures at National Orthopaedic
Hospital Enugu from January 2000 to December 2004. Data extracted from patients' case files were analysed by descriptive
statistics.

Results: Atotal of 68 case files met the criteria for analysis comprising 42 males (61.8%) and 26 females (38.2%) giving a m:f
ratio of 1.6:1. Flame was the commonest aetiological agent (52.9%) followed by scald (38.2%). The hand and wrist were most
commonly involved (58.6%) followed by head and neck (26.5%). Fifty-three (77.9%) patients had their initial burn treatments at
non specialist and / or unorthodox centres. Soft-tissue contracture release with split-thickness skin grafting was the
commonest form of secondary burn surgery done (76.5%) with 44.1% requiring multiple theatre sessions and overall surgery
rate of 2.2% per patient.

Conclusion: Education of the populace and healthcare providers including doctors in non specialist hospitals on burn

prevention, proper initial management and early referral to specialist centres to curtail this largely preventable condition is
stressed.

Key words: Burns, Contractures, Reconstruction, Education.

Introduction: Itis a common problem encountered in our clinical practice. It
Contractures result from soft tissue scarring involving the ~ can range from a minor cosmetic problem to a crippling
skin, subcutaneous tissue, tendon, orjoint capsule, andlead  functional impairment and restriction in the growth of body
to abnormal restriction in movement of joints or mobile parts.  partsina child. Initially limited to the skin, but over time it may
Post burn contractures constitute one of the most frustrating ~ extend to other soft tissue structures often necessitating
late complications of deep dermal/complicated burninjuries. ~ capsulotomies and tendon lengthening which may
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Paediatric Post-Burn Contractures in Enugu, Nigeria.

sometimes not be amenable to total correction'.

Several studies have been carried out on childhood burns
and burns in specific areas’™ and some on the problem of
post burn contractures in other places™"" This study focuses
on the particular problem of post burn contractures in
children and the special problems of management in our
locality.

Enugu is a cosmopolitan town of over a million inhabitants
comprising mainly civil servants, students and traders. The
National Orthopaedic Hospital Enugu (N.O.H.E) is a regional
burn/trauma centre serving the South East, South South, and
parts of Middle belt of Nigeria with a population of over thirty
million people, majority of whom are rural dwellers and
farmers. They have to travel long distances on bad roads to
get to our centre, which is a major handicap to early
presentation of cases. Poverty and ignorance are also other
impediments to seeking expert medicare.

Patients and Methods

This is a retrospective study of paediatric patients aged 0-15
years with post burn contractures seen at National
Orthopaedic Hospital Enugu (N.O.H.E) over a five year
period, January 2000 to December 2004. Excluded were
patients with congenital contractures, contractures from
other causes such as trauma and infections and those with
incomplete data. Data extracted from the case files included
age, sex, cause of burn and place of primary treatment,
anatomical areas involved in the contractures, and methods
of contracture management including number of theatre
sessions. Sixty-eight patients met the inclusion criteria and
were analyzed by descriptive statistics.

Results

Sixty-eight patients' files were analyzed. Forty-two (61.8%)
were males and twenty-six (38.2%) females giving a M:F
ratio of 1.6:1. Age distribution shown in table 1 reveals a peak
incidence at1-5years 32 (47:1%).

TABLE 1: AGE DISTRIBUTION

AGE(yrs)|<1 [1-5 [6-10[11-15
NO 2 32 [13 |21
% 2.9 [47.1 [19.1 [30.9

Primary aetiological factors were: flame 36 (52:9%), scald 26
(33.2%). Four had chemical burn while two had electricity
burn. The hand and wrist were most commonly involved in 40
(58.8%). Twenty-eight (41.2%) had involvement of multiple
areas as seen in Table 2. Initial burn wound treatment was in

Chukwuanukwu T.0.G, Opara K.O, Nnabuko R.E.E

non Specialist Medical Centres in 44 (64.70%) while nine
(13.2%) had their treatment in other places.

TABLE 2: ANATOMICAL AREAS INVOLVED

Face Neck | Axilla |Elbow |Hand/wrist|Hip |Knee | Ankle/| Permeum | muliple

foot

8 10 9 13 40 6 § 5 2 28

118% |147% |13.2% [19.1% |58.8%  [8.8% |74% |7.4% |2.9% [412%

Figure 1 shows method of contracture management with
release and split thickness skin grafting (SSG), being the
commonest surgery done in 52 (76.5%). Thirty (44.1%) had
multiple theatre sessions with average number of
procedures being 2.2 per patient.

Figure 1: secondary burn surgeries

60

50

STR: Soft tissue release 40
SSG: Split skin graft
FTSG: full thickness skin graft 3@
FC: flap coverage

20

MULTIPLE: multiple theatre sessions

10

o 2= ALl
STR+8SG  STR+FTSG STR+FC

MULTIPLE

Discussion

Post burn contractures result from burn injuries that fail to
heal by primary intention. It usually results from deep dermal
injuries or complicated/infected superficial burn injuries. The
male preponderance seen in this study is similar to the
finding in other studies,”**"". At the young age, males are
more adventurous and get in harm's way while in the older
child the female is more exposed as they help their mothers
with cooking. Most patients are in the age bracket of 1-5
years which agrees with findings in other studies®”. These
point to carelessness/negligence on the part of parents and
care-givers who are supposed to closely monitor these
children. Asecond peak age incidence is 11-15 years which is
not surprising as the adolescent now becomes aware of the
aesthetic and functional impairment and seeks treatment.

Flame was the commonest primary aetiological agent
followed by scald in this study. This is explained by the fact
that most flame burns are full/mixed thickness while most
scald injuries are superficial. Because most injuries were
primarily treated by persons with inadequate knowledge of
burns management, a significant proportion end up with
infection/complication leading to scarring and contractures.
Flame and scalds remain the commonest cause of burns in
most studies™ ™*. The unacceptably high involvement of
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scalds which usually cause superficial burns that should heal
without scarring points to the very poor initial management
given tothose children.

Among cases with chemical injuries, one was on the back of
the mother when an assailant poured the chemical on her
mother which affected the child. One child was playing with
her mate who dashed into their room and carried a colourless
liquid which she thought was water and poured it on her
friend. It turned out to be a chemical carelessly kept by her
father. A similar case has also been reported from Calabar"”.
Oral contractures in one child followed electrical injuries to
the mouth as she was biting a live wire of a home appliance.
These all point to carelessness on the part of adults.

Most common anatomical area involved is the hand and wrist
(68.8%). This was also the finding by Iregbulem & Nnabuko in
Enugu’, Mungadi in Sokoto’ and Sowemimo in Lagos". The
hand no doubt is the most actively used part of the body and
hence the most commonly traumatized part. Treatment of
burns of the hand is specialized and poor handling leads to
contractures and functional deficits. Because of the
importance of the hand, most people will seek for solution to
their problems.

Involvement of the head and neck is also significant in this
study. The small size of the child may be responsible for this
as most childhood burns occur in the cephalo-caudal
direction. Many of the patients (41.2%) had involvement of
more than one anatomical area which is the common finding
in burns especially in children. The more the anatomical
areas involved, the more the functional and cosmetic
impairments inthese patients.

Initial treatment of burns was most commonly sought in non
specialist centres (77.9%). This explains the high rate of
complications like contractures. In Upper Egypt, ignorance,
negligence, poor resources and lack of Burn surgeons have
been identified as the reasons for high rate of contractures
and deformities following burns®. This largely reflects the
picture in our environment where only 22.1% of our patients
were treated for their primary problem in a specialist centre
with a Burns and plastic surgeon.

The commonest secondary burn surgeries performed in our
centre is excision and skin grafting, either partial or full
thickness. We noted that most patients had more than one
procedure with multiple theatre sessions average of 2.2 per
patient. Skin grafting is also the commonest surgery done by
other workers ***. Flap coverage is employed where indicated
(27.9%). It gives better functional and cosmetic results
especially in web contractures. In our environment where
cost of treatment is fully borne by the patient, multiple theatre

sessions apart from increased anaesthetic risks, carry a huge
cost burden. Timing of surgery hence is often determined by
the parent's/sponsor's financial capabilities rather than the
patient's needs.

Conclusion

In our environment, post burn contractures in children result
from highly preventable conditions managed by non
specialists. There is the need for public enlightenment on
prevention of burns, and for improved education of health
workers, including doctors in other areas on proper
management and timely referral of burn patients.
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Abstract

Objectives: Nasal injuries range from minor injuries to severe fractures with cosmetic deformities that may pose management
challenges to correct the deformity. Our experience with the pattern of nasal injuries with fractures is the subject of this paper
from Usmanu Danfodiyo University Teaching Hospital (UDUTH) Sokoto, Nigeria.

Materials and Methods: This was a retrospective review of patients with nasal trauma seen over a 6 year period (Nov 1999-
Oct. 2005) inthe ENT Department of UDUTH Sokoto.

Results: Atotal number of 32 patients were seen with nasal trauma out of 107 trauma patients who were referred with various
ear, nose and throat complications of trauma. There were 31 males (96.9%) and age range was 6 to 55 year. 84.4% were below
or equal to 40 years signifying a predominantly young population being prone to trauma. Road traffic accident (75%) followed
by assault (18.8%) and industrial accident (6.3%) were the causes of trauma. Epistaxis was the commonest clinical
presentation followed by nasal obstruction, facial asymmetry and deformity, periorbital swelling with subconjunctival
ecchymosis, and cerebrospinal fluid (CSF) rhinorhoea. Nasal bone fractures were confirmed in 17 patients. Twenty-four
patients (75%) were managed conservatively while eight patients (25%) required surgical operations to correct cosmetic
deformity as a result of nasal fractures.

Conclusion: Management of nasal trauma with fractures may require either conservative treatment or definitive surgery which
should be guided by detailed clinical and radiological evaluation. Reconstructive surgery is inevitable in cases associated with
significant cosmetic deformities.

Keywords: Nasal Injuries, fracture, deformity, reconstructive surgery.

114

Introduction: skeleton™ .Nasal bone fractures following trauma are the
The nose is predisposed to soft tissue injuries and fracture ~ most common fractures of the maxillofacial skeleton in head
because of its prominent position and protruding delicate  and neck fractures and frequently are associated with
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1-13

epistaxis .Of all maxillofacial injuries, fracture of the nasal
bones comprises up to 39-45% of cases reported in adults
and up to 45% of injuries in children’.With adults the highest
incidence rates are found among males with a 2:1
predominance over cases reported in females’. Nasal
fractures rank third in incidence behind fractures of the
clavicle and the wrist’.

In children, the majority of the nasal skeleton is made up of
cartilage. The length of the nasal bones equals the width.
This means that the nose is very flexible and fractures of the
nasal bones are very rare™. If they do occur, they are likely
to be of the green stick variety“°. In the adult the length of the
nasal bone is three times the width*. The paired nasal bones
sit on the perpendicular plate of the ethmoid and the
quadrilateral cartilage both of which offer minimal support
and therefore are more prone to fracture. Relatively little
force is required to fracture the nasal bones. It has been
shown that a force of only 25-75 pounds per square inch
(173-518 kpa) is necessary to fracture the nasal bones***.
This is very much less than the forces required to fracture the
maxilla, the zygoma or the frontal bone ***,

Nasal fractures may occur in association with other life
threatening injuries in the head and neck and other parts of
the body. The damage to the nasal bones depends not only
on the force of blow but also on its direction either frontal or
lateral “°. The resultant effects of trauma to the nose has led to
classifications of nasal fracturesinto classes 1,2 and 3**”.

Class 1 fracture is named after Chevellet who first described
it*®. It presents in its simplest form as depressed nasal
fracture without displacement of the nasal bones or
involvement of the septum. They are often barely perceptible
unless the depressed fragments fail to recoil to its original
position because of impaction beneath the residual nasal
bone. Class 2 fractures cause significant cosmetic
deformity***.In addition to the nasal bones they also involve
the frontal process of the maxilla and septal structures. ltis a
fracture that has been named after Jarjavay. Class 3
fractures are the most severe nasal injuries and are usually
caused by high velocity trauma®. It has been previously
referred to as ethmoid fracture, naso-orbital fracture and
nasoethmoid fracture but more recently naso-orbito ethmoid
fracture®™

Lateral blows cause varying degrees of damage to the nasal
bones, the septum , the frontal process of the maxilla and the
nasal process of the frontal bone™. Frontal blows will
probably cause depressed fracture of the thin tip of the nasal
bone (Class 1 fracture)**. Larger and more compact forces

Iseh KR. et al

may comminute,and widen the nasal bones (class 2
fractures), penetrate the maxillary buttress, the lacrimal
bones causing a nasoethmoidal complex fractures otherwise
known as Class 3 fractures which could be either type | or
type Il depending on whether the posterior table of the frontal
sinus was involved or not™. Class 3 fractures are associated
with a classical pig-like appearance whose nose is
foreshortened and saddled with the nostrils facing upwards
(Figure 1).The space between the eyes is also increased
(telecanthus).

Many fractures of the nasal bones and septal skeleton go
unrecognised and untreated at the time of the initial injury but
they account for a high percentage of the septoplasty
procedures performed later for nasal obstruction and
deviation"***™. Significant functional and aesthetic
impairment may result if these injuries are not accurately
diagnosed and addressed in a timely fashion"***™,

Classes 2 and 3 fractures cause significant cosmetic
deformity that will require reconstructive surgery™*". This
may involve both closed and open reduction and
immobilisation of fractured segments. Our experience with
the pattern and management of nasal injuries with fractures
including reconstructive surgery for deformities is the subject
ofthis paper.

Materials and Methods

This is a retrospective study of patients with nasal trauma
who were seen in the Ear, Nose and Throat Department of
UDUTH, Sokoto Nigeria. They were reviewed over a 6 year
period (Nov 1999-Oct. 2005). Data collected included age,
sex, clinical features and management modalities. Plain
radiological investigations of the nose and paranasal sinuses
were ordered in all patients. Computerised Tomographic
(CT) scans were done in some severe or complex fractures
to accurately delineate the extent of injury where affordable.
Preoperative (Figure 1) and Postoperative (Figure 2) clinical
photographs were ordered in cases with obvious deformities.
Patients who were billed for surgery had informed consent
form signed in addition to having carried out all baseline
routine investigations such as packed cell volume, urinalysis,
retroviral screening and chest Xrays. Emergency
tracheostomy was carried out in one patient with severe
maxillofacial trauma of the maxilla nasal bones and mandible
to secure the airway before definitive surgery.

In this study, some cases of nasal trauma were managed
conservatively comprising, nasal packing to arrest epistaxis,
systemic nasal decongestants, analgesics, broad spectrum
antibiotics,tetanus prophylaxis, suturing of minor
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Figure 1: Preoperative picture of severe depressed naso-orbito-
ethmoido-frontal fracture.

Lacerations and closed manipulations with Ashe's and
Walsham's forceps to restore shape and position back to
normal. In more severe injuries, open reductions and
complex reconstructive measures were carried out involving
stabilisation of fractured segments with wires through holes
drilled with fine burrs.

FIGURE 2: Post operative picture of patient in figure 1

Post operatively, periorbital edema which is usually apparent
resolved completely within 5-7 days. The nasal cavities were
packed with lubricated gauze for 72 hours and then removed.
Alternate day nasal toileting was carried out to clear the
cavities of nasal crusts for seven days. Patients were usually
discharged between the 7" and 9" day postoperatively to be
reviewed on outpatient basis every fortnight for one month.

Results

Atotal number of 32 patients were seen with nasal trauma out
of 107 trauma patients who were referred with various ear
nose and throat complications of trauma.

Sex: There were 31 males (96.9%) and one female (3.1%).

Age: Their ages ranged from six years to 55 years with age
range of 21-30yrs accounting for 46.9% of the patients (Table
1). About 84.4% of the patients were below or equal to 40
years old signifying a predominantly young population.
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TABLE 1:Age range of patients with nasal trauma

AGE RANGE(YRS) NO %
0-10 1 3.1
11-20 4 12.5
21-30 15 46.9
31-40 6 18.8
41-50 5 15.6
51-60 1 3.1
TOTAL 32 100%

Causes: Road traffic accident (75%), followed by assault
(18.8%), and industrial accident (6.3%) were the causes of
trauma. Front passengers and drivers who did not fasten
their seat belts accounted for 50% of the 8 patients who had
significant deformities from naso-orbito-ethmoido-frontal
fractures. The remaining four were from human assault (2) as
a result of matchet cuts and industrial accident (2) from
explosion of inflammable containers during welding.

Clinical features: Epistaxis was the commonest clinical
presentation in 25 cases (78.1%) followed by nasal
obstruction(62.5%), facial deformity and asymmetry (25%),
periorbital swelling and subconjunctival ecchymosis (21.9%)
and Cerebrospinal fluid (CSF) rhinorhoea (12.5%) as shown
in Table 2.

TABLE 2: Clinical features of nasal trauma from sokoto

No %
1. Epistaxis 25 78.1
2. Nasal obstruction 20 62.5
3. Nasal bone fractures 17 53.1

Only nasal bones (9)
With frontal,ethmoidal&Lacrimal bone (8)

4. Deformity of the nose 8 25
5. Periorbital edema with subconjunctival

Ecchymosis 7 21.9
6. Lacerations of the external nose 5 15.6
7. Cerebrospinalfluid rhinorrhoea 4 12.5
8. Associated fractures of the maxillofacial

Region:

Orbital blow out fractures 1 3.1

Le forte 1 fracture 1 3.1

Le forte 11 fracture 1 3.1

Radiology: Nasal bone fractures were confirmed both
clinically and radiologically in 17 patients (53.1%).CT scan
was done only in four patients who could afford the cost and
who had deformities with CSF rhinorhoea. The CT scan
assisted in both the assessment of the extent of the injury if
ordinary xrays(figure 3) was not sufficient for more details
and the surgical approach.
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Treatment: Twenty-four patients (75%) were managed
conservatively while eight patients (25%) required surgical
operations to correct cosmetic deformity as a result of nasal
fractures. Open reduction with stabilisation of fractured
segments with wires was carried out in seven patients while
closed reduction was carried out in one patient to correct the
deformity as a result of nasal trauma. The incisions for open
reductions depended on the associated external lacerations.
Some required the use of existing external lacerations while
in some cases double Lynch-Howarth incisions were carried
out with a horizontal segment also referred to as “Open sky”
incision (Figure 4).

The only complication recorded was paraesthesia of the skin
of the nasolabial groove and skin of the frontal sinus area in
one patient otherwise all had satisfactory cosmetic results
(Figures 18&2).

FIGURE 4: Open Sky incision to gain access to fractured segments in naso-
orbito-ethmoido-frontal fractures. B,B1:are bilateral Lynch Howarth incisions.
A,A1:are horizontal insisions that may used superiorly or inferiorly.

B1

Discussion

TheA, B, C, D and E of management must be remembered in
all cases of trauma®"". The goals in management must then
be set either for immediate or emergency measures and
delayed or definitive measures. With proper assessment and
management, most nasal fractures can be restored to proper
alignment and complications such as cosmetic deformity,
nasal valve dysfunction and airway obstruction can be
prevented "“*". Most patients with nasal trauma with or
without class 1 fractures will do well with conservative

1-4,6-12

management ™",

In severe facial trauma, because the other facial bones are
often broken the entire facial skeleton should be assessed by
xray"". Radiological investigations including CT scan are
helpful guides in determining the extent of fracture or injury
although confusion may arise in some cases of plain x-rays to
determine fractures of the nasal bones due to

14,6

superimposition of other structures and soft tissue edema™”.
Facial edema following such injuries may mask adequate
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clinical assessment of fracture lines. In such circumstances it
is best to allow the edema to subside before any measures
are carried out ™**". Closed or open reduction is easier within
2 weeks of the fracture rather than later when more complex
reconstructive techniques mustbe used "

Road traffic accident (75%) was the major cause of nasal
trauma with fractures in this study followed by
assault(18.8%),and industrial accident (6.3%) Other causes
of nasal trauma such as sport injuries and injuries sustained
from falls from heights were not recorded in this series.
Injuries from road traffic accidents continue to be a major
source of morbidity and mortality in developing nations due
not only to bad roads but also bad driving culture and poorly
maintained vehicles and motorcycles. In this study 50% of the
cases who required reconstructive operations to correct
significant facial deformity were front seat passengers or
drivers who had not fastened their seat belts before the head
on collision with another vehicle. The implication is that
management of nasal injuries including reconstructive
surgery for facial deformities will continue to be a challenge
from such causes particularly when 84.4% of the patients
were less or equal to 40 years old who will need some form of
restoration of their facial appearance to as normal as
possible. Human assault from fights and industrial accidents
from explosions may not only pose challenges for
reconstruction but also may pose medico-legal problems.

Epistaxis, the commonest presenting symptom in this study,
must always be controlled before any meaningful
reconstruction can be carried out. It may be torrential
requiring arterial ligation’. A predominance of nasal
obstruction may be as a result of blood clots, deviated
septum, displaced fracture segments or partially avulsed
turbinates. Patency of the nasal cavities can only be achieved
when these causes are identified and addressed accordingly.
A predominantly male population in this study is indicative of
male gender vulnerability to trauma because they are the
more active than women in this environment. The culture
encourages women to stay indoors

Management of nasal injuries varies from simple repair of soft
tissue injuries and suturing of lacerations to complex
reconstructive procedures to achieve a cosmetically
acceptable facial appearance. Reconstructive surgery is
desirable to correct nasal obstruction, septal deviation, and
cosmetic deformities. This may involve septorhinoplasties,
partial turbinectomies and internal fixation with wires with or
without external splints of fractured segments™*" The
viability of small fractured segments of the nose and jaws is
far better than elsewhere in the body’. They should be
retained as much as possible as their preservation aids the
restoration of facial contours and sequestrum formation is
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uncommon®. The rib cartilage may be used to reconstruct any
significant cartilage loss as well as bone grafts may be used
to restore normal nasal contours depending on the severity of
tissue loss. We had no cause to use any one of them but one
should always be prepared to use them when the need
arises.

Closed reduction may be carried out with either Asche's or
Walsham's forceps™**. This involves manipulation of
fractured segment back to its normal position. When closed
reduction has failed or is unlikely to produce satisfactory
results, open reduction is advised. In open reduction
methods, the aim usually is to fix the fractured part to the
nearest superior structure in continuity with the base of
skull®.The eight patients in this study who required correction
of cosmetic deformities had severe injuries and were treated
by open reduction under general anaesthesia after the
edema accompanying the trauma had subsided.This was
usually between seven days and four weeks after other life
threatening issues might have been resolved such as
regaining of consciousness, adequate and effective
breathing pattern, exclusion of cervical spine injuries and
availability of finance to pay for the cost of the operation. One
patient required a tracheostomy to secure the airway from
multiple maxillofacial and nasal fractures. Inability to pay for
the cost of operations remains a major source of delays in
surgical procedures in developing nation like Nigeria and so
one must be prepared to do complex reconstructive
measures long after the edema has subsided. This is in
contrast to what is obtainable in most western literatures
where closed or open reductions are usually carried out
within 2 weeks due to functional and effective health
insurance and social security policies already in place.

The approach in open reduction may be via the Lynch-
Howarth incision, bicoronalincision, bifrontal, supratrochlear,
lateral rhinotomy incisions with modifications or through any
existing lacerations or wounds "“*™. Although the
maxillofacial region has excellent blood supply, proper wound
irrigation and removal of debris, soil, sand, stones or foreign
bodies including tetanus prophylaxis should be carried out
before reconstructive measures otherwise there may be
complications of wound infection from retained foreign
bodies.

Open reduction in severe injuries or class 3 fractures though
imperative has some advantages. It allows for meticulous
identification of details of fractured segments,reduction and
stabilisation with wires through holes drilled with fine burrs
and tackling of other intercurrent problems. This was carried
outin seven patients while closed reduction was carried outin
one patient to correct the deformity as a result of nasal
trauma.

Iseh KR. et al

When nasal fractures result from high velocity injuries, more
severe injuries involving other structures of the facial skeleton
may occur "**. This may result in orbital blow out fractures,
pneumoencephalocoele with CSF rhinorhoea (Figure 3), le
Forte fractures and mandibular fractures. In such cases
collaboration with other specialist such as the
ophthalmologist, neurosurgeon and maxillofacial surgeon
will be necessary for optimum results. This may require
staged surgical interventions to be carried out together or

separately.

In conclusion, nasal injuries with fractures though varied in
nature may require various measures including complex
reconstructive surgery to achieve acceptable cosmetic
results when there is deformity.
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Abstract

Background: The incidence of breast pathologies presenting at the Komfo Anokye Teaching Hospital (KATH) in the central
part of Ghana is on the increase. These include breast cancers, abscesses and Breast Developmental Anomalies (BDA). The
female breast, a “symbol of feminism”, plays a decisive role in the woman's sense of physical and emotional vitality. Any
deviations from the “accepted” normal size, shape, form or symmetry may lead to aesthetic and psychological problems. The
purpose of this study was to analyze the categories of breast problems and their magnitudes and also asses their protocols of
management.

Materials and Methods: A retrospective study of Patients' Records from two outpatient clinics General Surgical Clinic (GSC)
and the Plastic Surgery Clinic (PSC) of KATH from 1997 to 2000 was done.

Results: The patients from the GSC aged 11- 71 years with the following diagnoses: Breast Carcinomas-748, Breast
Abscesses-345, Breast Necrotizing Cellulites-37, Breast Lumps-20, Breast ulcers including Buruli ulcers-20, giving a total of
1,170 cases. From the PSC, BDAs recorded were Amazia -2, Hypoplasia - 8, Hyperplasia/Macromastia -18, Accessory Breast -
3, Tubular Breast -3, Nipple Anomalies- 4 giving a total of 38 cases who were inthe range of 10 18 years.

Conclusion: BDAs were outnumbered by other breast diseases to the ratio of about 1:31 Breast cancers formed 63.93% of all
traditional breast diseases (TBD) while juvenile macromastia, a severe form of BDAformed 47.37% of all BDA.

Keywords: Traditional Breast Diseases (TBD), Breast Developmental Anomalies (BDA), Juvenile Macromastia

condition, one breast may develop earlier or more rapidly
thanthe other.

Introduction
Thelarche (budding of the breasts) occurs at approximately
age 10-11 years in females. Some girls have thelarche as

early as age eight years. Full breast maturation can be as
short as 18 months or as long as nine years. Various
anomalies, some of which could be genetic, may occur
during the breast developmental period."* For example,
breast asymmetry may develop as thelarche ensues. In this

Cultural relativism coupled with lack of scientific information
on BDAs has led to their under reporting as compared to
other breast diseases like cancer and abscesses. The PSC of
the KATH since its establishment in 1993 has recorded a
number of BDAs. It was therefore decided to compare this
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group to the other breast diseases which were registered at
the GSC both within the period 1997 2000. “Normal” forms of
the female breast are critical in any culture. Any deviations
from the supposed normal size, normal shape or symmetry
will usually give an unattractive breast. Comparing these two
groups of breast pathologies in a clinical setting would
provide an understanding and may provide a basis for further
work in population studies to determine the magnitude of
BDAs in Ghana.

Materials and Methods

Retrospective analyses were made of data on the patients
with breast problems that reported at the GSC and those that
reported to PSC with BDAs at KATH from January 1997 il
December 2000.

Results

Results from GSC

Figure 1 is the graphic presentation of the age distribution of
the patients who had breast diseases as recorded at the GSC
at KATH from 1997 2000. The total number of patients was
1170.

Fig.1: Age distribution of patients with breast diseases
recorded at GSC
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Figure 2 shows the graphic presentation of the same number
of patients with the distribution of their diagnoses.

Fig. 2: TBDs Patients Diagnoses Distribution
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Figure 3 is the percentage distribution of the various
diagnoses.

Figure 3:Percentage Distribution of diagnoses of breast
diseases at GSC
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Treatment Protocol

The TBDs had the following modes of treatment as shown in
Fig. 4. Mastectomy- 269 patients (22.99%); Incision and
Drainage (1 & D) - 288 patients (24.62%); Chemotherapy -332
patients (28.38%); 39 patients (3.33%) were put on Tab.
Tamoxifen. Nineteen patients (1.62%) had cardiac or
pulmonary related complications. These patients were
referred to the National Cardio-Thoracic Centre in Accra
since such a facility did not existin Kumasi.

Fig.4: TBDs Patients Treatment Distribution

Treatment Glven
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Results from PSC

Table 1 shows the list of diagnoses from PSC.

Table 1: BDAs recorded at PSC from 1997 - 2000
i Amazia
i Hypoplasia
ii. Hyperplasia/Macromastia
iv. Accessory Breast
V. Tubular Breast
Vi. Nipple Anomalies
Total

2
8
18
3
3
4

38

The age distribution of patients with BDAs is shown in Figure
5. Itis significant to note from Figure 5 that 24 (63.16%) of the
38 BDAs belonged to the age group 13 15 years.
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Fig. 5:Age Distribution of BDAs Patients

The various types of the BDAs recorded are shown in figure
6. From Figure 6 it was clear that out of the recorded 38 BDAs
18 (47.37%) were mammary hyperplasia/macromastia.
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Fig. 6: Distribution of BDAs Diagnoses
Table 2 shows the age distribution of the BDAs patients
alongside with the types of BDAs.

Table 2: Age distribution of patients with BDAs and types of

BDAs

Diagnosis Age of Patients (years)

Amazia
© Unilateral 15
© Bilateral 18

Hypoplasia
© Unilateral 13,13, 14
© Bilateral 15, 15, 15, 15, 18
Hyperplasia/Macromastia
- 10, 11,12, 13,14, 14,18

© Unilateral e
o Bilateral 11,11, 12,13, 13,13, 13, 14, 15, 15,17

Accessory breast
© Unilateral 15,16
o Bilateral 18

Tubular Breast
® Unilateral 14
o Bilateral 15, 18

Nipple Anomalies
© Unilateral 15
o Bilateral 13, 14,18

Figures 7-13illustrate some types of BDAs seen at KATH.
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b

Figure 9: Bilateral juvenile macromastia in a 14 year-old; a-before surgery; b-post surgery: total subcutaneous
mastectomy with simultaneous mammary implant reconstruction

a Figure 10: Bilateral juvenile macromastia in a 13 year-old; a-before surgery; b-post surgery: total subcutaneous b
mastectomy with simultaneous mammary implant reconstruction

Figure 11: Bilateral accessory anomalies in an 18 year old Figure 12: Bilateral nipple anomalies in an 18 year old
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Figure 13: Bilateral tubular breasts in an 15 year old

Treatment Protocol
The types of treatment are shown in Table 3.

Figure 14: Bilateral tubular breasts in an 18 year old

Table 3: Types of Treatment for BDAs

Diagnosis Treatment Given

Amazia Patient A, aged 15 with left unilateral mammary aplasia
did not want any treatment. Patient B, aged 18 had
bilateral mammary aplasia with Poland's syndrome;
asked for referral to go to her father in Canada for
Treatment

Hypoplasia On observation

Hyperplasia/Macromastia One with unilateral left hyperplasia, aged 18 years,

had reduction mammoplasty.
All the rest had subcutaneous mastectomy with
Immediate breast reconstruction using breast implants

Accessory Breasts

Excisions

Tubular Breasts

All declined any form of treatment

Nipple Anomalies

On observation

Discussion

The female breast is known to be prone to various
pathological conditions. The so called TBDs such as breast
cancers, often affect the non-juvenile breasts. In other words
TBDs are not common in early childhood years. From the
KATH General Surgical Clinic within the four year period of
1997-2000 the youngest affected female was eleven years
old who had bilateral breast lumps. As the years go by the
TBDs increase to a peak period within the year group 31- 40
years which had 388 (33.16%) of patients. The age group 21-
50 years which is both work productive period and high
Reproductive period had the highest incidence of TBDs of
867 (74.10%). Thus the female breast is prone to diseases
mainly during the period of high labour productivity and also
reproductive period. This would have adverse effects on both
labour and reproductive force inwomen. This mightlead to

“Easy fatigability” in some women earlier than their male
counterparts which might explain why some of these women
could retire earlier from work than their male counterparts.

There is a period of breast development and maturity which
ends before thirties with a peak period within the twenties. No
further “hormonal” breast development takes place after late
twenties and early thirties. Juvenile macromastia often
occurs in females between 13 and 15 years. Cases reported
in literature have often been bilateral’. This is supported by
this study. Maneksha R.J. reported that the exclusive breast
enlargements seen in macromastias were associated with no
hormonal imbalance in the patients and that the enlargement
seemed to result from an abnormal response of the breast
tissue to normal hormonal levels.*
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Surgical treatment for BDAs especially for macromastias has
been found to have limitations when reduction mammoplasty
was used as the mammary tissue recurred soon after’*". For
this season all surgically treated breast hyperplasia in this
series except one had subcutaneous mastectomy with
placement of mammary implant. We have had no reason to
refrain from this mode of treatment.

Athelia (absence of nipples) and amastia (absence of breast
tissue) may occur bilaterally or unilaterally and may
sometimes be associated with Poland's syndrome (absent
chest wall muscles, absent ribs 2-5, deformities of hands or
vertebrae). In our series there was only one (2.63%) patient
with Poland's syndrome. Haagensen (1967) reported that
an extra breast (polymastia) or extra nipple (polythelia)
occurred in approximately 1% of the population and could be
an inheritable condition." We had three (7.89%) patients with
accessory breasts. An explanation to this high figure could
be the fact that we were dealing with a small population of
patients. Breast asymmetry may develop as the larche
ensues. In this condition, one breast may develop before or
more rapidly than the other. In our series 10 (55.56%) of the
18 breast hyperplasias had obvious breast asymmetries.
There has certainly been more available data and
experience on TBDs than BDAs at KATH. There may be
several reasons contributing to this:

. Lack of information on BDAs

. The Understanding of what a disease is Opinion
wise many think of disease as a discomfort or pain. BDAs are
often however not accompanied with pain. Itis therefore not
considered by many as a medical problem worth solving.

. Standards for determining what could be
classified as BDA The inability of “a lay man” to determine
beyond what measurement a breast could be said to have
developed abnormally, has also contributed to low reporting
of cases.

Conclusion

Breast developmental anomalies (BDAs) were not common
pathologies registered at the KATH. Within the period of four
years, from 1997 2000, there were only 38 of such cases
registered as against a total number of all other breast
pathologies (1170) registered in the hospital. The TBDs
outnumbered BDAs to the ratio of about 31:1.
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Summary:

Cases: Two patients with type IV axillary contracture treated by surgical release, and defect covered with pedicled
parascapular flap are presented. The first patient had a recurrent post burn axillary contracture earlier treated with split skin
graft. The second patient developed axillary contracture secondary to radiation burns sustained after radiotherapy following

modified radical mastectomy.

Result: Both patients tolerated the surgery well and postoperative range of motion improved to 90 and 120 degrees

respectively.

Conclusion: This paper highlights the advantages and limitations of parascapular flap in the management of severe axillary

contracures

Keywords: Type IV axillary contracture, parascapular flap

Introduction

Contracture remains one of the main complications in
patients who survive major burns in developing countries.
When it involves the axilla, its treatment can be problematic.
An extensive broad contracture which obliterates the axilla
(types Il and IV) represents one of the many problems that
challenge the plastic surgeon. The use of skin grafts usually
tends to result in recurrence of contracture. Various
combinations of skin grafts with local flaps are commonly
used for many contractures involving the axilla, but are
invariably inadequate for the severer types.

Case 1: A10 year old girl suffered burns to her face, trunk and
upper extremity during a domestic fire incident 5 years prior to
presentation. The resulting wound healed with a broadband
axillary contracture. This was surgically released and

covered with a split skin graft 2 years following the initial burn
injury. The contracture had however recurred. She was
otherwise healthy apart from the extensive scars over face
trunk and extremities. A45degree contracture was also found
over the right elbow. Axillary contracture was of type IV
variety (diffuse involving both anterior and posterior folds with
limitation of abduction to 30 degrees)

She had a release of her elbow contracture with an X-plasty
combined with skin grafts. The axillary contracture was
released, 90 degree abduction was obtained intraoperatively,
and the defect covered with a4cm by 10cm parascapular flap
(figures 1 and 2). The donor site was closed primarily. All
wounds healed without complications. There was an
improved range of motion at the shoulder up to 90 degrees at
four weeks and this improved to 120 degrees at 12 weeks
after surgery aided by physiotherapy.
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Figure 2: Axillary review and flap cover (AP View)

Figures 1and 2 show improved shoulder abduction to 90°
Post operatively

Case 2: A 37 old woman presented with limitation of
movement at left shoulder joint. She had a left modified
radical mastectomy eight years earlier for breast cancer. This
was followed by chemotherapy and local radiotherapy to the
operative site and axilla. She developed severe axillary
radio-dermatitis which was treated by frequent dressings.
This ultimately healed over a two year period resulting in
marked contracture of the left axilla. On examination she had
40 degrees axillary contracture with obliteration of both
axillary folds. At presentation she was clinically free of tumor
recurrence, had some radiation induced skin damage over
the left anterior chest wall and axilla. She had 40 degrees
axillary contracture with obliteration of both axillary folds.

She had a release of the contracture and cover by a 8 cm by
17 cm pedicled parascapular flap with primary closure of the
donor site. The flap suffered a marginal necrosis of the chest
wall edge of the wound due to radiation damage. This was
repeatedly dressed and healed over a two month period.
Abduction increased to 100 degrees four weeks after
surgery. At eight weeks following the surgery she was happy

Mofikoya BO; Oyeneyin JO

with her improved range of shoulder movement of 120
degree abduction but worried about the bulk of the flap
(figures 3and 4).

Figure 4:  Case 2: Notices axillary bulk

Operative technique

This was as described by Nassif' and Yanai’ with some
modifications. With the patient lying on contralateral side, the
ipsilateral upper limb was prepared. The apex of superior
triangular space was located 2 cm above the medial end of
the posterior axillary fold. When badly scarred this can be
extrapolated from the contralateral side and forms the pivot of
the flap’.

The estimated flap size was marked out over the
posterolateral back towards the inferomedial direction. Flap
design was such that the lateral scapular border lies
approximately in the midline of the flap .. The contracture was
divided in an anteroposterior direction extending the incision
anteriorly to the level of the coracoid and posteriorly to the
anterior flap edge. This was carried out until full abduction
was obtained. Adequate care was taken to preserve the
median and ulnar nerves with the limb extensions above 90
degrees. Flap dissection commenced once the full extent of
the defect had been assessed. It continued along the
previously marked outline in retrograde manner. Futher
dissection continued beneath the fascia over the latissimus
dorsi towards the pivot point of the flap**. The vessel need
not be identified in all cases but an incision could be made
arounditifanisland flap is needed”’.
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Flap was transposed into the defect and flap viability
ascertained before insetting. Donor site can usually be
closed primarily with aid of some undermining (case 2)

All wounds were closed over a vacuum drain and the upper
limb was maintained  at 90 degree abduction for two weeks
with a plaster of Paris splint.

Discussion

Axillary contracture is the late sequel of deep burns to this
area with its attendant difficulty in treatment. It limits upper
extremity function and as a result should be accorded priority

Majority are types | & Il according to the classification by
Hanumadass’. This classification also predicts the type of
surgical treatment

Type I:There is a linear web at the anterior or posterior fold
with minimal adjacent scarring, no involvement of hair
bearing area

Type II: anterior or posterior fold scar contractures with
adjacent scarring but sparing hair bearing area

Type Il - involves both posterior and anterior folds with
adjacent scarring but notinvolving hair bearing area.

Type IV: all of above involving hair bearing area.

In the Kurtzman and Stern classification’ the type IV
Hanumadass is classified as type 3. It has been
recommended that generous amount of pliable flexible
cutaneous cover resistant to contraction is necessary for
adequate treatment™.

The conventional method of correcting post burns
contractures has been to divide the underlying scar tissue
down to the underlying normal tissue correcting the range of
motion and cover the resultant defect with split skin grafts or
local flaps as required °. Type IV axillary contracture have
also been treated this way but almost always recurs to
varying degrees (case 1). Various lengthening procedures
such as multiple Z plasties, VNplasty VMplasty multiple VY
plasties have been reported for the release of axillary
contractures, but are usually suitable only for the less severe
varieties*"”. Other workers have used inner and posterior arm
fasciocutaneous flaps for some types of axillary contractures

13,14

with varying degrees of success ™.

For the very severe types pectoralis major
musculocutaneous flaps® have been used. However,
significant donor site morbidity and the considerable bulk
have limited its widespread acceptance. Free flaps® have
also been used but are technically demanding, require
microsurgical facilities, and are time consuming. The lateral
thoracic flap” has been reported to be very versatile in
covering defects around the axilla, but is mainly suitable for
contractures involving either of the folds.

Mofikoya BO; Oyeneyin JO

We favour the parascapular flap on the basis of simplicity and
versatility. Itis relatively easy to dissect even in the presence
of some scarring. It also provides relatively large areas of
supple skin for cover of the axillary defect. The flap is based
on the cutaneous parascapular artery which is a terminal
branch of the circumflex scapular artery which emerges from
the sub scapular artery as 4cm fromiits origin. The circumflex
scapular artery has three main cutaneous branches on which
flaps have been based. These are the ascending, transverse
and descending, though newer territories are still being
described®. The parascapular flap is based on the
descending branch. Though our second patient had axillary
dissection during mastectomy the flap was successfully
raised inspite of this, probably on account of abundant
collaterals (from the scapular anastomoses) which ensured
adequate blood flow to the flap territory. The donor site can be
closed directly in most cases as can be seen in both cases.

Alimitation of the use of this flap is the bulk in obese patients
asseeninfigures 3 and 4. We also would not recommend itin
patients who have had extensive axillary surgeries. Overall
we believe this flap is well suited for type IV axillary
contractures.
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Summary

Background: Buccal fat pad (BFP) pedicled flap for the reconstruction of intra-oral defects has been extensively reported.
However, the search of English literature did not show any previously reported use of BFP in lip reconstruction.

Patient and Method: A case of upper lip composite (mucosa and muscle) defect following excision of salivary pleomorphic
adenoma successfully reconstructed with BFP pedicled flap and labial flap is presented.

Result: Four week after reconstruction, full epithelialization of the surgical site had taken place. No postoperative complication,
no flap necrosis and no obliteration of the buccal vestibule were seen. Complete restoration of form and function of the lip was

achieved.

Conclusion: Buccal fat pad pedicled flap is a reliable option for the reconstruction of upper lip moderate-sized composite

(mucosa and muscle) surgical defect.

Key words: Buccal fat pad, intra-oral defect, lip reconstruction.

Introduction

Buccal fat pad (BFP) is an adipose tissue located between
the buccinator muscle medially, the anterior margin of the
masseter muscle and the mandibular ramus and zygomatic
arch laterally". The BFP had a limited clinical importance for
many years except as a surgical nuisance because of its
accidental encounter either during various operations in the
pterygomandibular area such as tumour, orthognathic, or
trauma surgeries™’. Egyedi* in 1977 first reported the use of
pedicled BFP for closure of post-surgical maxillary defects in
4 patients. He also recommended coverage of the exposed
BFP with a skin graft. Since then, BFP alone or in combination
with other local flaps has been used in the closure of several
oral surgical defects”". The span of the pedicled BFP, though
variable depending on its size, generally covers adequately
the ipsilateral maxillary defects from the premolar area to the
posterior tuberosity. To the best of our knowledge, buccal fat
pad reconstruction of upper lip surgical defect has not been

previously reported.

Acase of buccal fat pad reconstruction of upper lip composite
defect following surgical excision of salivary pleomorphic
adenomais presented.

Case report

A46-year old woman presented to the outpatient clinic of the
Department of Oral and Maxillofacial Surgery of the Lagos
University Teaching Hospital, Nigeria in March 2006, with a 2-
year history of progressive painless swelling of the upper lip.
Examination revealed a healthy looking woman with obvious
swelling involving the left side of upper lip. Palpation of the
upper lip mass revealed a well circumscribed, rubbery/hard,
non-tender swelling of about 2.5¢cm x 2cm in dimension. The
mass was firmly attached to the underlying mucosa, but the
overlying skin was freely mobile. Patient's medical history
was not significant. A provisional diagnosis of pleomorphic
adenoma or peripheral ossifying fibroma was made. The
lesion was excised for histologic diagnosis.
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Procedure: Under local anaesthesia (2% Lignocaine with
adrenaline 1:80000), an elliptical incision was made around
the lesion. The lesion along with the overlying attached
mucosa was completely excised. Subsequently, a large intra-
oral composite (mucosa and muscle) surgical defect
measuring approximately 3cm x 3cm was created (Figure 1).
A combination of buccal fat pad pedicled flap (BFP) and labial
mucosa advancement flap was used to close the defect. The
medial third of the defect was closed with an advancement
flap from the contralateral labial mucosa and the lateral two-
third was reconstructed with the ipsilateral buccal fat pad. The
BFP was harvested through a left vestibular horizontal
incision, posterior to the upper second molar tooth. With
careful manipulation and blunt dissection, the BFP was fully
exposed and mobilized while maintaining the integrity of its
capsule. The harvested BFP was transferred to the recipient
site through a tunnel created underneath the buccal mucosa.
The flap was sutured in place (Figure 2) and its donor site was
also closed directly. The patient was placed on Amoxycillin
(500mg 8hourly) and Metronidazole (400mg 8hourly) for 5
days and was reviewed at regular one week interval. At the
end of the 4" week, full epithelialization of the surgical site had
taken place (Figure 3) without complications. Complete
restoration of form and function of the lip was achieved.
However, abnormal re-orientation of the frenae attachment
was observed (Figure 3). Histologic diagnosis confirmed
salivary pleomorphic adenoma.

Figure 1: Composite (mucosa and muscle) surgical defect after surgical
excision of pleomorphic adenoma.

Figure 2: Closure of surgical defect with labial mucosa advancement flap
(medial third) and buccal fat pad (lateral two-third) (right).

- z ‘

Figure 3: Complete epithelialization of the BFP after 4 weeks.
Note the re-orientation of the labial frenae.

Discussion

Intra oral defects may be closed directly or with local flaps like
buccal advancement flap, palatal transposition flap, tongue
flap or double-layered closure flaps using buccal and palatal
tissues". However, the aforementioned procedures could not
be used in the present case because of the location and size
of the defect. The defect was essentially intraoral without
involvement of the overlying skin. Therefore, BFP was
combined with labial mucosa advancement flap for the
closure of the resulting defect after surgical excision of the
tumour. Previous authors®*have also reported the use of BFP
with other local flaps like buccal mucosa, palatal mucosa and
tongue flaps.

Successful application of BFP as a local flap for closure of
various intraoral defects has been extensively reported.
These include closure of oro-antral fistula and surgical
defects following tumour excision, repair of surgical defects
following excision of leukoplakia and submucous fibrosis,
closure of primary and secondary palatal clefts, coverage of
maxillary and mandibular bone grafts and lining of sinus
surface of maxillary sinus bone graft in sinus lift procedure for
maxillary augmentation™ ", The right and left BFPs can also
be used simultaneously for the closure of middle palate
defect”. Rattan’in arecent study also reported the application
of BFP in obliterating the dead space created by gap
arthroplasty after temporo mandibular joint (TMJ) ankylosis
release. However, the search of English literature did not
reveal any previously reported use of BFP in lip
reconstruction.

Surgical technique to expose the buccal fat pad can easily be
achieved through the created surgical defect or in case of
intact mucosa, through an upper vestibular horizontal
incision, posterior to the second molar*°as done in the present
case. The most important is the careful manipulation of the
flap in order to maintain its thin capsule®.
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The size of the defects capable of being reconstructed by the
BFP has been a subject of controversy. Rapidis’, and Martin-
Granizo et al’ have reported the use of BFP in the coverage of
7x4x3 cm and 4x3.5 cm defects respectively. However, over-
enthusiastic usage of BFP in covering very large defects has
been reported to lead to dehiscence™*. The span of the
pedicled BFP, while variable depending on its size, generally
covers the ipsilateral maxillary defects adequately, from the
premolar area to the posterior tuberosity. In the present case,
the surgical defect was too far anterior from the point of BFP
harvest (posterior to second molar), hence the decision to
create a submucosal tunnel to transfer the BFP pedicled flap
to the recipient site. Mucosa tunneling of the BFP to the
recipient site avoided trauma to the flap during healing and
also prevented obliteration of the bucco-labial vestibule.

In the present case, healing of surgical defect was perfect
with complete epithelialization; and no complication after the
defect was reconstructed with BFP. Egyedi‘ was the first to
describe pedicled BFP with split skin graft cover. However,
subsequent reports, including the present one have shown
that epithelialization of the flaps do take place without split
skin graft cover™ after 3-4 weeks of inset. Possible
complications that have been reported with the use of BFP
include partial necrosis, infection, excessive scarring, sulcus
obliteration and herniation of BFP through buccal wound™’.

The main advantages of BFP are ease of harvesting,
simplicity, versatility, low rate of complications as well as
quick surgical technique. The easy mobilization of the BFP
and its excellent blood supply and minimal donor site
morbidity makes it an ideal flap*"". The use of BFP in
previously irradiated oral tissue and in patients with poor
facial skin tone associated with deep facial lines is not
recommended"’.

In conclusion, the present report shows that BFP is a reliable
option for the reconstruction of upper lip moderate-sized
composite (mucosa and muscle) surgical defect.
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TREND ANALYSIS

(What does it look like we are moving toward?)

Capacity Building
Team care (collaboration)

Awareness of Needs
Solo care (isolation)

Dependency Self reliance

External dependence True Partnership

Visiting Local care givers

Sporadic Sustained effort

Anatomical Functional approach

Visiting ‘parachute’/’surgical Training and

safari’ teams empowerment of local
teams

What is going well?

What is going well?

e Increased awareness among .
professionals e Committed, young manpower
2 About clefts e Organizations like Smile
Z Willing to change for the better Train
? g}‘gg‘é%%gﬁ%cnec’edemocrat'zat'on and ~  Communication and funding
P Active ongoing meetings e Improved and increased local
A Improved quality care training
Z Less stigma v Attempt to harmonize
Z Early presentation
What is going well? What is not going well
_ e Clefts has never been a priority
e Increased networking for health planners
< International collaboration Z Lack of awareness among the
e Open to training specialist |ati
overseas and locally population . L
7 Organized multidisciplinary el Patchy available data or statistics
approach on cleft in Africa
e Poverty in Africa
e Brain drain
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What is not going well

~“Resource depleted environment

~#ZAdministrative support

~#Audit and research

ZLack of infrastructure

ZLack of adequate Human
Resources

~Poor economy / leadership

What is not going well
e Wars and disputes in countries
Z Trained and committed
personnel
Z Lack of adequate awareness
Z Lack of adequate awareness
about care centers and causes
in superstition etc.
e Lack of widespread facilities

Vision 2010
Increased Awareness

Awareness and Education
Campaigns

Annual African Cleft Day

Cleft Associations - National and

Continental

Cleft Support Groups - Local and

N8N N

Vision 2010

Increased Capacity

e 100% increase in cleft
professionals

e 3000 cleft procedures per year
e All cleft children to have
primary surgery by 2 years of
age
e 20% backlog, 50% new cases

Vision 2010
Increased Resources

Infrastructure

~ Develop different levels of care in
adequately funded and equipped facilities

# Primary - local / district

~ Secondary - provincial / state

~ Tertiary - national / regional centres of
excellence

~ Well-established and organised referral
systems

Vision 2010
Increased Resources

Professional
- Interdisciplinary team care by
Adequately staffed and trained cleft teams
- cleft surgeons
- paediatric anaesthesiologists
- otorhinolaryngologists
- speech and language therapists
- orthodontists / paedodontists
- support professionals

Continuing Professional Training and Education

Vision 2010
Increased Resources

Financial

Z Increased government support through
well-informed health policy

Z Increased self-reliance and alternative
funding of cleft programmes, including
cleft associations and support groups
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Clips from Consensus Conference on Improving Cleft care in Africa, held in Nairobi, Kenya on September 27 and 28 2006

Vision 2010
Improved and Documented

Outcomes

~Evidence-based Clinical
Protocols

Z Clinical Audit and Research

~ Cleft Registry and Database

Opportunities for Overcoming Challenges to
Increasing Cleft Care in Africa

# Local fund raising

~ Provision of safe anesthesia

# Training of personnel

~ Communicating more effectively with Smile
Train on best way forward

# Networking and collaboration among cleft
care providers in Africa

# Paying attention to speech therapy

Strategies For Increasing Cleft Care

in Africa
IMPROVE LEVEL OF AWARENESS OF CLEFT
CARE ON THE CONTINENT.
CAPACITY BUILDING FOR IMPROVED CLEFT
CARE.
DEVELOP FUNDING MODELS THAT ENHANCE
CAPACITY BUILDING.
ESTABLISH STANDARD TREATMENT PROTOCOLS
AS AN AID TO AUDITING —
IMPROVED CLEFT CARE.
BUILDING A NETWORK AND ENCOURAGING
RESEARCH INCLP ON THE CONTINENT.

SN %Y N YN

Vision 2010

“Every child born in Africa with a cleft
deformity will have appropriate access
to safe, high-quality, timely,
comprehensive and continuing care
by well-trained cleft professionals in
good healthcare facilities”

Opportunities for Overcoming Challenges
to Increasing Cleft Care in Africa

s Standardization of treatment protocol
Z Involvement of traditional leaders

Z Raising awareness of clefts in the
community

Z Retention of trained experts

Z Research and epidemiological studies
e Effective follow-up of patients

e Establishment of 10, 20, 30, levels of

Searching for ‘cleft’ among animals...

Still searching.....
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identified........ None Creating ‘Artificial clefts’
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Announcement and News

One Problem -
One Voice

Third Congress of the

World Union of
Wound Healing
S_oaetles e

Preliminary Program and
Call for Abstracts

The World is Coming to Toronto in 2008 . .. Plan to Be There

? Online Abstract Submission Open: December 21,2006 www.worldunion2008.com.

? Registration Open: June 2007

? Abstract Submission Deadline:

» Early: June 15, 2007

» Late: September 15, 2007 Theme is Wound Care Efficacy, Effectiveness & Efficiency. Some key areas include:
The evidence base criteria and research

Provider education and outcomes

Patient quality of life and pain

Government and health care systems

Local wound bed preparation and infection

Specific wound types and their diagnosis and treatment (eg. pressure, leg and foot ulcers).

Registration Fees* for the WUWHS 2008 Congress

Early Registration Regular Registration
until January 15, 2008 untll May 24, 2008 Onsite Registration

Physicians $505 4695 $800
Allied Health Care Professionals,

Industry, Non-cliniclans and Other ek $550 $650
Students* * $295 4350 $425
Single Day Registration for all $300 4300 $300
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Announcement and News

13TH ANNUAL CONFERENCE AND GENERAL MEETING OF
THE NIGERIAN ASSOCIATION OF PLASTIC,
RECONSTRUCTIVE AND AESTHETIC SURGEONS OF NIGERIA

THEME: RECONSTRUCTIVE SURGERY OF THE HEAD AND NECK
SUB-THEME: POST BURN CONTRACTURE
DATE: WEDNESDAY 31ST OCTOBER 2007- ARRIVAL
THURSDAY 1ST AND FRIDAY 2ND NOVEMBER 2007

JOS

Jos, the capital city of
Plateau state is also known
as “Tin City” is located in
Central Nigeria. It is about
2hours 30 minutes drive
from Abuja the nation's
capital city. It is accessible
by road and by air and next
to Abuja it is the most
central state capital. The
University of Jos is the
main tertiary educational
institution within the city.
The people are hospitable;
coupled with the cool
weather the city has
attracted many people from

VENUE: COUNTRY HOME HOTEL,
NEPA CLOSE GRA,
TUDUN WADA JOS,
PLATEAU STATE.

The climate on the plateau
has enabled the cultivation
of crops that only grow in
temperate climate. These
include Irish potatoes,
apple and different types of
vegetable. There are many
tourist areas such as the
Kura falls where electricity
is generated by a private
company, beautiful rock
formations, several old tin
mining sites etc.

There are many hotels
within the city and a
number of them are about 5
minutes from the

CONFERENCE FEE: MEMBERS- =N=5,000, ASSOCIATE MEMBERS - =N=3,000

HOTEL RATES/Night

PLATEAU HOTEL- =N=4,000
COUNTRY HOME HOTEL- =N=6,500

LAMONDE HOTEL- -N=8,510
HILL STATION HOTEL- =N=6,500
CITY LODGE HOTEL- =N=6,500
CREST HOTEL- =N=8,000
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2" PAN AFRICAN CONGRESS ON CLEFT LIP AND PALATE

The 2nd Pan African Congress on Cleft Lip and Palate was held from 3 5 February 2007 at
International Institute of Tropical Agriculture at Ibadan. The theme of this year's conference was
Optimizing Outcomes in Cleft Lip and Palate Surgery

There were sessions on:

1. Defining Goals and Identifying Challenges

2. Negotiating the Challenges: Strategies and Innovations

3. Increasing volume while optimizing Outcomes: Innovations in service delivery models

4. Measuring Outcomes: How and why

Short courses during the conference included:

Primary Unilateral cleft lip repair for the new surgeon

Primary Bilateral cleft lip repair for the new surgeon

Furlow Palatoplasty for the experienced cleft surgeon

Presurgical Orthopedics/Nasoalveolar Molding

Keynote Speakers were Dr. Merril Samuel Noordoff and Dr. Hirji Adenwalla

Dr. Noordoff is the first superintendent of Chang Gung Memorial Hospital, a 3000-bed hospital which
treats 10, 000 outpatients each day. The craniofacial center in Taiwan has treated over 12, 000 cleft
patients in the past 22 years. He has trained countless clinicians to take care of clefts using the team
approach. He created the Noordhoff Craniofacial Foundation, which receives most of its funds from
small contributions from ordinary Taiwanese citizens, in order to both advance craniofacial research
and training and to pay for the expenses of any patients who need it.

Dr Adenwalla is head of the Charles Pinto Centre for Cleft Lip and Palate in Kerala, India who for the
more than 40 years, has devoted his considerable skills to improving some might say "salvaging"
the lives of more than 7,000 underprivileged children.

A most important outcome of the conference was the adoption of the constitution of the Pan African

Association as well as election of the executive for the next 2 years. The elected President is Dr
Peter Donkor of Ghana. The next conference will be at Addis Ababa Ethiopia in 2009

5

Dr Adenwalla

Dr. Noordoff
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