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CASE REPORT

FACIAL BURN ASSAULT OF A GERIATRIC
WOMAN: A CASE REPORT
ABSTRACT
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iolence against women is a social, developmental, economic, legal, educational and human

Vrights issue. Regardless of culture, religion, education level or financial status of those involved and the country's level of development, violence against women has been identified as a serious public health problem. It is a preventable cause of morbidity and mortality in women. Violence against women may also be observed in geriatric patients. In these patients burning and/or
an attempt at burning as a physical assault can cause serious problems.
Geriatric patients, usually defined as those older than 65 years, comprise approximately 10%
of the major burns population. Burn injuries continue to be among the most serious and devastating health threats for human beings, with a long and permanent effect on the patients’ health and quality of life
Worldwide, burns caused by criminal acts mostly concern women and are acts of domestic
violence.
In this case report; a 68-year-old female patient who had facial burns due to an assault by
her husband and who had been followed up at a burn intensive care unit has been presented.
Key Words: Violence; Burns; Aged.

OLGU SUNUMU

B‹R GER‹YATR‹K KADIN HASTAYA UYGULANAN ﬁ‹DDET SONUCU YÜZ YANI⁄I:
OLGU SUNUMU
ÖZ
ad›na uygulanan ﬂiddet sosyal, ekonomik, hukuki, e¤itimsel ve insan haklar›n› ilgilendiren bir

Kkonudur. Kültür, din, e¤itim düzeyi ve finansal durumdan ve ülkenin geliﬂmiﬂlik düzeyinden
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ba¤›ms›z olarak kad›na yönelik ﬂiddet ciddi bir halk sa¤l›¤› problemi olarak belirlenmiﬂtir. Bu durum kad›nlarda önlenebilir morbidite ve mortalite nedenidir. Kad›na yönelik ﬂiddet geriatrik hastalarda da görülebilmektedir. Bu hastalarda fiziksel ﬂiddet amaçl› yakma ve/veya yakma giriﬂimi
oldukça ciddi problemlere neden olabilir.
Geriatrik hastalar genellikle 65 yaﬂ üstü hastalar olarak tan›mlan›rlar ve toplumdaki majör yan›klar›n %10’unu oluﬂtururlar. Yan›k hasarlar› insanlar için hastalar›n sa¤l›klar› ve yaﬂam kaliteleri
üzerinde uzun ve kal›c› etkileri ile en ciddi ve en y›k›c› sa¤l›k tehdidi olmaya devam etmektedir.
Tüm dünyada kriminal etkilerle oluﬂan yan›klar en s›k kad›nlar› ilgilendirmektedir ve aile içi kad›nlara yönelik ﬂiddete ba¤l› oluﬂmaktad›r.
Bu olguda kocas› taraf›ndan ﬂiddete maruz kalmas› sonucu yüz yan›¤› oluﬂmuﬂ ve yan›k yo¤un bak›m ünitesinde takip edilmiﬂ 68 yaﬂ›nda bir kad›n hasta sunulmuﬂtur.
Anahtar Sözcükler: ﬁiddet; Yan›klar; Yaﬂl›.
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INTRODUCTION
iolence against women by intimate partners is an important conditioning factor for female health (1). Overall
35% of women worldwide have experienced physical intimate partner violence (2).
For physical assault against women combustible materials
are frequently used. Geriatric patients, usually defined as those older than 65 years, comprise approximately 10% of the
major burns population (3). In particular, elderly burn patients suffer from greater morbidity and mortality than younger patients with similar extent of burns.
In general, burns covering >30% of the total body surface area in the elderly have a very poor prognosis. Reasons for
the increased mortality rate are concomitant medical disease,
burn wound sepsis and multisystem failure (4).

V

CASE
68-year-old Syrian patient was admitted to our burn cen-

Atre after an assault by her husband with flaming oil at refugee camp. She was admitted at our emergency department
6 hours after the incident by a helicopter ambulance and at
her first examination we found erythema and edema which
encompassed her entire face, scalp, left eyelid and both shoulders (Figure 1).
When tachypnea and oxygen desaturation (SpO2<91%)
occurred she was immediately intubated orotracheally and

pressure support mechanical ventilation was started. The wounds were covered with 0.5% chlorhexidine acetate and petrolatum gauze. After the initial dressing, the patient was taken to the intensive care unit. Central venous catheterization
from the right femoral vein and arterial, urinary, and nasogastric catheterizations were performed. With sedation and analgesics mechanical ventilation with SIMV-P mode was started.
Fluid resuscitation was maintained after calculating the body
surface area. Blood, urine and tracheal culture samples were
drawn from the patient. Leucocyte counts in blood and CRP,
lactate and procalcitonin levels were measured for follow up
infection.
Altogether, 35% of the total body surface area (TBSA)
was burned by flame (2nd- 3rd degree). The regions affected
were the face, anterior neck, right anterosuperior trunk and
right upper extremity. After sedation with midazolam and
ketamine the burned areas were scrubbed with distilled water
and 7.5% povidione iodine in our burn unit washroom.
Fluid resuscitation was completed using the Parkland formula (4 ml/kg/ %TBSA) in relation to urine output as 1.5-2
ml/kg/day after the first 24 h follow up (5). Albumin, erythrocytes and colloids were administered to the patient for the
treatment of acidosis.
Pseudomonas aeruginosa was isolated from the blood culture on day 7. Appropriate antibiotic therapy using a sensitive antibiotic was performed. Oral nutritional support solutions were commenced. Caloric replacement was estimated
using the Currieri formula (6) (25 kcal/kg actual BW+40
kcal/%TBSA burn).
We assessed the patient’s hypotensive state on day 10 and
therapy with an inotropic agent was initiated. After 4 days
inotropic therapy was terminated. On day 13 of hospitalization, mechanical ventilation was terminated. During hospitalization, dressings were changed daily under sedation. The patient was hospitalized for a total of 30 days after which she
was discharged upon completion of treatment (Figure 2).

DISCUSSION
iolence against women is a phenomenon that persists

Vworldwide. It is a major contributor to the ill health of
Figure 1— Erythema and edema.

women. No country in the world is free from violence against
women. It is known that combustible materials causing burns
are used in physical assaults against women. In particular,
violence against women still exists in our society too. However, burn assaults by throwing flaming oil on women are very
rare.
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Figure 2— After the treatment.

Unfortunately, burn injuries rank fourth among the causes of injury-related deaths in the geriatric age group (7). In
geriatric patients, pre-morbid conditions, such as chronic obstructive pulmonary disease and coronary artery disease may
lead to longer hospital stays, increased ventilation requirements and elevated complication rates. The mortality rate also increases owing to an impaired response to infection and
sepsis, in addition to a decreased ability to tolerate prolonged
stress and physiological insult (8).
Mortality in young adults with an 80% TBSA burn is
50%, whereas in adults aged 60-70 years with a 35% TBSA
burn is 50% (9). The deficient nutritional state observed in
geriatric burned patients may also cause impaired wound healing. Co-morbid factors are responsible for this increase in
morbidity and mortality. Elderly people have thinner skin,
poorer microcirculation, and increased susceptibility to infection. In addition, rates of inhalation injury, pulmonary pathology, septicaemia and renal failure are higher than those in younger people (10).
Geriatric people have decreased pulmonary reserves for gas
exchange and lung mechanics and they are prone to pulmonary failure, which is a major cause of death in all burn patients (11). Facial burns found in our patient are generally considered severe. This is due to the possibility of respiratory
complications. Although there were no signs of inhalation injury, no respiratory failure was observed in our patient after
fast respiratory support.
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In geriatric patients the severity and extent of the burn lesions and the duration of hospitalization of the patients are
defined as the main prognostic factors (11). In geriatric burn
patients fluid resuscitation is also important. Fluids should be
administered to patients with burn >5% TBSA burns. Resuscitation solutions should be initiated at a rate of 3- 4
ml/kg/%TBSA. Adequacy of resuscitation should be maintained at; 30- 50 ml/h urine output, clear mentation, and appropriate blood pressure (12).
Wound healing is of great concern in geriatric people.
There are significant changes in the skin with ageing that are
responsible for the greater percentage of deep burns in the elderly, including the progressive thinning of the dermis and
epidermis. Many factors contribute to a higher proportion of
deep burns and a decrease in healing rates. These factors include decrease in epidermal turnover and the amount of skin
appendages, vascularity, collagens and matrices, fibroblasts,
and macrophages (13).
These factors cause a delay in epithelialization, an increase in burn depth, particularly in second-degree burn areas,
and healing complications at the donor site.
One such problem, protein energy malnutrition, has been
reported to be present in at least one-third (30% -60%) of elderly patients admitted to hospital. By giving our patient a
high-energy, calorie-rich diet 1 day after burn injury we prevented her from developing a state of protein energy malnutrition. As in other diseases age is an important factor affecting
the treatment outcomes of burns (13).
Kartal Dr. Lutfi K›rdar Training and Research Hospital’s
Burns Unit is the biggest and best equipped burn centere in
Turkey. It functions in a multidisciplinary manner. It has 6
intensive care unit beds, 16 burn service beds and 2 separate
operating rooms all housed in one building. It has a helicopter landing field and it accepts patients from every region of
the country and from neighboring countries. The present case is unusual because it involves an assault against a geriatric
woman who is part of the refugee population in our country.

CONCLUSION
he government policy makers, program planners and ot-

Ther nongovernmental organizations should establish an

appropriate strategy to prevent and control violence against
women. Although burn treatment has improved during the
past decade, the prognosis remains poor for older adult patients. With early respiratory support, fluid resuscitation, infection challenge and early surgery, it is possible to decrease
the high mortality and morbidity rates in geriatric patients.
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