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NOTE: As with any case study, the results and outcomes should not be interpreted as a guarantee or warranty of similar results.

Individual results may vary depending on the patient’s circumstances and condition.

Burns, or acute traumatic wounds to the
perineum or buttocks, are an infrequently
suffered injury in the general population, but
when they do occur, they can have serious and
life-long consequences and may commonly
contribute to injury morbidity. In the burn
population, they most frequently occur in
patients with larger surface area burns, but
occasionally may occur in isolation in scald
burns or in cases of abuse. There are limited
data to evaluate the exact incidence of either
burns or traumatic wounds to this region of the
body; however, recently published burn
literature at a busy North American burn center
retrospectively put the incidence of buttock and
perineal burns at approximately 25/year over
a 3-year period (Merchant, 2014)." In another
review, the incidence of genital burns is
estimated to be 2.8 — 13% (Michielsen, 2010).2
Traumatic abrasions are likely even more
commonly seen than burns given their
association with motor vehicle accidents,
particularly motorcycle-involved injuries.
However, consistent data reporting, even in
hospitalized patients, is lacking on these injuries.
Regardless of the type, injuries to this
region are complicated and difficult to treat,
primarily due to the difficulty maintaining

dressings over the various curvatures and
three-dimensional shape of the perineum/
buttocks. In addition there is frequent
contamination due to urination/defecation,

as well as repetitive shear issues sustained
during activity. Because of these challenges
several controversies exist in the evaluation
and management of buttock/perineal injuries.
Initial dressing choice, need for fecal diversion,
patient activity level, or timing of excision

and choice of grafting comprise many of
these controversies. Few studies have been
performed evaluating these questions in the
care of these patients, and much variation
exists in specific burn/trauma unit protocols
in dealing with these difficult wounds; these
studies and their recommendations will be
reviewed and evaluated. Finally, a review of a
recently treated patient at our combined burn
and trauma unit with significant buttock burns
will ensue to review the concepts illustrated in
this literature review.

In 1979, the US Military/US Army Institute
of Surgical Research (USISR) reviewed its
experience of 197 patients with perineal
burns over a five-year period, noting a 71%
mortality in patients with perineal burns -
double the mortality compared with patients

without perineal burns. Due to the high
mortality and high incidence of complications,
recommendations by the USISR working group
included routine usage of systemic antibiotics,
as well as surgical urinary diversion in cases
of penile burns (Peck, 1990).2 In 1990, the
burn team at the University of Washington
compared its cases of perineal burns with
those of the USISR and concluded that civilian
mortality was significantly lower (28% vs
71%) and required less urinary catheterization
and fewer surgical procedures (Peck, 1990).2
Neither they nor the USISR discussed the
need for fecal diversion, nor did they discuss
specifics of wound care or patient mobilization.
Over 50 years ago, J Espinar reported on
his experience in treating these wounds and
suggested routine colostomy for fecal diversion
to allow for appropriate wound healing
(Merchant, 2014)." In 2002, H Nakazawa et
al reported on their experience treating five
elderly patients with perineal burns using
temporary diverting colostomy for assistance
with wound management and cleanliness. They
reported a mean patient age of 72 years old, a
mean burn size TBSA of 30%, 2 mortalities (in
the larger size burns, by their report unrelated
to the perineal burns) and no ostomy-related
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complications. In fact, two of the patients
had their colon continuity restored after their
eventual recovery.*

More recently, an evaluation and literature
review by a group of French burn experts on
perineal burn wound management (from eight
different burn centers, average annual census
of 219 patients, 13 average perineal burns/year)
discussed usage of fecal management systems
(FMS) rather than colostomy for fecal diversion
as a first-line strategy. Nearly three-quarters
(73%) of the burn centers stated they used a
FMS for fecal diversion in sedated patients
and over half (54%) in non-sedated patients
without significant complication. In fact, they
state that "the majority of patients who were
alert and responsive had no pain or discomfort
with the FMS in place” (Bordes, 2013).> There
is still a scarcity of data to support or refute
the usage of these devices as a matter of
routine; however, the evidence is mounting.
The burn surgery group in Toronto reviewed
its experience with buttock and perineal burns
over a 3-year period: 74 patients were admitted
over the period, of whom 13 were excluded,

12 died in the first 24 hours, and 1 was
transferred before completion of treatment.
Of the 61 patients they reviewed, only 5
received fecal diversion, and the remaining 55
received either a FMS (Flexi-Seal®, ConvaTec,
Skillman, NJ) or routine wound care without
specific fecal diversion. They subsequently
reported operative procedures, procedures
requiring revision, mortality, and infection
rates. They found no statistical differences
in any of the parameters measured between
groups receiving FMS and ostomy creation
(Merchant, 2014).

Acute wound care regimens for burns of
the perineal region tend to be conservative.
Daily cleansing and secured antibiotic dressings
are the mainstay. Typically, even deeper
appearing burns of perineal structures such
as the penis or the labia respond well and heal
within a 3-week period of time. In wounds not
involving the anus, negative-pressure therapy
can be very useful, not only as a barrier to fecal
contamination/infection, but also as a bolster,
allowing for earlier mobility with less shear
concern. If negative pressure dressings are
impractical or cannot be used, other bolster
techniques, such as elastic outer dressings with
tubular net bandages (Medichoice®, Owens
& Minor, Mechanicsville, VA) or fashioning
Montgomery Straps (Medline, Mundelein,

lllinois) can be useful.

Traumatic wounds and abrasions of the
perineal region are typically associated with
motor vehicle accidents. In our experience,
motorcycle accidents are the most commonly
encountered cause of traumatic abrasions in
this region. We have cared for a number of
patients with buttock abrasions (approximately
20 over the last 14 months), and we have
treated them all non-operatively. All of them
healed completely, a majority in less than
3 weeks despite having the appearance
of full-thickness wounds. They were all
treated similarly, with judicious cleansing of
the wounds followed by silver-based foam
dressings for exudate management and
infection prevention. Limited research is
available on the incidence or routine care of
these “road rash” type abrasions, but many
consider them similar to, but more likely to
heal than thermal injuries. Even full-thickness-
appearing wounds tend to heal without need
for skin graft if they are adequately cleaned and
kept infection free. Regardless, in our combined
burn and trauma service traumatic abrasions
are commonly seen and, at least for the past 2
years, have never required operative excision or
skin grafting.

Recently we cared for a patient with
significant lower extremity and buttock
burns and subsequently utilized many of the
modalities previously mentioned. JM is a 50
year-old female admitted from the emergency
department to the trauma/burn service with
approximately 15%TBSA partial- and full-
thickness burns to the bilateral buttocks,
thighs, mons pubis, and pannus after her
pants and shirt caught on fire (Figure 1,2). She
was admitted and underwent operative burn
wound debridement and xenograft placement
approximately 1 day later. The following
week she was brought back to the operating
room for burn wound excision and autograft
placement to the buttocks and thighs, along
with primary excision and layered-closure of
the pannus. We decided not to perform a fecal
diversion procedure, given the presence of
abdominal wall burns, as well the fact that she
was managing to keep her dressings fairly clean
and control her bowel movements. Skin graft
dressings on the buttocks and thighs consisted
of a non-adherent layer directly over the grafts,
an elastic silver-based antibacterial layer that
was stapled in place under tension, extra burn
roll conformant and a compression layer of
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elastic dressings (Medichoice). In addition, the
patient was placed on a low-air loss mattress
post-operatively to attempt to minimize graft
shear. She was not kept prone. Dressings were
taken off a week later with approximately
90% graft take, but there were areas of loss
and shearing on the medial bilateral buttocks
despite our shear-prevention attempts

(Figure 3). Local wound care ensued, but by

Figure 1. Initial presentation of buttock and posterior
thigh burn wounds

Figure 2. Initial presentation of pannus and
suprapubic burns

Figure 3. Split-thickness skin grafts hospital day 21,
post-operative day 12
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Figure 4. Final skin graft take post-operative day 56, 42

approximately 1T week later, it was clear the

buttock wounds would need re-grafting. This

was performed on hospital day 24, with a

negative-pressure wound dressing utilized

for graft protection. The grafts were fragile

at dressing takedown 1 week later, requiring

mafenide soaks and ultimately medical honey

graft salvage. With local wound care, the
patient's wounds healed nearly completely
approximately 1 month later, and the patient is
currently undergoing scar management with

custom compression garments (Figure 4).

Burns and wounds of this region are
uncommon, but when they occur, they have

a high likelihood of complications if care is

inadequate. As a generalization, wounds should

be cleansed free of debris and dressed with
appropriate topical antibacterial agents, and
the patients, especially if burns are present,
should be referred to a burn center for further
care and follow-up, per American Burn

Association guidelines.
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Burn Center Referral Criteria
A burn center may treat adults, children, or both.

Burn injuries that should be referred to a burn
center include:

1. Partial thickness burns greater than 10% total body
surface area (TBSA).

. Burns that involve the face, hands, feet, genitalia,
perineum, or major joints.

. Third degree burns in any age group.

. Electrical burns, including lightning injury.

. Chemical burns.

. Inhalation injury.

. Burn injury in patients with preexisting medical
disorders that could complicate management,
prolong recovery, or affect mortality.

8. Any patient with burns and concomitant trauma
(such as fractures) in which the burn injury poses
the greatest risk of morbidity or mortality. In such
cases, if the trauma poses the greater immediate
risk, the patient may be 1nitially stabilized in a
trauma center before being transferred to a burn
unit. Physician judgment will be necessary in such
situations and should be in concert with the regional
medical control plan and triage protocols.

9. Burned children in hospitals without qualified
personnel or equipment for the care of children.

10. Burn injury in patients who will require special
social, emotional, or rehabilitative intervention.
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Excerpted from Guidelines for the Operation of Burn Centers (pp. 79-86),
Resources for Optimal Care of the Injured Patient 2006, Committee on
Trauma, American College of Surgeons
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