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blow to the burn victim, as it not only causes skin changes 
esthetically but also affects function. Our hospital has a 
tertiary burn care center catering to all types of  burns.

Burn injuries pertaining exclusively to the face and scalp 
are quite rare. They are usually associated with burn over 
other areas also. The final outcome of  the facial and scalp 
burns depends on the burn injuries occurring over other 
regions, total body surface area (TBSA) involved, degree 
of  the burns, inhalational burns, the time of  arrival to burn 
center, the associated comorbidities, and finally, the patient’s 
and his/her attendee’s cooperation in the management of  
the burns.

INTRODUCTION

Face is a symbol of  beauty. Facial movements are needed 
for expression of  feelings. Lip seal is required to avoid 
drooling of  saliva and eyelid closure is essential for 
prevention of  corneal ulceration. Facial burn is a major 
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Abstract
Background: Face is a symbol of beauty. Facial burn is a major blow to the burn victim, as it not only causes skin changes 
esthetically but also affects function. Government Kilpauk Medical College Hospital has a tertiary burn care center catering to 
all types of burns.

Aim: This study aims to do an epidemiological survey of facial and scalp burns in all the surviving inpatients and to do a 
follow-up analysis using satisfaction score of patient and surgeon with referral to the various treatment modalities done for the 
reconstruction of facial and scalp burns injuries.

Materials and Methods: A retrospective study of facial and scalp involvement in all burn victims who were admitted from 
January 2018 to December 2019 in the Department of Burns, Plastic, and Reconstructive surgery, Government Kilpauk Medical 
College Hospital, Chennai, was done. All surviving patients with burns in face and scalp were included in this study. A total of 
697 patients included in this study were analyzed for the distribution of facial and scalp burns and the various treatments carried 
out. Among these 697 patients, 274 (39.3%) participated in the study for outcome analysis.

Discussion and Results: Different etiologies of burns cause varying depth of burn, hence, management can be conservative 
or surgical. Superficial burns can be managed conservatively. Deeper burns depending on depth, wound can be covered with 
skin graft or flap. Outcome was analyzed after doing smiley face scoring by patient and assessor based on function, anatomical 
integrity, and esthetic outcome.

Conclusion: The incidence of face and scalp burn in different age groups, total burn surface area of burns, and the outcome 
of different procedures done in the acute phase and follow-up with satisfaction scores of patient and plastic surgeon was 
analyzed and presented.
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Aim
The aim of  the study was as follows:
•	 To study the epidemiology of  facial and scalp burn 

involvement in surviving burn patients.
•	 To statistically analyze the satisfaction of  treatment 

provided.

Literature Review
There are various articles that deal with facial burns. 
Friedstat et al. and Bagby deal with the acute management 
of  facial burns.[1,2] Handling of  facial burns in an emergency 
set up was discussed in one editorial article.[3] Treatment 
of  second-degree facial burns with allografts was quoted 
in a study by Horch et al.[4] Long-term survival of  human 
skin allografts in patients with immunosuppression was 
discussed by Wendt et al.[5] Topical management of  facial 
burns were discussed in a review article by Leon-Villapalos 
et al.[6] In another study, the protocol for the use of  Biobrane 
dressing for the facial burns in children was introduced 
by Rogers et al.[7] The motor movements and facial mimic 
in patients with head-and-neck burns were evaluated by a 
team in Brazil.[8] Epidemiology of  burns throughout the 
world was dealt with by Peck.[9] A systematic review about 
recent trends in burn epidemiology worldwide was done 
by Smolle et al.[10] A retrospective multicenter study was 
done for epidemiology and outcome analysis of  facial 
burns by Tian et al.[11]

MATERIALS AND METHODS

All the surviving burn patients in all age groups involving 
facial and scalp burns who were admitted during the period 
of  January 2018–December 2019 for 2 years were included 
in the study. This study was a retrospective study done in the 
department of  burns, plastic, and reconstructive surgery in 
our institute. Epidemiology and various modalities of  the 
treatment given during acute stage of  the facial and scalp 
burns regions were analyzed.

Among these survivors, persons who gave consent for 
follow-up study of  outcome analysis were followed up 
for minimum of  9 months, and at the end of  follow-up, a 
smiley scoring study was done. This part was prospective 
study. Both the concerned person, and assessor who is the 
plastic surgeon other than the one who has operated the 
case did the scoring and these were compiled and analyzed 
statistically.

Observations
The total number of  burn victims who were admitted 
during the years 2018 and 2019 includes 1622 and 1504, 
respectively. The numbers of  deaths due to burns were 
752 and 688 during the years 2018 and 2019, respectively. 

Hence, the case fatality rate for burns was 46.07% for the 
2 years.

The total number of  burn survivors with facial and scalp 
burns during the years 2018 and 2019 was 379 and 318, 
respectively. Among the survived 1686 burn victims 
admitted in the hospital, about 697 (41.3%) patients were 
found to have facial and scalp burns during the period of  
2 years from January 2018 to December 2019 [Table 1].

Considering the age of  the burn victims, facial and scalp 
burns in victims aged between 12 and 50 years were 
highest with 414 cases (59.4%). The facial and scalp burns 
in pediatric age group <12 years were about 172 cases 
(24.7%), and 15.9% of  cases were in the age group of  
more than 50 years (111 cases) [Figure 1].

Among the 697 burn victims with facial and scalp burns 
for the 2 years duration, 420 patients were male (including 
male children of  about 112), and 277 patients were female 
(including female children of  about 60) [Figure 2]. Four 
hundred and twenty male patients (42.3%) of  993 survived 
male burn patients had facial and scalp burns. Two hundred 
and seventy-seven female patients (40%) of  693 survived 
female burn patients had facial and scalp burns [Table 2].

According to the mode of  injury, analyzing distribution 
of  facial and scalp burns for the 2 years 2018 and 2019, 
accidental involvement was predominant with 561 patients 

Table 1: Total number of facial and scalp burns 
among the survived total burn patients admitted 
during the year of 2018 and 2019, and its percentage
Year Total burns 

patients 
admitted

Total burns 
patients survived 
among admission

Total number of 
facial and scalp 

burns patients (%)
2018 1622 870 379 (43.6)
2019 1504 816 318 (39)
Total 3126 1686 697 (41.3)

Figure 1: Number of facial and scalp burns victims according to 
the age
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(80.5%). Suicidal involvement was in 116 (16.6%) patients 
with facial and scalp burns. Homicidal patients were the 
least with 20 patients (2.9%) [Figure 3].

Among the various etiologies of  the burns, flame burn with 
52.8% was the primary reason for the facial and scalp burns 
followed by scalds with 27.1% [Figure 4]. About one-third 
(32.3%) of  survived total burns from scalds had facial and 
scalp burns [Table 3].

Involvement of  face and scalp can vary from 1% to 19% 
TBSA depending on the area affected and age group. The 
number of  burn victims with 3–6% facial and scalp burns 
was 419 (60.1%), which was the highest. The least affected 
were in the group with <2% burn involvement of  face 
and scalp [Table 4]. The number of  patients with facial 
and scalp burns included in this study with 11–40% TBSA 
burns was highest with 421 patients (60.4%) followed by 
those with more than 40% TBSA burns with 193 patients 
(27.7%) [Table 5].

Most of  the patients with facial and scalp burns in this 
study were treated conservatively with 418 patients (60%) 
followed by those treated with skin graft with 147 patients 
[Figure 5].

Outcome Satisfaction Analysis
Among the 697 facial and scalp burn victims for the 2 years 
2018 and 2019, 274 patients (39.3%) participated in the 
outcome analysis. They were followed for minimum of  
9 months. A smiley face score from 1 to 6 was provided 
[Table  6]. The smiley score was given by the patient 

Table 2: Total number of survived burn patients 
and total number of facial and scalp burn patients 
in male and female category
Gender Total number of 

burn patients 
admitted

Total number 
of survived 

burn patients

Total number of 
facial and scalp 

burns patients (%)
Male 1573 993 420 (42.3)
Female 1553 693 277 (40)
Total 3126 1686 697 (41.3)

Table 3: Total number of facial and scalp burns 
among the total number of survived burn victims 
and percentage in different etiologies
Etiology of 
burns

Total number 
of survived 

burn victims

Total number of 
facial and scalp 
burn victims (%)

Flame burns 845 368 (43.6)
Scalds 585 189 (32.3)
Electrical burns 147 66 (44.9)
Chemical burns 40 26 (65)
Cracker burns 43 34 (79)
Rescue burns 26 14 (53.8)
Total 1686 697 (41.3)

Table 4: Distribution of number of patients having 
different range of percentage of facial and scalp 
burns
Percentage of facial 
and scalp burns

Year 2018 Year 2019 Total

1–2% 48 45 93
3–6% 238 181 419
7% and above 93 92 185

Figure 2: Sex distribution of facial and scalp burns for 2 
years 2018 and 2019 (Y-axis shows the number of affected 

individuals)

Figure 3: Distribution of cases according to the mode of 
injuries (Y-axis shows the number of affected individuals).

Figure 4: Various etiologies of facial and scalp burns for the 2 
years (Y-axis shows the number of affected individuals).
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himself/herself  or by the patient’s parents for children. 
The smiley score was also given by plastic surgeon who 
has not operated/treated the patient. The parameters 
which were considered in calculating smiley score by the 
assessor include function, anatomical integrity, and esthetic 
outcome.

Among the 274 patients who participated in the outcome 
satisfaction analysis, only 27 (10%) patients had same smiley 
score given by patient and surgeon. These patients were 

categorized into two groups – (a) satisfied group having 
smiley score 4 and above and (b) not satisfied group having 
smiley score 3 and below.

Outcome satisfaction was analyzed statistically by McNemar 
test under various categories which were tabulated. Based 
on depth of  wounds, based on the mode of  treatment, 
and based on region involved, the outcome satisfaction 
analysis was done.

DISCUSSION

Out of  1686 burn survivor in the study period of  2 years 
from January 2018 to December 2019, 697 patients had 
facial and scalp burns. Hence, the incidence in survivor was 
41.3% [Table 1]. The incidence of  burns on the head and 
neck was found to be 65.63% in a retrospective multicenter 
study from 2011 to 2015 in China, but in this study, it 
included all burn victims including death.[11]

Face and scalp involvement in burns was noted in a baby 
of  8 days (youngest) and the oldest burn patient was 
91 years with facial and scalp burns in this study. Maximum 
number of  burn victims with facial and scalp burns were 
noted in the age group of  13–50 years with 414 patients 
contributing to 59.4%. One hundred and seventy-two 
patients with facial and scalp burns (24.7%) were in the 
age more than 50 years. The pediatric age group with <12 
years was the least in number with 111 patients (15.9%) 
[Figure 1].

Contrary to popular belief, in this study, males 
predominated female in having facial and scalp burns 
with 1.52:1 and even in pediatric age group <12 years, 
male children predominated female children in having 
facial and scalp burns with 1.87:1 [Figure 2]. However, on 
analyzing the total number of  survived burn patients and 
total number of  facial and scalp burns in both genders, 
male had 42.3% and female had 40% of  total survived 
burn patients [Table  2]. The increased survival among 
males caused increased number of  male burn patients 
having facial and scalp burns. Predictors of  facial burns 
were described in a retrospective study of  facial burns 
and they have inferred male sex, work-related burns, 
flame burns, increased TBSA, and full-thickness burns 
were more prone to higher incidence corresponding to 
our finding.[11]

There are various modes of  burn injury to face and scalp 
– accident, suicide, or homicide. In this study, accidental 
burn injuries to face and scalp were common with 80.5% 
followed by suicidal burn injuries with 16.6% and homicidal 
burn injuries with 2.9% [Figure 3].

Table 5: Number of patients with facial and scalp 
burns having different TBSA burns percentage for 
the 2 years 2018 and 2019
TBSA percentage of burns Year 2018 Year 2019 Total
10% and below 47 36 83
11–40% 229 192 421
>40% 103 90 193
TBSA: Total burns surface area

Table 6: Smiley score for outcome satisfaction 
analysis of facial burns
Outcome satisfaction Smiley face Score
Satisfied completely

  

6

Moderately satisfied

 

5

Satisfied 4

Unsatisfactory 3

Moderately unsatisfactory

 

2

Not satisfied completely

  

1

Figure 5: Number of facial and scalp burn victims who had 
undergone various treatments in this study for 2 years.
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Coming to the etiology of  the burns to face and scalp, 
it could be due to flame burns, scalds, cracker burns, 
chemical burns – acid/alkali burns, and electrical burns. 
In retrospective multicenter study for 4 years, injuries 
due to flame were the most common cause of  facial 
burns.[11] Scalding was the most common mechanism of  
burn (53.9%) in a retrospective study of  burns conducted 
in Beirut, Lebanon, but here they included burns involving 
all regions.[12] In our study, flame burns to face and scalp 
were common with 52.8% of  cases, followed by scalds 
with 27.1%, electrical burns with 9.4%, cracker burns with 
4.8%, and chemical burns including acid and alkali burns 
with 3.7% [Figure 4]. On comparing the total number of  
survived burn victims admitted with the number of  burn 
victims with facial and scalp burns, 43.6% of  survived 
total burns from flame burns had facial and scalp burns. 
About 44.9% of  survived total burns from electrical burns 
had facial and scalp burns. About 79% (almost 4/5th) of  
survived total burns from cracker burns had facial and 
scalp burns, which is obviously due to cracker injuries 
by flower pot or due to bursting crackers without safety 
precautions. About two-third (65%) of  survived total 
burns from chemical burns had facial and scalp burns due 
to vitriolage [Table 3].

The treatment of  acute thermal burns of  the face in burn 
center starts with management of  airway, circulation, and 
pain control.[13-15] Involvement of  facial and scalp burns 
is prone to inhalational burns and respiratory burns. 
This leads to respiratory embarrassment eventuating 
to mechanical ventilation by oral endotracheal tube or 
tracheostomy.[16-19] In our study, only those patients who 
recovered from all these initial complex problems and who 
survived were included in the study.

The nutritional requirement is higher due to increased 
metabolic rate in burns and is dependent on the extent of  
burns determined by TBSA calculated by various formulas 
such as Wallace, Lund, and Browder chart. In this study, 
burns percentage calculation was done by following Lund 
and Browder chart. According to Lund and Browder chart, 
face and scalp contribute to 7% in adults, 9% in 15 years, 
11% in 10–14 years, 13% in 5–9 years, 17% in 1–4 years, 
and 19% in infants <1 year. In this study, it was found that 
for the 2 years 2018 and 2019, the patients having facial 
and scalp burns with 3–6% were the highest with about 
419 patients out of  697 (60.1%), followed by those with 
7% burns and above which was found to be 185 patients 
(26.6%), and those with 1–2% facial and scalp burns were 
the least with 93 patients (13.3%) [Table 4].

In this study, it was also found that 421 patients with facial 
and scalp burns had 11–40% TBSA burns out of  697 
patients for 2 years 2018 and 2019 contributing to 60.4%. 

One hundred and ninety-three patients (27.7%) with facial 
and scalp burns had more than 40% TBSA burns. This less 
number of  patients in this category was due to decreased 
survival in patients having more than 40% TBSA burns. 
Eighty-three patients with facial and scalp burns (11.9%) 
had 10% and below TBSA burn [Table 5].

The facial and scalp burns are treated conservatively by 
doing simple non-adherent paraffin dressing in case of  
first-degree burns and second-degree burns. If  the burn 
is found to be second-degree superficial burns particularly 
due to scalds, collagen dressing would be ideal. Collagen 
dressing was applied in these cases particularly in pediatric 
age group, as it does not require dressing changes which 
is painful and requires anesthesia. In case of  mixed 
burns with second-degree superficial and second-degree 
deep burns, silver impregnated dressings can be tried in 
selected cases and it depends on the availability due to 
its high cost. Third-degree burns involving full thickness 
of  skin require skin grafts. Resurfacing the burn injuries 
over face with graft is based on the esthetic subunits of  
face to prevent secondary contracture.[20] Early excision of  
burn wound and resurfacing with skin graft particularly 
over face gives early healing of  wound and better esthetic 
outcome.[21-28] Fourth-degree burns exposing bone, vessels, 
and other vital structures require flap cover. The above 
protocol of  treatment was followed in this study. In this 
study, conservative management predominated with 418 
patients due to rich vascularity of  face and scalp, followed 
by skin grafts with 147 patients, and collagen dressing in 
94 patients [Figures 5 and 6]. Silver-impregnated special 
dressings were tried in 28 patients. In only 10 patients with 
burn wound over face and scalp, flap cover was required 
primarily [Figure 5]. Among these 10 patients, two patients 
with scalp defect were treated with scalp rotational flaps, 
four patients with scalp defect were treated with scalp 
transposition flaps, one patient with scalp defect was treated 
with bipedicled scalp flap, two patients with defect over face 
exposing mandible were treated with free anterolateral thigh 
flap, and one pediatric patient with nasal defect was treated 
with pedicled forehead flap [Figure 7]. These flap patients 
were advised to have further surgical correction such as 
flap thinning and tissue expansion for scalp to improve the 
cosmetic appearance, and some of  them deferred due to 
personal reasons. Overall, 157 patients out of  697 facial 
and scalp patients (22.5%) were treated surgically with skin 
graft and flap.

After healing of  burn wounds, patients were followed 
for minimum of  9 months regularly for physiotherapy, 
oil massage, and compression garments to prevent 
hypertrophic scar. In some patients, secondary surgical 
procedures such as flap thinning, flap adjustments, 
ectropion of  eyelid, and lip correction were required to 
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correct the deformities caused by burn scar contracture, 
which was done as and when required.

Outcome Satisfaction Analysis
Satisfaction of  outcome of  all burn cases included in this 
study was analyzed. It was found that the proportion of  

agreement between surgeon and patient satisfaction is 
46.4%. While analyzing the results statistically by McNemar 
test, P<0.0000001 (<0.05) is statistically significant. Here, 
the perception about the satisfactory outcome by the 
patient and assessor was the same in 127 (115+12) patients 
(46.4%). In remaining 147 patients, surgeon was satisfied, 

Figure 6: Five patients with the smiley scores, one patient with facial burn who was treated conservatively (a), other one was treated 
with collagen (b), the third one was treated with skin graft (c), fourth one with ear burns (d), and fifth one with second degree deep 

burns with hypertrophic scar (e)

a b c

d e

Figure 7: Three patients, one patient with scalp defect following electrical burns exposing parietal and temporal bone which was 
covered with scalp transposition flap (a), another patient with facial burns, with injury to left eye, ectropion of left eyelid and 
deformity of mouth exposing mandible which was treated with free anterolateral thigh (ALT) flap (b) and another patient with 

electrical burns which was treated with pedicled seagull forehead flap for the reconstruction of nose and skin graft for the cheek (c)

a b c
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but patient was not satisfied in 107 patients, and surgeon 
was not satisfied, but patient was satisfied in 40 patients. 
Since the P value is statistically significant, the difference of  
opinion about their satisfaction by the surgeon and patient 
is valid and not occurred by chance [Table 7].

These 274 patients were divided into two groups based on 
depth of  burns. Superficial burn group included patients with 
first-degree burns and second-degree superficial burns and, 
it was found that 76 patients were in this group. Deep burn 
group included patient with second-degree deep burns and 
third-degree burn and, it was found that 198 patients were in 
this group. While analyzing the superficial burn group, P value 
by McNemar test is 0.13361 (>0.05) which is statistically not 
significant [Table 8]. This implies the difference of  opinion 
about their satisfaction by the surgeon and patient is not 
valid and occurred only by chance. While analyzing the 
deep burns group, P = 0.00 (<0.05) is statistically significant. 
Here, the perception about the satisfactory outcome by the 
patient and assessor was the same in 47 (35+12) patients 
(23.7%). In remaining 151 patients, surgeon was satisfied, 
but patient was not satisfied in 107 patients, and surgeon was 
not satisfied, but patient was satisfied in 44 patients. Since 
P value is statistically significant, the difference of  opinion 
about their satisfaction by the surgeon and patient is valid 
rather than by chance [Figure 6]. Hence, in 76.3% of  the 
patients, what the surgeon perceived about the satisfactory 
outcome was not the same as the patients [Table 9].

Two hundred and seventy-four patients were further 
categorized into three groups based on the mode of  
treatment – non-surgical, skin graft, and flaps. Among 
these 274 patients, 156 patients were treated conservatively, 
108 patients were treated with skin grafts and 10 patients 
with flaps. On analyzing the outcome satisfaction of  patients 
treated non-surgically, P = 0.0175 (<0.05) is statistically 
significant. Here, the perception about the satisfactory 
outcome by the patient and assessor was the same in 80 
(76+4) patients (51.3%). In remaining 76 patients, surgeon 
was satisfied, but patient was not satisfied in 52 patients, 
and surgeon was not satisfied, but patient was satisfied 
in 24  patients [Table  10]. On analyzing the outcome 
satisfaction of  patients treated with skin graft, P = 0.0026 
(<0.05) is statistically significant. Here, the perception about 
the satisfactory outcome by the patient and assessor was 
the same in 36 (28+8) patients (33.3%) [Table 11]. This 
implies that difference of  opinion about their satisfaction 
with those treated conservatively and those treated with skin 
graft is valid [Figure 6]. However, those treated with flaps, 
outcome satisfaction is not valid since P = 0.24821 (>0.05) 
is statistically not significant [Table 12].

While analyzing the burns region wise, 31 patients were 
found to have scalp burns and P = 0.72367 (>0.05) is 

Table 8: Statistical analysis of outcome 
satisfaction of superficial burns patients

Patient
Surgeon

Satisfied Not satisfied Total

Satisfied 72 4 76
Not satisfied 0 0 0
Total 72 4 76
McNemar test statistic value is 2.25. P=0.13361 (>0.05) – statistically not significant

Table 10: Statistical analysis of outcome 
satisfaction of patients treated non‑surgically

Patient
Surgeon

Satisfied Not satisfied Total

Satisfied 76 52 128
Not satisfied 24 4 28
Total 100 56 156
The percentage agreement is 51.3%. McNemar test statistic value is 9.59211. 
P=0.0175 (<0.05) – statistically significant

Table 11: Statistical analysis of outcome 
satisfaction of patients treated with skin graft

Patient
Surgeon

Satisfied Not satisfied Total

Satisfied 28 52 80
Not satisfied 20 8 28
Total 48 60 108
The percentage agreement is 33.3%. McNemar test statistic value is 13.34722. 
P=0.0026 (<0.05) – statistically significant

Table 9: Statistical analysis of outcome 
satisfaction of deep burns patients

Patient
Surgeon

Satisfied Not satisfied Total

Satisfied 35 107 142
Not satisfied 44 12 56
Total 79 119 198
The percentage agreement is 23.7%. McNemar test statistic value is 25.45695. 
P=0.00 (<0.05) – statistically significant

Table 7: Statistical analysis of outcome 
satisfaction of all facial and scalp burns patients

Patient
Surgeon

Satisfied Not satisfied Total 

Satisfied 115 107 222
Not satisfied 40 12 52
Total 155 119 274
The proportion of agreement between surgeon and patient satisfaction is 46.4%. The 
P value by McNemar two‑tailed test is<0.0000001 (<0.05) – statistically significant

Table 12: Statistical analysis of outcome 
satisfaction of patients treated with flaps

Patient 
Surgeon

Satisfied Not satisfied Total

Satisfied 7 3 10
Not satisfied 0 0 0
Total 7 3 10
The percentage agreement is 70%. McNemar test statistic value is 1.33333. 
P=0.24821 (>0.05) – statistically not significant
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statistically not significant [Table 13]. Thirty-eight patients 
were found to have ear burns and here it was found that 
assessor was not satisfied in all 38 patients, but 36 patients 
were satisfied with their final outcome. While analyzing the 
satisfaction outcome by those with ear burns, it was found 
that P = 0.00 (<0.05) is statistically significant [Table 14]. 
This shows that the difference of  opinion about the 
satisfaction in those with ear burns is valid rather than by 
chance [Figure 6].

In burn surgery, the form and function in more important, 
but in esthetic surgery, esthesis is of  utmost importance. 
It is not possible to give 100% satisfaction to the patient 
based on the esthesis, since burn surgery is entirely different 
from esthetic surgery.

Limitations
Accidental victims usually will have more burns over 
extremities and trunk, and suicidal victims will have 
more burns over face and scalp. However, in this study, 
accidental victims with facial and scalp burns (80.5%) were 
more compared to suicidal victims (16.6%). This could be 
due to higher mortality in suicide burns or due to hiding 
the suicidal facts by the patients and their attenders and 
changing their statement from suicidal to accident as mode 
of  injury. This could be subjective variance by patient and 
their attenders to events. The outcome analysis was done by 
the patient and assessor. Hence, there could be subjective 
variance by the patient.

CONCLUSION

Adult male burn survivors have higher incidence of  face 
and scalp involvement. Accidental flame burns have shown 

higher involvement of  face and scalp burns. Survival is 
better in inpatients with <40% TBSA burns. The incidence 
of  facial and scalp burns in survivor was 41.3%.

The final outcome of  satisfaction is based on the 
patients’ perception about themselves. The views about 
satisfactory outcome done by smiley score are valid in 
patients with deep facial and scalp burns, and those treated 
conservatively. Perception of  satisfaction or unsatisfaction 
about outcome of  treatment both by surgeon and patient 
is significant when skin grafting has been done or when ear 
burn has been managed. Overall, perception of  outcome 
by surgeon and patient is the same in about 46.4% of  the 
patients included in this study.

The yardstick of  satisfaction may have to be tilted 
differentially by the burn surgeon from an esthetic surgeon, 
while dealing with patients having facial and scalp burns. 
This mindset self-motivates the burn surgeons and this will 
help the burn surgeons to improve their skills.
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