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Nursing Care for Patient Who Underwent Face
Transplant During Intensive Care: A Case Report

Yiiz Nakli Yapilan Hastanin Yogun Bakim Siirecindeki
Hemsirelik Bakimi: Olgu Sunumu

ABSTRACT There is restricted information on nursing care and follow-up for patients undergoing
face transplantation. After face transplantation, the nursing interventions to follow-up and allayment
the patient and the discussion of the responsibilities of the nurse in drug management will contribute
significantly to the healing process of the patient. This case involves nursing care in the intensive
care period after surgery of the patient with face transplantation. To 26-year-old male patient, a
full face transplant including the ears and the scalp was performed. In the post-operative intensive
care period; the patient was closely monitored for hemodynamic balance, pain management, with
the aim of preserving for infection control and tissue viability. The patient was followed-up for 8
days in the intensive care unit and did not develop any life-threatening problems. The importance of
nursing in the care of patients undergoing face transplants is undeniable. Especially in the intensive
care process; feeling the presence of the nurse for pain and agitation control, drug management
sudden changing hemodynamic status, maintaining patient and environmental safety for infection
control is the responsibility of the nurse and are important initiatives that contribute to the patient’s
recovery. However, the literature on proper nursing care for such an important responsibility is
very restricted. This case report is thought to be enlightening for nurses in the care of patients
undergoing face transplantation.

Keywords: Face transplantation, nursing care, intensive care

Oz Literatiirde yUz nakli yapilan hastanin hemsirelik bakimi ve izlemine yonelik bilgi oldukca kisithidir.
YUz nakli sonras| hastanin takibi ve rahatlamasina yonelik hemsirelik girisimleri ve ilag yonetimindeki
hemsirenin sorumluluklarinin tartisiimasi hastanin iyilesme strecine 6nemli katkilar saglayacaktir.
Bu olgu yUz nakli olan hastanin cerrahi sonrasi yogun bakim slrecindeki hemsirelik bakimini
kapsar. Yirmi alti yasindaki erkek hastaya kulak ve sacli deriyi de kapsayan total yuz nakli yapildi.
Hasta operasyon sonrasi yogun bakim strecinde; hemodinamik denge, agri yonetimi, enfeksiyon
kontrolt ve doku canliliginin korunmasi amaci ile yakindan izlendi. Yogun bakimda 8 gtin takip edilen
hastada hayati tehdit eden herhangi bir problem gelismedi. YUz nakli yapilan hastalarin bakiminda
hemsireligin dnemi inkar edilemez. Ozellikle yogun bakim stirecinde; agri ve ajitasyon kontrolii igin
hemsirenin varligini hissettirmesi, ani degisen hemodinamik duruma gére ilag yonetimi, enfeksiyon
kontroliine yonelik hasta ve ¢evre glvenliginin slrddrilmesi hemsirenin sorumlulugunda olan ve
hastanin iyilesmesine énemli katki saglayan girisimlerdir. Ancak boylesine énemli bir sorumluluk igin
uygun hemsirelik bakimi konusunda literatlr oldukca kisithdir. Bu olgu raporunun yiz nakli yapilan
hasta bakiminda hemsireler icin aydinlatici olacagi distntlmektedir.

Anahtar Kelimeler: Yz nakli, hemsirelik bakimi, yogun bakim
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Introduction

Face transplantation, known as a composite tissue
transplant, is a treatment that is considered as the gold
standard for severe facial injuries (1,2). Face transplants
ensure that the recipient’s face is restored both functionally
and cosmetically via a single major surgery in circumstances
where conventional reconstruction could yield limited
success (1,3,4).

Before considerable success was achieved by face
transplants and their use was widespread, flaps and
grafts were commonly used for the treatment of facial
injuries (). However, these treatment methods could not
ensure an aesthetic result and usually caused tight scars that
led to functional loss and problems with facial expression (5).
Through face transplantation; however, it is more likely to
have a normal looking face that allows the movement of the
deep structures (5). The first face transplant was performed
in France in 2005 (6) and, to present, 23 face transplants
have been performed throughout the world (7). Although the
results of these transplants were mostly promising, a patient
who underwent face transplant in China died one year after
the surgery (7,8). In Turkey, the first facial transplant surgery
was performed on January 21, 2012, at Akdeniz University
Hospital (9). Subsequently, two transplants were performed
in the medical school hospitals of Hacettepe and Gazi
Universities and a total of 5 transplants were carried out in
Akdeniz University Hospital (9). Between May 14" and 15"
2012, a full face transplant (including the ears and the scalp)
was performed at Akdeniz University Hospital (9).

Face transplantation surgeries require intense
concentration and should only be performed by a team
of experts with well-defined duties (3,10). Nursing care is
important from the moment a patient is initially evaluated,
throughout the patient’'s hospitalization from admission to
discharge, and at all outpatient follow-ups (11). During the
surgical process, postoperative follow-up and nursing care
are crucial for the success of the treatment (1,12). In the
literature, there is limited information on nursing care and
follow-up for patients undergoing face transplantation (11).
Based on the present case report, this article addresses
nursing care for face transplant patients throughout the
clinical process and during intensive care after surgery.

Case Report

History of Patient

The male patient was 26 years old. He suffered facial
injury in 2007 when his firearm went off while he was

cleaning it. The patient whose mid-face (nose, palate,
upper and lower jaw and the anterior tongue) was missing,
underwent about 30 surgeries-though serious defects, both
structural and functional, remained on his face. He suffered
from functional problems regarding respiration, speaking,
eating, and drinking. About one year ago, the patient was
prepared for the face transplant surgery through psychological
and physical intermittent meetings and examinations.

The operation lasted about 14 hours. Throughout the
operation, 13 units of red blood cell and 2 units of fresh
frozen plasma were used. When the patient was admitted
to the intensive care unit, he had an arterial and a central
catheter in place and had undergone tracheotomy.

Preparing Patient Room for Postoperative
Intensive Care

Nursing interventions specific to the face transplant
surgery were used for the treatment of our patient and listed
in the case report. Briefly, the first step postoperative nursing
care processing and the patient's room were prepared in
intensive care unit before the operation. All equipment and
devices were made available. Spare mechanical ventilators,
infusion pumps, perfusors, and vital sign monitors were
obtained in order to ensure uninterrupted and continuous
mechanical ventilation, vital sign monitoring and drug
infusion, and to eliminate the risk of malfunction.

Hemodynamic Monitoring

In order to achieve hemodynamic stabilization, the patient
was closely monitored and the mean arterial pressure,
hematocrit, and urinary output were kept at 65 mmHg,
greater than 27.0%, and 1 to 1.5 mL/kg/h, respectively. Since
arterial route occlusion or other problems can occur during
the transfer of the patient to the intensive care unit, the
arterial line system was calibrated and blood pressure was
confirmed via non-invasive measurements. The monitored
parameters were carefully observed for any sudden changes,
and the alarm limits were set to critical levels.

When the patient was admitted to the intensive
care unit, his vital findings were as follows: mean arterial
pressure: 65 mmHg, systolic arterial pressure: 114 mmHg,
diastolic arterial pressure: 63 mmHg, heart rate 123/min,
oxygen saturation: 100%, and urinary output: 0.3 mL/kg/h.
He was ventilated with a Maquet® (firm, production land)
ventilator using the following settings: volume assist control
with fraction of inspired oxygen: 0.4, 5 cm H,O positive
end-expiratory pressure, and 500 mL tidal volume. Since
the patient had hypotension during surgery, the inotrope
drug (0.8 mg/kg/h Dopamine IV infusion) was started in the
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operating theatre and was continued in the intensive care
unit. Esmolol hydrochloride 0.05 mg/kg/min was started to
the patient for tachycardia and drug dose was increased/
decreased according to heart rate. The patient experienced
arterial hypertension (mean arterial pressure: 101 mmHg,
systolic arterial pressure: 179 mmHg and diastolic arterial
pressure: 86 mmHg) on the second day of admission to the
intensive care unit. The patient experienced hypertension
on the postoperative second day; therefore, infusion
nitroglycerin was initiated according to the blood pressure.
During the infusion process, the intravenous route was
checked frequently to ensure patency. Consultations aimed
to determine the cause of hypertension and diagnostic
interventions like renal ultrasonography were carried out. The
examinations for hypertension did not reveal any pathology.
Hypertension was normalized on the postoperative 4" day.
Graft Perfusion Management

Graft perfusion monitoring was performed for color,
texture, capillary refill, and temperature of microvascular
flap. Monitoring was performed every 15-30 minutes and
all observation notes were documented. In addition, we
made the other nursing interventions, including: 1) a head
up at 15 "C-30 °C position was used for enhanced venous
drainage; 2) postoperative head up position and negative
fluid balance were used to reduce face edema; and 3) the
patient’s room was warmed up (between 22 and 24 °C) and
an additional warming tool (underbody warming blanket)
was placed on the patient’s bed to prevent tissue ischemia.
When the patient was admitted to the intensive care unit,
his body temperature was below 35 °C. In order to increase
capillary dilatation and microcirculation through heat, a body
temperature between 36.5 ‘C and 37 °C was targeted.
Therefore, the patient was warmed with a heating blanket.
Two hours after admission to the intensive care unit, the
patient’s body temperature was 36.5 °C. Thus, the warming
procedure was gradually ended. In addition to the heated
blanket, a light source was focused on the graft incision site
and enoxaparin sodium (Clexane® 4000 anti-Xa/0.4 mL was
started for heparinization to assure microcirculation.

In order to prevent tissue rejection, intraoperative |V
steroid (1000 mg) was administered and supplemental anti-
thymocyte globulin IV was used following the first hours of
intensive care unit admission (on the postoperative 0 day).
Opportunistic infection prophylaxis (antibacterial, antifungal,
and antiviral therapy) was administered preoperatively
and continued postoperatively. The patient was treated in
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intensive care unit for 8 days. During the intensive care unit
process, no skin rejection occurred, tissue was successfully
maintained.

In order to speed up tissue recovery, both parenteral
and nasogastric tube feeding was started simultaneously
with the onset of intestinal motility. The patient received
25-30 kcal and 1.5-2 grams of protein per one kilogram of
his body weight per day. Since the patient had nausea and
vomiting on the postoperative sixth day, enteral feeding was
ended and an antiemetic was started. The feeding problems
resolved on the postoperative tenth day and enteral feeding
was continued. No further problems with feeding occurred.

Caring for Infection Control

To prevent ventilator-associated pneumonia, the head of
the bed was elevated between 30 ‘C and 45 °C, secretion
removal via tracheal aspiration was performed, and an
intubation cuff pressure of 20-22 cm H,O was maintained
(13,14). Since the patient had nose, mouth, tooth, and jaw
transplants (along with the face transplant), his oral care was
performed through the aspiration of oral secretion with a
10 Fr suction catheter and recommended lowest suction
pressure (80 mmHg) (15,16). Aspiration was carried out
whenever secretions accumulated excessively in the mouth.
In order to protect the oral incision area, the aspiration was
performed without pushing the suction catheter too deep
into the oral cavity. Oral care using a solution was started
after the patient was discharged from the intensive care unit.
In addition to the oral care, traceostomy care was performed
twice a day to prevent ventilator-associated pneumonia.
During the intensive care unit process, infection signs were
not observed.

Caring for Pain and Agitation

The patient experienced agitation during the waking
process after 72 hours admittance to the intensive care unit.
Our patient had undergone full face transplant involving
the upper and lower jaws, the nose, and the base of the
tongue and eye lids. Therefore, it was assumed that the
agitation may be a result of the high number of incisions
and limitations, including the inability to talk, use facial
expressions, and move. In order to soothe the patient, he
was informed of his whereabouts, the management of his
anxiety, and continual healthcare provision. He was asked to
perform a “hand squeeze"” to answer our questions about
his consent for certain procedures, because of, he could not
speak and move eye lids. All procedures were carried out
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only after it was clear that he was content with them. It was
observed that the patient was more relaxed and comfortable
this way. Dexmedetomidin (Precedex®) IV infusion was
administered to control the patient’s agitation and midazolam
(Dormicum®) 1.5 mg IV bolus was supplemented when
needed. The patient’s agitation that gradually decreased was
totally managed on the postoperative fifth day.

The patient was transferred to the general ward from the
intensive care unit on the postoperative tenth day, and no
problems with hemodynamic values or the face flap were
observed.

Discussion

During the surgical process, postoperative follow-up and
nursing care are crucial for the success of the treatment
(1,12). In New York University’s Langone Medical Center,
the nursing department has developed and implemented
a comprehensive educational program for staff before
performing its first face transplant procedure. The main
educational focus has been on airway management,
Hemodynamic management, immunosuppression regimen,
free flap management, identification of acute rejection,
delirium and psychosocial needs, and postoperative
communication needs (11). The care goals in the intensive
care period are the maintenance of tissue perfusion,
cardiac and hemodynamic stabilization, pain, and agitation
management (10,17).

Hemodynamic Stabilization

Hypotension or hypertension and hypovolemia or
hypervolemia could be detrimental to flap viability and
affect patients’ outcomes (18). Nurses are in charge of the
multiple drug and fluid infusions used for the management
of hemodynamic changes. In particular, the brief increases
and decreases in the administration of vasoactive agents
may cause hyper- and hypo-tension. The patency and
safety of the intravenous path should be ensured in order
to administer drugs and fluids for the prevention of rapid
hemodynamic changes (19,20). Similar to other organ
transplants, face transplants may lead to prolonged
anesthesia, hypothermia, blood loss, and postoperative
hemodynamic alterations due to immobility. Therefore, an
experienced nurse must care for the patient during each shift
(17-22). Literature studies commonly report hypovolemia
due to massive intraoperative bleeding, tachycardia, and
hypertension after face transplantation surgeries (10,23-27).

Vital sign monitoring and uninterrupted drug infusion have
vital importance during the postoperative intensive care
period (21). Therefore, we think that postoperative nursing
care for hemodynamic changes was managed successfully
for our case.

Graft Perfusion Management

Flap assessment is vital in monitoring the success of
the transplanted face. Nurses caring for postoperative
patient with face transplantation need to have appropriate
knowledge and skills in monitoring flap viability, factors that
affect flap survival detrimentally, and early recognition of
complications. It is well documented that there are a number
of microvascular flap observations that need to be carried
out as part of the flap assessment. They include the color,
texture, capillary refill, and temperature of microvascular flap
(18). Color is often the best indicator of the adequacy of
blood flow flap. If the arterial supply is occluded, the flap
may become pale or mottled blue. If the flap is purple/blue
in color, the venous occlusion may be occurring and nurses
caring for postoperative patients should be mindful of the
complications (28,29). Capillary refill was done by applying
gentle finger pressure over the flap. The flap should blanch
with a return of color within 2-3 seconds after the pressure
is released. If the capillary refill is longer than two-three
seconds, it may be indicative of arterial insufficiency. If
capillary refill is less than 1 second or the tissue does not
blanch at all, this may be indicative of venous congestion/
occlusion (28,29). The flap should be warm to finger touch,
and a cool flap may indicate a problem with the arterial
supply (28).

Flap tissues are susceptible to interstitial edema having
had their lymphatic drainage disrupted. Drain patency should
be checked to ensure uninterrupted venous drainage. Edema
reduces flow to the flap and may be a result of extreme
hemodilution, trauma from handling, or a prolonged ischemia
time (10). Crucial intervention against tissue perfusion is
hypothermia management (30,31). Hypothermia increases
blood viscosity and causes vasoconstriction, which
eventually results in decreased tissue blood flow (17,32).

Caring for Pain and Agitation

In the process of intensive care after face transplant
operation, there is no nerve innervation in transplanted facial
tissue. Therefore, patients cannot move eyes, lips, or other
facial movements and feel weight of flap on their face. A
feeling of heaviness in the face and speech disability causes
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agitation in patients. There are many studies in literature that
report problems in intensive care patients such as pain (27),
intubation-related discomfort, difficulty swallowing, intense
feeling of thirst, inability to talk (33,34) and anxiety all of
which result in agitation (35,36). Along with these problems,
face transplant patients suffer from face transplant “trauma”
and fear or worry about their future face (37). Communication
barriers may exist and make it challenging for patients to
articulate their needs and feelings. Some examples include
inability to speak due to a tracheostomy, transplanted
intraoral components, inability to open eyes due to swelling,
and lack of motor function in the facial allograft (11). Nurses
must be aware of their tone of voice, word choice, and
nonverbal cues that may affect the patient’s perception
of care and comfort. It has also been reported that the
nurse’s continuous presence with an intensive care patient
undergoing mechanical ventilation is an effective intervention
(38). Using nursing presence as the basis of the intervention
helps build trust and relaxes the patient. A nurse's use of
presence can help decrease a patient’s anxiety and change
the focus from a highly technical environment, to a more
personal and healing one (38).

Turk J Intensive Care 2018;16:122-27

We present a case report of a patient that had no
problems postoperatively that was not controlled in the
intensive care unit. Face transplantation surgeries require
intense concentration and should only be performed by
a team of experts with well-defined duties. It is safe to
assume that the nurses’ responsibility of effective drug
management, patient follow-up, and interventions aimed
to relieve the patient contribute significantly to the healing
process of the patient.
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