
WHILE THE CORNERSTONE  
of modern burn care continues to be 
surgical excision occurring 24 to 72 
hours post-injury, the ideal timeline 
and extent of early excision is highly 
variable based on care context, pa-
tient factors and surgeon preference. 

At the 2022 American Burn Associ-
ation Meeting, Integra LifeSciences 
brought together a group of burn 
surgeons from around the country 
to discuss their personal experience 
and challenges in learning adequate 
excisional debridement. 

In this excerpt, the burn surgeons re-
flect on their early experiences with 
excisional debridement: the sur-
prises, early failures, and successes. 
They also share how their experience 
has informed their mastery and best 
practices, and what core advice they 
share with incoming residents. 

Ultimately, the group agrees that re-
flection and refining has been critical 
in building their expertise as well as 
in achieving superior outcomes with 
their patients.  

Here are excerpts from the discussion.
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We didn’t have as many things as we do now. We just had 
our Weck knives. When I talk to some of the elders, they were 
doing pinch grafts. They didn’t have fancy dermatomes, and 
now we have two different kinds of dermatomes. 

One of the things that I wished that we spoke a lot more 
about was what you’re looking at in the wound bed. What do 
I want to excise? What do I want to avoid? 

Then there are those certain 
things that come with time, 
such as how you really start 
managing the scar with the 
initial excision and  
debridement. 

I am so much more thoughtful about that now in my career 
than I was when I was starting out. I don’t think we really talk 
about that, or we didn’t when I was training. 

Dr. Crombie: 

Dr. Jeng: 
Training was a lot more harsh back then. The premise of train-
ing back in the ‘80s was: “See one, do one, teach one.” Then 
there’d be a long period of time where you’re still an appren-
tice and a journeyman with the master still criticizing you on 
every case that you do—that’s how I learned to do burn ex-
cisions. 

Every day my mentor would 
go over why my skin grafts 
failed. 

He said to me once, “Jimmy, you think the skin grafting stuff 
is real easy, don’t you?” And I said “Uh-huh.” Then he took me 
behind the woodshed and just read me the riot act. 

It was through this rigor and daily education that I learned 
what an adequate excisional preparation for skin grafting is, 
all sorts of tricks about how to handle tissue, what can and 
can’t take a skin graft, and what are the special consider-
ations when you’re applying skin grafts on different surfaces.

Looking back, how has training on excision 
evolved, especially when you think about how 

you train new surgeons today?
Q.
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I trained in a period where the attendings 
would say that if you have a hair-bear-
ing area, excise all the hair to make sure 
that you don’t have hair grow under-
neath your skin graft. Then when I took 
my first job, everybody was like, “Leave 
more, and come back and debride mul-
tiple times.”  

Getting the wound bed ready is the most 
important part of the whole procedure. 
I probably take more than you need to, 
but I certainly think it results in making 
sure that you have a good wound bed to 
go forward to whatever the next step is.

I probably am 
more aggressive 

now than I was 
when I first  

started training. 

I had the fortunate experience of having training from a 
general surgery standpoint with our burn director who was 
a surgeon in Vietnam. His perspective on things was a little 
bit different than what mine is currently. 

Looking back, it was pretty gruesome. We didn’t use tourni-
quets—you just kept cutting until it was bleeding aggres-
sively. We weren’t really meticulous with hemostasis; ev-
erything got meshed. It was the school of thought that you 
should put the graft on while it’s still aggressively bleeding 
because that will help the graft imbibe. 

That’s drastically different 
from what I do now and how 
I train my residents—
there’s no purpose in that bleeding. It’s not safe for the pa-
tient. Looking back, being a junior level resident, you don’t 
really know the difference. But then having transitioned 
through into plastic surgery training, I saw how they ap-
proach it with tourniquets and meticulous hemostasis, 
which helps to mitigate problems with graft take.

Dr. Bell: 

Dr. Kopari: 
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Dr. Fidler: 

I’ve become a little more patient with my  
subsequent closure. 

When we started, we didn’t know 
much about anything other than sur-
gical debridement. When I took over, 
just fortuitously, our hospital hap-
pened to be using a lot of enzymat-
ic debridement. That became one of 
the initial mainstay treatments for 
us—not only was it therapeutically 
helping, but it also helped us to di-
agnose the depth of that burn with-
out any fancy equipment. Because if 
it cleaned up in a day or two, then it 
was likely to clean up and heal and not 
need surgery. And if it didn’t, then we 
could make that trip to the OR faster.
 

We’re much more 
concerned about 
preserving  
dermis now. 
Now we do a lot of Versajet rather 
than sharp debridement if we can 
avoid it, because it’s a little more se-
lective and a little more slow and gen-
tle. It takes more time, but we think 
it’s worth preserving as much dermis 
as possible to A.) Potentially prevent 
the need for an autograft, but also B.) 
To give that child the best chance of 
healing.

Dr. Glat: 

The most common thing done in burn surgery is typically 
a split-thickness skin graft. I’ve become much more willing 
and much more compelled to wait a little longer, to make 
sure that the skin graft is going to take, and take as well as I 
and the patient hope. Earlier in my career, I was much more 
satisfied with even a 90% take. Then you start to realize 
those subsequent operations are morbid to a certain extent. 

Very early I learned that the host is important, the patient’s 
nutrition is important, and the patient’s circulation is im-
portant. We tend to over focus on manipulating the wound. 
Obviously respecting patients are not plants, but that con-
cept where if you have a plant that’s not doing well, you are 
more focused on the soil for success, not the leaves. 

I’ve learned that you really want to make sure that you’re im-
proving the host, because skin is built to heal—that’s what 
it does. We have a lot of leeway with that, but I wouldn’t 
forego doing our best to set that patient up for success by 
fixing their physiology. Get their diabetes and circulation 
under control, and make sure their dialysis is on time. 
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What surprised you about excisional 
debridement as a new surgeon? 

What did you have figure out on your own?
Q.



One huge thing that I had to 
figure out on my own was 
that timing of the operation 
makes a big deal.
Of course, we don’t necessarily always have the luxury of opti-
mal timing. It depends on when the patient is referred to us as 
a tertiary referral. Do we get to them right off the bat? Do I get 
them a month later after somebody had excised them already 
and I’m dealing with the scar? 

Also, the fact that the impact of medical conditions is tremen-
dous. If somebody has a hemoglobin A1C of 12, is that going 
to be something that’s going to be helpful in healing the 
wound? The answer is no.

And certainly the types of dressings and debridement that we 
do outside of the operating room are also just as important.  
I don’t think that’s something that I realized at the beginning 
of my career that I’ve had to figure out on my own. 

Dr. Crombie: 

Dr. Kopari: 
The night before my procedures, I always visualize my plan. I 
write a wishlist for the operating room with everything that I’m 
going to need for that procedure. I give that to the operating 
room staff the night before. 

I’ve held myself to that standard, because there have been 
times when I’ve changed the plan inter-operatively because I 
think, maybe we can get by doing something else, and then 
the outcomes aren’t as good.
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I think everybody 
has under-excised 
a wound  
at some point. 

Everybody can present all the successes, 
but I think it’s the failures that you learn 
the most from. It’s early in the first year, 
or maybe year two, that you really have 
those failures, and hopefully, you don’t 
have many. It’s important to go back ret-

rospectively and look at those pictures 
and photographs in the operating room 
and say, “This is why it failed.”

The one case that I recall was a pilot. He had been in a significant crash, 
and it had taken a while for us to get him stable and to the operating room. 
It’s funny because on the overall body, we were almost under-excising. But 
then for whatever reason, we ended up over-excising on his face.

Now, many years later, I realize that 
so much of who we are is the con-
tour of your face so you want to 
preserve that contour as much as 
possible. 
You don’t want to debride until almost the very end, but see what will heal 
on its own. This patient was definitely over-debrided and I realized that it 
changed his scars so tremendously. 

We could have done better. We could have debrided a little bit less on the 
face. We could have debrided a little bit more on the body, and it would’ve 
been a better outcome. The good thing is that it happened very early in my 
career, and he was so inspired by his burn that he subsequently went on to 
become an anesthesiologist. His outcome doesn’t bother him, but it both-
ers me.

Dr. Crombie: 

Dr. Hartman: 
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Can you recall a specific failure you experienced 
involving excision as a surgeon just starting out? 
How did it inform your current best practices?

Q.



Dr. Crombie: 

When I was a fellow, I had a patient who was a 16-year-
old kid and we, two attendings and a fellow, were ex-
cising on the head at the same time and he bled out. 
Anesthesia was in the middle of shift-change, and the cir-
culating nurse was on the phone calling for blood, and no-
body was at the bedside with this kid, besides us operating. 

All of a sudden, we’re coding this child with a scalp burn. 
From that moment on, blood loss is incredibly important to 
me.

I’m more diligent because I 
had that experience, and I 
never want that to happen 
again.  
By the way, that kid is fine. He’s a great kid. But now I use a 
lot of communication and just constant feedback. I’ll tell the 
anesthesiologist, “Every 0.2 in temperature, I want to know.”

Dr. Kopari: 

We don’t have a lot of pediatrics, but we do have some peds. 
And one of the things I always struggle with is how do you 
decide when to excise a deeper second-degree burn. Be-
cause it’s going to be cosmetically and functionally better 
versus the expectant management. I distinctly remember 
we had a patient where the parents were physicians and 
they just didn’t want their kid to have an operation, a two-
year-old with a burn on the dorsum of the foot. 

And then subsequently, as you can imagine, a scar hap-
pened. And then as the child grew, the scar had a contrac-
ture and it started to deform the bones around it. So clearly 
that particular wound probably should have been excised 
and grafted.
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I advise those new  
to excision to be very  
delicate and thoughtful. 
Excise the tissue as thin as 
possible and keep excis-
ing until you get down to 
the right level. Because I 
think over excision is detri-
mental. You can’t put that 
tissue back. Some of these 

residents are a little bit 
heavy-handed when they 
don’t know how to use a 
Weck blade. The key is to 
just barely kiss the tissue. 
You can always keep taking 
slices like prosciutto.

Dr. Bell: 

What advice about excision has stuck 
with you over the years that you continue 

to share with new residents?
Q.
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Dr. Jeng: 

Dr. Fidler: 

I think that the outcomes 
both in terms of the large sur-
face area, ‘Hail Mary’ burns, 
as well as the cosmetic out-
comes are much better if you 
can salvage conditionally vi-
able dermis. But that means 
getting in there quickly be-

cause what I’ve tumbled to 
is death begets death. If you 
have dead tissues sitting next 
to conditionally viable tissue, 
that conditionally viable tis-
sue will probably go on to die 
either by apoptosis or necro-
sis. 

Removing the necrotic tis-
sue early on and coaxing the 
conditionally viable tissue 
to survive is really where my 
practice as a very senior burn 
surgeon is headed. It’s grad-
uate seminar stuff. It’s not for 
the beginners, but it’s some-

thing to strive for as you 
evolve from an apprentice to 
a journeyman to a master.

I start with the 
idea that we take 
care of people and 
not wounds. 

So it’s important to compare the clin-
ical circumstance to, I don’t love this 
term, but the aggressiveness of the 
excision. It’s very important to make 
good study of what tissue has to be 
removed urgently and what tissue is 
worth giving some time to determine 
what it needs. Because a wound is not 
a static thing. 

I think over the years, you become bet-
ter and better and better because you 
have more and more opportunities to 
file these nuanced ideas. You start think-
ing, “This needs to go for sure. This is 
worth salvaging or isn’t worth the both-
er because in the end, it’s not going to 
change the patient’s outcome.” I think 
discerning how much and when is still 
a big part of becoming more skilled at 
debridement.



What I’ve gradually started to do over time is starting from 
the beginning, asking the residents in the trauma bay, “What 
do you see?” So even if we’re coming to day three and my 
partners have been operating on day one and two, we start 
from the beginning and say, “What do you see in the wound? 
What happened 24 hours later? What happened 48 hours lat-
er?” Just so that I get them to always be thinking, “Where do 
we need to start? What do we have to kind of leave and man-
age by expectant management? Or what should we address 
right away?” 

The other thing is really to educate them about what are the 
other options in terms of using a Weck blade. Can you mi-
cro-debride with a different instrument?   

Could you chemically de-
bride because that’s going 
to allow you to maintain the 
contour? 
And then certainly the timing of the OR, I think is huge 
because all our time is limited. Who are we going to address 
first because they need this on this specific day? And I’ve 

talked to them a lot about the thought processes behind 
why I might leave this person’s dressing on for a certain 
period of time versus take this one’s off because I’m worried 
about this. And then certainly the various infection issues 
that come with burns. 

Then the role of the team. I mean, none of us is in a burn 
center by ourselves, right? I always tell my residents when 
they’re going to interview for a job. You won’t really realize 
how important it is to have your family around you and your 
partners working together. You don’t necessarily need to do 
the same thing, because I think the variety brings a lot of 
richness to the patient’s care, but you do have to communi-
cate.

And then also to talk about our failures. We’re not always 
successful. Look back and be very thoughtful about why we 
failed. What did I miss on the bed and the initial debride-
ment that we could have done better? I think as surgeons, 
sometimes it’s very hard for us to talk about that because 
we’ve been just running, running and being so competitive 
with everybody else. So that’s also an incredible learning 
experience, I think for both the surgeon and the trainee.

 

When you’re in the operating room, somebody can’t just 
walk in there and see one debridement and say, ‘Okay, I 
know how to do that.’ Everybody thinks debridement is 
easy. I don’t think that it’s easy, actually.

Maybe the technical part is 
easy, but actually getting 
down to a healthy wound 
bed and knowing what that 
looks like is the hard part.

Dr. Hartman: 

Dr. Crombie:  
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