
THROUGH DYNAMIC MENTORSHIPS  
and on-the-job exposure, surgeons 
say they have developed fundamen-
tal skills and best practices for ex-
cisional debridement. At the 2022 
American Burn Association Meeting, 
Integra LifeSciences asked a group of 
burn surgeons to share their specific, 
time-tested techniques and tips that 
are at the core of this step of wound 
bed preparation.

For some, the foundations involve 
taking into consideration a wound’s 
evolution and mapping out a staged 
approach. For others, it’s evaluating 
factors beyond the wound such as the 
mechanism of injury and patient nu-
tritional status. Lastly, surgeons also 
share their key technical methods in-
cluding how deep they like to excise, 
how fast to move the blade and how 
they debride exposed bone.

Here are excerpts from the discussion.
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One technical 
thing that I com-
monly correct is to 
actually oscillate, 
move the guard 
faster, than you 
advance. 
 I see a lot of newer surgeons feel they 
need to push the blade—almost in the 
way you use a cheese slicer. But think 
of the dermatome, the pneumatic, and 
how fast it goes and how effective it 

is by cutting. Think longer, steadier, 
and slightly faster oscillation while 
you advance slowly. Keep that forward 
pressure on that blade so that you don’t 
get those little staggers.

That’s a next level technique that you 
can’t always just notice, but you’ve 
seen, “Oh, your excision looks so 
clean,” and then theirs might have 
those little staggered steps.

I like to do as much as I can with the 
patient while they’re supine. Again, 
in that first operation, it’s the safest 
position to operate on people. We 
have access to all the lines, and that’s 
important. 

Early on, I like to autograft some donor 
sites—assuming it’s not a 99% burn. 
Let’s say 60% burn, large injury. My 
personal practice is to prepare for 
central line access, and even a trache-
ostomy. 

I often will excise and autograft in the 
areas of anticipated central line—the 
subclavian and internal jugular regions. 
And while central lines and tracheos-
tomies are allowed to be put through 
eschar, my personal practice is to try 
to mitigate that complication. That’s a 
set up for either line sepsis or erosion. 
That’s a technique that I would strongly 
consider.

Dr. Fidler: 

Dr. Jeng: 
I think the number one take-home lesson is that you should 
almost never single stage excise, unless you are absolutely 
sure that it’s going to be one and done successfully. You need 
to have enough humility to know that when the gray hairs are 
not single staging, it’s because they’ve stepped in it a bunch 
of times. It’s really kind of unconscionable to have an auto-
graft failure and then have a new donor site, and a recipient 
site that are both open. 

The second take-home would be that there are very different 
modes of care for a burn patient. When you have a high Baux 
score, your approach to closing the wounds by excision and 
grafting has nothing to do with a situation where you’re not 
in a life-threatening situation. You basically have a totally dif-
ferent outlook.

There’s actually another evolution in my career: I did a lot of 
translational research when I was younger on conditionally 
viable tissue. I’ve always seen the burn wound as condition-
ally viable tissue as is myocardium after heart attack or brain 

tissue after a stroke. There’s a lot of evidence, both from my 
work and others’ works, that early on after a burn, the com-
ponents of the skin have a lot of viability, but that viability 
continues to evolve over time. 

I’m a huge proponent of  
trying to hold on to  
conditionally viable tissue. 

When you think about the concept of excision, 
what specific technique has stayed with you 

all these years?
Q.

01continued next page



It’s the bigger burns where we get into trouble. There’s so 
much to do and so much going on that I think you lose sight 
of that wound. We go and debride a leg real quick and we go 
and debride another leg or an arm. That’s when you always 
have to go back and take a second look.

Technically, we’ve all used a Weck blade, or a Watson blade, 
or the Malveton, whatever it may be. It’s getting down to 
that healthy tissue layer. That’s the most important, and go-
ing back after you’re done debriding, taking a look, making 
sure everything’s okay, even after all the chaos. 

Dr. Hartman: 
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Because I think that the outcomes both in terms of the large 
surface area, Hail Mary burns, as well as the cosmetic out-
comes are much better if you can salvage conditionally vi-
able dermis. That means getting in there quickly because 
what I’ve tumbled to is death begets death. 
 
So if you have dead tissues sitting next to conditionally vi-
able tissue, that conditionally viable tissue will probably go 
on to die either, apoptosis or necrosis. And if you can early 
on remove the necrotic tissue and coax the conditionally vi-
able tissue to survive, it really is where my practice as a very 
senior burn surgeon is headed. It’s graduate seminar stuff. 
It’s not for the beginners, but it’s something to strive for as 
you become from apprentice to journeyman to a master.

That’s when I go back, get adequate hemostasis,  
and really take a look at the wound.

For me, I take into consideration factors other than just the 
burn itself like the age of the patient, the nutritional status 
of the patient, the mechanism of the burn injury. For exam-
ple, if the patient has a contact burn for a prolonged period 
of time, like they have an extremity caught in a hot press, 
I know that even though I take a patient in the operating 
room, I excise it to what appears to be grossly healthy tis-
sue and bleeding aggressively, that that’s probably going to 
continue to evolve with time. That’s a patient that I would 
not autograft initially, but I would excise with the anticipa-
tion that they’re going to need re-excision.

It’s important to look at the wound bed, and I try to excise as 
superficially as possible. I think that there is a lot of benefit 

to maintaining that deep dermis. I’m not aware of any stud-
ies on this, but I think that if you retain some of that deep 
dermis, it helps to mitigate future scarring. Be very delicate 
and thoughtful with your excision.

Excise the tissue as thin as 
possible and keep excising 
until you get down to the 
right level. 

Dr. Bell: 
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Dr. Kopari: 
Just looking at where you are operating on, the location of 
the wound, really matters. And I always think back to Dr. 
Gibran’s advice. She would always tell us, “Really loose on 
the hand.” 

You’re not pressing and 
pushing hard with the Weck 
or the Goulian. 

My wrists are loose, and you’re gliding over the tissue and 
letting the instrument actually do what it’s supposed to do.

Then swiping back, looking for a good bleeding and looking 
just for that appearance of what a healthy wound bed looks 

like, which I do think just comes with time. In my training 
we used to do biopsies, and we would send them off for 
quantitative, and I don’t have that access anymore. But it is 
something that as you’re training and you’re starting to put 
acellular dermal matrices on, sometimes it’s not a bad idea 
to send off some cultures and make sure that you have a 
clean, healthy wound bed before, or put them on antibiotics 
until you have a final result on that.

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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Because I think over excision is detrimental and you can’t really put it back. Some 
of these residents are a little bit heavy handed when they don’t know how to use 
a Weck blade. Just barely kiss the tissue—you can always keep taking slices like 
prosciutto.

And also—and this is probably the longest part of my case—is the hemostasis, 
which is safe for the patient. It helps minimize graft loss, but also allows an oppor-
tunity to go back and look again before putting a graft on to make sure that the 
wound bed is really optimized regardless of what the graft choice is.

(Dr. Bell continued)



I think that’s another thing I teach fellows: What does dead bone look like? I’ll take a bone burr and debride. The bone will 
bleed pretty briskly if it’s alive. And if bleeds, then I leave it alone. If it doesn’t, then I’ll drill holes into the bone through the 
cortex and hopefully get some of that bleeding from inside to come out.

So the bone’s a big challenge. Obviously, if we are not careful and excise 
healthy periosteum that could have been grafted, dealing with the bone is 
a huge problem. It depends on the location, and every patient’s a little bit 
different in terms of what bone is exposed. If it’s a metacarpal, it would be 
treated differently than the pretibial area. 

I would start by using a diamond-tipped burr and using an ADM on those 
type of wounds to see if I could get that to take and then proceed forward 
with skin grafting. Sometimes those will granulate over with time. Some of 
those patients require flap coverage. If it’s distal third, those patients may 
need a free flap or a soleus. Fortunately, from my training, I’ve learned tech-
niques to provide flap coverage for differing areas of the hands and extrem-
ities, but everybody’s a little bit different

Dr. Bell:

Dr. Hartman: 

04

How do you approach exposed bone?
Q.

Absolutely. With an acute burn, the goal is really to get the 
devitalized tissue off. The wound and the scar always starts 
with your initial excision, but you’re also dealing with the 
massive burn SIRS, and just physiologically, the body is dif-
ferent. There’s not going to be a lot of that rotation of tissue 
flaps and advancements that you’re going to be able to do in 
somebody that’s more stable. 

For the reconstructive burns, that is a different beast primar-
ily because the tissue is tremendously changed. It’s gone 
through an inflammatory phase, and there’s typically a lot of 
scar that you have to think about. 

I spend a lot of time looking at how does the patient move 
out of the OR looking at the different lines of tension and 
contraction. And then going through the pictures and the 
chart and asking, “How has this patient’s scar changed over 
time?” Because as we all know, a lot of it is due to genetic 
variation. There are going to be some patients that have 
elastic scars—they do fine and they don’t need any recon-
struction. They may need a little laser here and there. Then 
there’s some that you’re going to have to do a significant 
release on. 

Dr. Crombie: 

Do you excise differently for a 
reconstruction vs. an acute burn?Q.



With the necrotizing, I’m aggressive. I go big or go home. 
Get the wound out of there. 
I like to not have to take a 
patient back more than two 
or three times. 
 Although I love my trauma colleagues, I think multiple ex-
cisions over and over and then letting the wound granulate 
for the next two months before they refer them to us for a 
skin graft, it’s really hard on the entire system.

In these cases, I’m looking for a healthy wound bed and no 
expanding erythema. I’ll squeeze the skin, and see if there’s 
any purulence that comes out, and take more. I tell people 
I’m skin-deep. I can put skin on anything so if I take a couple 
more centimeters or inches, it’s okay.

Then when it comes to ADMs, I make sure that I’m picking 
something that’s not going to hide and fester an infection, 
because you never know what’s left behind.

Certainly necrotizing fasciitis is being referred to burn cen-
ters now—that’s a much more or aggressive type of etiolo-
gy. You have to cut out basically everything or else the pa-
tient’s going to die. Compare that to the acute burn, where 
you identify parts of the wound bed that can be managed by 
expectant management.

Dr. Kopari:
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What are the differences in debriding for 
say a necrotizing fasciitis soft tissue defect 
or a complex wound versus a large burn? 

Q.

Dr. Jeng:
The chronic wounds—boy, are they complicated. You need 
to look at multi-azimuth problems and knock each one out 
in detail. First, you need to make sure that it’s not diabetes 
driven. If it is diabetes driven, then you need to get good 
control of the diabetes and A1C. 

If it’s not diabetes, then you need to make sure that there’s 
not a venous drainage issue because venous pooling is just 
going to rain on your parade. Then finally you have to worry 
about arterial inflow, and that’s why the vascular surgeons 
are so very important there. Also radiation wounds, you can’t 
win in radiation wounds. There’s nothing you can do about 
that. So I think with wound care, I think you need to recog-
nize early on that there is a large subset of the people that 
you take care of who are basically maintenance patients.

It’s really patient selection with wound care. Then once you 
get the right subset that’s healable, it’s the same basic stuff 
with the wound bed preparation. The only other sneaky trick 
that I have from three decades is my understanding that in 
a hostile recipient bed, mesh graft doesn’t work very well. 
It’s kind of like the lost colony of Roanoke in North America. 
When you’re trying to colonize in a hostile recipient site, you 
need to have a large colony because if the colony is not large 
enough, when the supply ship comes back from England, 12 
months later, the colony’s died.

continued next page

Dr. Crombie:  
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Chronic wounds tend to be 
hostile environments, no 
matter what you do to prep 
them. 

What I find is that a large plug of tissue like a punch graft, 
or even post-it stamp grafting, seemed to work better in 
a hostile recipient site. I learned when we had some 95% 
and 98% burns in Washington DC that were in hospital for 
a year or more, they became so highly colonized towards 
the end of the year that you couldn’t get anything to graft 
on them except for these larger colonies of post-it stamp 
grafts
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