
SURGEONS ACROSS SPECIALTIES 
recognize that adequate excisional 
debridement is critical for successful 
wound bed preparation, yet they all 
have unique opinions on what “ade-
quate” looks like and how to assess 
if they’ve done enough. At the 2022 
American Burn Association Meeting, 
Integra LifeSciences asked a number 
of burn surgeons from around the 
country to discuss the challenges of 
excisional debridement.

Surgeons collectively shared that de-
bridement is extremely nuanced, and 
their ability to feel confident in their 
practice has come from extensive 
experience looking at many wounds. 
Two common themes emerged as 
the primary criteria for determining 
adequate excision: punctate bleed-
ing and shiny, yellow fat if going 
deeper. Retention of healthy dermal 
remnants is always recommended, 
but not at the expense of leaving be-
hind any dull or non-bleeding tissue, 
which are advised to be cut out if ob-
served.  

Here are excerpts from the discussion.
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It’s an impossibly difficult question, and it’s an impossibly dif-
ficult thing to teach, because the real art of excisional prepa-
ration for grafting is in that very question that you’re posing. 
You can take a tangential knife and cut down to robust bleed-
ing, but there’s a lot of things that you have to look for be-
yond robust bleeding to tell you whether the tissue is going 
to allow skin grafting or not. 

There’s a lot of microtrauma to the tissue and a lot of nooks 
and crannies. So even if you have really robust bleeding in 
the excised surface, that doesn’t mean that you have a total-
ly complete wall-to-wall planar, viable surface. 

It takes a lot of experience 
to really get there. 

Dr. Jeng: 

Dr. Fidler: 
Specifically reading the tissue, a couple of things come to 
mind: One is healthy fat. If I’m just going to really drill down 
right to healthy fat, you learn over time that that is a very 
pale-yellow color. 

If it looks like golden fat, 
it’s probably compromised. 
When I look to the level of the dermis, now we’re becoming 
more superficial, I find it helpful to pay attention to the char-
acter of the dermis, not only in terms of the color—it should 
be sort of pearly white—but also to whether or not it has 
lymphatic obstruction. 

Does it have the milky consistency when you excise it? If it 
does, it’s also a bit questionable. You don’t want to see any 
sort of milky transudates or exudates in that dermis to trust 
it for your subsequent coverage plan. It’s very hard to learn 
these nuances just by hearing or reading. You really have to 
see as many wounds as you can.

I’m a strong advocate for excising with a tourniquet. The rea-
son I focus on the ideal colors of fat and dermis when excis-
ing is because they are present with or without blood flow. 
For those folks that have not practiced excising a burn us-
ing a tourniquet, they’re very dependent on seeing punctate 
bleeding. 

I’d rather not see bleeding. Keep the blood in the patient, if 
you can. But you need to be confident that you have excised 
enough that were the tourniquet to be removed, it would 
bleed. These are the things that experience brings you. 

With that thought in mind, some compromises are made. For 
example, in my own practice, I often will not excise under the 
area where the tourniquets are, knowing that from a pure re-
constructive standpoint, that creates a little bit of a headache 
because you’ve left a portion in that region. You would find 
under areas of tourniquet, maybe the upper thigh and the 
upper arms, eschar, potentially. But you get the benefit of not 
having to transfuse a patient early on in their burn shock. Yet 
reasonable folks can see it differently.

What do you specifically look for in the 
wound bed to know you’ve excised enough? Q.
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I look for punctate bleeding, 
and it has to be pretty brisk 
punctate bleeding for me.
I want to see those end capillaries. You want to kind of cut 
the tips off of those capillaries and see all of them. Then I 
leave that alone for maybe a minute or so, and then I come 
back to it and look. 

In my mind, I think you can define what hasn’t been debrid-
ed by looking at those more pale or white-ish areas that ha-
ven’t really bled as much as you thought they originally did. 
You also need to see shiny, bright, yellow fat. If it looks dull, 
or dry, then you need to go deeper. It requires time and ex-
perience to learn what that looks like. I constantly make it a 
habit when I’m in the operating room to show, “Look at this, 
it’s not good fat. Take another swipe. Look at it again, and 
again come back to it.”

We do a fair amount of fascial incisions if needed. If that fascia 
is dull, it’s got to go in my mind. I don’t really tell my fellows 
this, but now that I think about it, if you look close enough, 
you can kind of see little veins and arteries, little vessels in 
that fascia. I think that’s important if those are desiccated or 
thrombosed vessels, obviously. That’s another thing I teach 
fellows: Thrombosed vessels are dead. That tells me that this 
particular burn has gone pretty deep so we’ll excise that. 

Then, what does dead bone look like? I’ll take a bone burr 
and debride. We’ll take a quick swipe through the bone. 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.

I tell residents, “What we want to see is perfect punctate 
bleeding. And what it should look like is a wound bed that 
is sprinkled with paprika.” And if it doesn’t have that appear-
ance with that stipple bleeding, like when you let a tourni-
quet down, for example, that’s not deep enough. 

Again, I try to retain as much of the deep dermis as possible, 
but if it requires further excision, that’s what we do. I’m not 
of the school of thought that we should excise everybody 
down to fat all the time.

Of course, there may be some problems with that, particu-
larly with patients that have deep epidermal elements that 
may be retained underneath the dermis like hair follicles. In 
that circumstance, if you’re putting a sheet graft on those 
patients, there can be problems later like little mini-inclu-
sions or milia from occluding the sebaceous glands.

Graftable fat should be 
of the appearance of 
glistening corn silk, 
in my opinion.
If it’s not, then we excise further. I also do not do fascial ex-
cisions straight away unless the patient absolutely needs it. 
But I try to maintain as much of the fat as possible. If I were 
to graft these patients straight away, it could cause a lot of 
problems with contracture and mobility issues.

Dr. Bell: 

Dr. Hartman: 
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Dr. Crombie: 

When I’m looking at the wound 
bed, after I’ve taken my first 
swipe, I was trained always 
to swipe back with the blade. 
You’re really looking for this 
uniformed bleeding. 

The punctate 
bleeding from 
the venous 
bleed or the ar-
terial bleed—
that’s 
not what 
you’re 
looking for. 

You really want to see this uni-
form wound bed. 

I believe in a lot of tumescence 
for my wound beds, especially 
in the pediatric population, and 
sometimes when we were put-
ting epinephrine in our tumes-
cence, it would really change the 
appearance of the wound bed, 
and it doesn’t bleed as much.

Those are the kind of the areas 
where I’m wondering if I should 
excise a little bit deeper. Then if 
you get down to fat, you’re look-
ing for that perfect hue of yellow 
on fat. You don’t want anything 
orange or anything kind of red-
dish. 

Dr. Kopari: 

By the nature of a typical burn, there’s a lot of variation and depth 
throughout the body. Part of the challenge is being able to visualize 
what’s going to convert and what’s going to be able to heal on its own. 
Some of it is experience, but I think also some of it is a fear. 

I certainly have colleagues that 
are 10 years into their practice, 
and they want to cut less  
because they’re just afraid  
to take more. 

The color of the fat, I always point that out to the trainees. Nothing 
you’re going to put on top, whether it be skin or some secondary  
dermal substitute, is going to live if you have fat.
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