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Methods: Data were collected retrospectively on all skin grafts
performed by the plastic and aesthetic department in tangier,morocco
between februry 2022 and october 2023. Data included for each patient
basic demographics such as age, gender, graft indication and the site,
application method, comorbidities, length of stay, and graft outcomes
including graft take post-operatively.
Results: There were 68 grafts performed on 63 patients, median age 41
years (4—78 years), men were the predominent recipients in our study
(69%) ,split-thickness skin grafts were the most used type of grafting,
with 53 (77%) performed for defects after oncologic resection,
autologous skin graft was the only option for all patients. Successful
grafts (>80% take) were performed in 65 (95%) patients. The overall
graft complication rate was 4.4% (3 of 68 grafts). Only one of them
underwent re-operation for graft failure. No patient has received
prophylactic antibiotics to reduce risk of graft failure.
Conclusion: Skin grafts were performed successfully in the majority of
patients. Graft complication and failure rates compare well with the
world literature. Infection was the only major complication causing the
graft failure.
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Introduction:-

Skin graft is one of the most indispensable techniques in plastic surgery . Since Reverdin first peroformed skin
autotransplantation in 1869 [1], many pioneers have tried to improve the results of grafting [2—3]. In 1929, Brown et
al. established their technique of split-thickness skin grafting, and they differentiated between full-thickness,
intermediate-thickness, and epidermal (Thiersch) grafts, pointing out the advantages and disadvantages of each.
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These fundamental principles of skin grafting still hold true today [4, 5]. Skin grafts are used in a variety of clinical
situations, such as traumatic wounds, defects after oncologic resection, burn reconstruction, scar contracture release,
congenital skin deficiencies, hair restoration, vitiligo, and nipple-areola reconstruction [6-7]. Skin grafts are
generally avoided in the management of more complex wounds. Conditions with deep spaces and exposed bones
normally require the use of skin flaps or muscle flaps. Because there are different types of wounds, treatment should
be selected individually for each defect after consideration of all closure options[8,9]. When selecting a technique to
cover a wound, the major goal is to restore the functional integrity of the skin with the best possible cosmetic
outocome.

Methods:-

This was a retrospective observational study and included all skin grafts performed by the plastic and aesthetic
Department at university hospital Mohammed V1 in tangier, morocco.

Data were retroprospectively collected between februry 2022 and october 2023 onto a standardized proforma.
patients medical records and demographics included dates of admission, gender and age , medical and surgical
comorbidities, and medications. The site and indication for graft, type of graft, application method, type of
anaesthesia , use of antibiotics and , and graft success or failure were recorded.

A direct phone call was performed by the author to ascertain survival, searching complications,recurences,esthetic
results ...

Surgical techniques :
Instrumentation/Equipment/Materials:
Lidocaine with epinephrine
sterile saline

Dermatome

Tissue forceps

Scissor

Sterile saline

Soft guaze

Vasiline guaze

Skin staples and sutures

We used common techniques to harvest and place skin grafts. Split thickness grafts were all harvested with the
power driven dermatome because of its simplicity and reliability, Infiltration of the subcutaneous tissue with saline
prior to using a motorized dermatome can facilitate skin graft harvest, especially when harvesting skin over a bony
prominence [10]. a small amount of paraffine ou saline solution ointment were used in order to make it easier to
harvest the skin by decreasing the friction between the skin and the dermatome.

Figure 1:- Items used in a split-tickness skin graft.
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The donor site of split-thickness skin grafts is covered with wound dressing materials such as antibiotics topics
,vaseline to moisten the environment of the wound. after grafting, excess skin has been placed onto the donor site
rather than thrown away. split-thickness skin grafts can be meshed to expand. This process helps increasing the
surface area that can be covered and allowing the graft to adhere better to the recipient site [11]. we should mention
that in our serie this method was not utilized on our patients. Hemostasis was achieved systematically to prevent
graft loss due to hematoma. Before the dressing is applied, the graft is checked up for hematoma. Flushing saline
solution under the graft prevents blood clots and provides better adherence of the graft. Then, a dressing is applied
to the graft with gentle pressure to promote graft adherence without causing pressure necrosis [12]. “Tie-over
dressing” is useful, because it minimizes the risk of hematoma or seroma formation and protects the healing wound
from outside. sometimes it may be sufficient to place press fluffed gauze onto the wound after suturing the graft. the
tie-over dressing to be removed earlier on 4-5 days after surgery to observe the grafted skin and ensure absence on
any complication such as infection or necrosis.

A full thickness graft was used, with a scalpel, and the subcutaneous tissue was removed with scissors and the donor
site is then closed primarily.. Grafts were then microperforated and either sutured or stapled in place. Tie over
dressing were applied.

Figrure 3:- Full thickness skin graft placed for a malignant skin tumor defect (left) with the donor site (right).

In postoperative care, Thromboprophylaxis prescription was recomended for patients with lower limb grafts. The
use of antibiotics was common in our experience to prefent infection.

Skin graft retraction is the most common concern with split-thickness skin grafts . Immobilization with a splint was
done in case the skin graft was used on the flexor side of joints.
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Protecting the graft from sunlight was highly-recomended produre for all patients to avoid hyperpigmentation
especially in those exposed aeras.

Most patients were discharged either on the operative day or after one or two days . All patients were reviewed 5
days afterwards to remove sutures.

Results:-

In 20 months, we performed 68 skin grafts on 63 patients, 43 males and 20 females. (77%) of skin grafts were
indicated for cutaneous malignancy after excision of the lesion, trauma (including burns) for 15% of grafts and the
rest for scar contracture release and infection diseases.

indications for skin graft

0,50%

M cutaneous malignancy @ burns M scar contracture realese others

Figure 4:- Main indications for skin graft.

Two patients had repeated grafting (for recurrence and graft faillure). The median age was about 41 years (4-78).
Comorbidities were found in some patients such as diabetes (10%), smoking (12%), peripheral vascular disease
(ulcer in 1 case) , obesity/over-wheight (10%).

Only 10% of grafts were placed at the same time of tumor resection. No grafts were placed immedietly after burns
(excision-graft).

We performed 52 (76%) split-thickness grafts and 16 full thickness grafts. The autologous skin graft was employed
in all our grafts,. General anaesthetic was used for 59 (95%) patients, with the rest (5%) having regional or local
anaesthetic. Perioperative antibiotics were given to only one patient who had infected wound. One day prior to the
surgery, patients who underwent split-thickness skin graft, had an anti-inflamatory dressing to level out the
granulation tissue and reduce secretions.

The donor site of split-thickness skin grafts : antero-intern region of the thigh (68%) , antero-intern region of the
arm (30.5%), trunc (1 case).
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Figure 5:- Donor site of split thickness skin graft.

The donor site of full-thickness skin grafts : subclavicular region (40%), Inguinal region (35%), Upper arm (15%),
Retroauricular (10%)

The anatomical location of the grafts were like (see figure below) :

Skin graft locations
70%

65%
60%
50%
40%
30%

20%

10%

0%

Catégorie 1

H head and neck ®lower limb  ® upper limb+hand trunc

Figure 6:- Skin graft locations.
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Figure 7:- Scar contracture release in the elbow grafted immedietly.
“Tie over dressing” was done for almost all our patients with vaseline and a moister beneath. Postoperative
antibiotics were given to most of our patients. Patients with lower limb grafts (9%) were placed on post-operative
thromboprophylaxis. Most of our patients were discharged 5 days after surgery.

Outcomes and complications

For the purposes of our study, a successful graft had a clinically estimated take of greater than 80% at each
assessment.

Figure 8:- Full thickness skin graft of the hand after scar contracture release.

Graft failures were observed on 3 patients , one of them an adult female had chronic leg ulcer with unbalanced
diabetes; the two others “smookers” (2 males) with no cause identified but most likely infection.

The most common complication noted was hyperpigmentation due to sun exposure (12%), graft retraction in 12
cases (17%), itching in almost half the sample treated with antihistaminic medication.
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7

Figure 9:- 3 months after split-tichknessﬂ)graft placed for burn injury.

Discussion:-
In our case series, 68 skin grafts were performed on 63 patients over 20 months. the main indication was largely for
cancerous lesions using autologous split-thickness skin grafts wich agrees with the results of this study[15]

On the other hand numerous review studies hava shown different results, mostly burns and chronic ulcers at first
place as indication.

The head and the lower limb were the most common recipient for skin grafts. There were 3 graft failures (4.4%) and
53 graft complications (79%) beetween hyperpigmentation ,retraction and itching, those results conform with
current world literature on split skin grafts[13,14,15].

A retrospective study had reported a 2% graft failure rate on burns in children[16], our failure rate was around 4.4%,
as one had subsequent re-graft for failure. Grafts placed for chronic wounds have a lower success rate and require
ongoing dressings and possibly multiple re-grafts [13,14,17]. The other two patients required ongoing dressings for
a number of weeks.

Two surgeons applied suction dressings to lower limb grafts, while two applied standard sponge bolsters. Sponge
bolsters and/or suction dressings are important in stabilizing the graft, reducing shear stress and haematoma and
seroma formation between the graft and graft bed that could be exacerbated by patient’s movement[14,18,19,20]. In
our study, No suction dressings nor standard sponge bolster were used. We used regular dresssings with vaseline,
moister and antibiotic topic with a “tie over dressings” to cover the graft.

In the literature lower limb grafts and patients with arterial or venous disease or previously treated with radiotherapy
show increased rates of graft failure. Compression and elevation are of great benefit in patients with venous disease
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[21]. In our series only one graft was placed on an site suffring of a chronic ulcer . The graft take had failed, which
is consistent with current literature.

Failures were mostly because of infection[14,17,22] with a small number having no specific cause identified. In our
case series two of our failures were of no cause identified, no culture swabs were taken to exclude an infection. A
thorough follow-up with wound swabs may aid in better identifying and managing causes of failures. A recent study
reported an increased rate of graft failure in patients who are obese[22]. While this is an important point to note for
risks of graft failure, this is not easily modified and is not something we looked at in the course of our study.

In recent literature , Smokers had a significant trend towards high risk of graft intake because they are known to
have poorer microvascular circulation due to vasoconstriction [23,24], in our series ,it is difficult to link those
failures with smooking,although it is highly recomended to quit smooking before surgery.

Patients who had been given intra-operative antibiotics had a statistically significant decreased risk of graft failure.
These patients were not randomized and may be subject to selection bias. These findings do warrant further
investigation, and a randomized controlled trial on the use of perioperative antibiotics for patients requiring skin
grafts could be easily performed[15]. There has been one previous blinded randomized controlled trial in the
literature on the use of prophylactic antibiotics for split skin grafts, from 1982[25]; This study used three doses of
Cephalothin one prior, one during and one after theatre in clean burns patients. There was one adverse reaction to
the antibiotic, and patients treated with antibiotics went home significantly earlier, had less graft loss and had fewer
infections. Another study in new zealand support this finding [15].

Conclusion:-

A working knowledge of the indications, techniques, donor site considerations, and postoperative complications of
all types of skin grafting is necessary for soft tissue reconstruction. As the incidence of skin cancer continues to rise,
increasing numbers of patients are likely to require reconstructive procedures to repair their defects. With proper
defect assessment, reconstructive planning, and attention to detail preoperatively, intraoperatively, and
postoperatively, optimal cosmetic and functional results using skin grafting techniques can be achieved. A thorough
understanding of skin grafting is invaluable for all physicians performing reconstructive surgery.
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