
Introduction Skin grafting is a key procedure in plastic surgery and dermatology used to
close wounds of various origins, including: Traumatic wounds, Surgical
excision of skin cancers, Burn reconstruction, Congenital skin defects
Skin grafts are completely removed from their blood supply, while flaps
remain attached to a blood supply via a pedicle.

Indications In presentations involving exposed
bone or deep spaces, a skin or muscle
flap is preferred over a skin graft.
There are two types of skin grafts:
Full-thickness skin graft (FTSG)

- Graft includes the epidermis and
complete dermis.

- Indicated for large areas with
good vascular supply OR small
avascular areas less than 1cm

Split-thickness skin graft (STSG)
- Graft includes the epidermis and a superficial part of the dermis
- Indicated for large wounds with limited vascularity

FTSG are the most common type of graft used due to a lower risk of
contracture formation and superior cosmetic result to STSG use. However,
they rely on a greater vascular supply than STSG; and are dependent on the
recipient site.

History In general, factors which may impact the graft’s survival (patient smoking
status, chronic corticosteroid use, malnutrition) should be ascertained.

Examination Examination should be tailored to the reason the patient requires skin
grafting.

Preoperative
considerations

Absolute contraindications: cancer not completely excised, active infection,
uncontrolled bleeding
As mentioned before, the vascularity of the recipient site must be
considered as that will inform the type of graft being used.

Key
procedural
points

Anaesthesia: General anaesthesia is most commonly used to ensure patient
comfort during skin harvesting and transplantation.
General operative points: Prior to skin harvesting, the wound is thoroughly
cleaned, and necrotic tissue removed.
Split-thickness Skin Graft [harvesting]

- Graft can be harvested using a dermatome (surgical instrument used
to produce thin slices of skin)

- Meshing of STSG: Increases surface area of graft to cover larger
space and allows better adherence to a convoluted wound. Leaves
a less aesthetically-pleasing scar and increases risk of contracture



formation.
- Donor site is closed with wound

dressing materials
Full-thickness Skin Graft [harvesting]

- Harvesting performed with scalpel
- Minimal subcutaneous fat should

be harvested, excess fat trimmed
off with scissors

- Donor site closed primarily
Securing the graft

- The graft can be fixated using sutures, skin staples, or tape
- Adequate tension of the graft must be maintained, as “wrinkling” or

development of slack in the graft can reduce adherence to the
underlying tissue

Relevant
Anatomy

Donor site should be similar to recipient site in terms of tissue consistency,
thickness, colour, and texture.
If possible, hair-bearing skin sites should not be transferred to
non-hair-bearing areas.
Donor sites for FTSG include: Preauricular, Postauricular, Supraclavicular,
Inner arm
Donor sites of STSG include: Trunk, Buttocks, Anterior thigh, Inner arm

Post-operative
considerations

General post-operative care standards apply (airway patency,
screening for post-operative fever).
Revascularisation between the graft and recipient site begins 36 hours
post-operatively; therefore, movement should ideally be limited until this
time.
The dressing can be removed 3-5 days post-operatively, at which point
the surgeon can inspect the graft for visual signs of infection or
haematoma formation (red, deformed).
A healthy graft should appear pink.
Grafted skin will never have the normal resilience, glandular function, or
movement of normal skin. This can lead to the graft being more
susceptible to mechanical injury, being unable to produce sweat, and
an incongruous appearance relative to surrounding skin. Patients should
be counselled on this appropriately.
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