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In dermatologic clinical practice, we are faced daily with acute and
chronic wounds. Despite their frequency, the lack of awareness regard-
ing best practices for their proper management is striking. In fact, many
practices are routinely performed simply out of tradition and are not
always based on solid scientific evidence. Examples include the use
of topical antibiotics to prevent infections, the performance of surgi-
cal procedures under sterile conditions, or the continuous washing and
debridement of wounds.

Traditionally, systematic washing and debridement of wounds are
considered essential for healing, and, thus, are included in most clin-
ical practice guidelines on wound care. Under this premise, washing
and debridement at each dressing change would help eliminate agents
that impair healing, such as biofilm, excessive exudate containing pro-
inflammatory cytokines, non-viable tissue, etc.!

However, what scientific evidence exists to support that all wounds
need to be washed or debrided? A recent publication showed that
the slough in chronic ulcers consists not only of denatured tissue but
also collagen, keratins, and other proteins that may be viable and
promote healing.? In fact, if a wound is progressing well, would aggres-
sive washing—or even debridement—not be counterproductive for this
newly formed tissue?® That is, achieving a wound with less slough
during dressing changes does not necessarily mean that healing will
be accelerated, as has been observed with larval therapy.> Washing
and debridement are necessary in wounds with visible debris, infected
wounds, or those harboring resistant biofilm. However, in acute wounds
or those with a favorable progression, manipulation of the wound bed
could potentially harm the cells and growth factors that promote heal-
ing® and may also generate inflammation,” hindering closure. Surgical
debridement seems to provide no benefit in cases of atrophie blanche
and will cause pain and may even worsen the wound in pyoderma gan-
grenosum or arteriolosclerotic ulcers.

Another widespread clinical practice lacking scientific justification is
the microbiological culture of chronic ulcers whose healing has stalled,
even in the absence of clinical suspicion of infection. The diagnosis of
ulcer infection is clinical® (erythema, increased temperature and pain,
systemic symptoms, etc.), and unnecessary cultures lead to overuse of
antibiotics, since most chronic wounds are colonized. This naturally
occurring microbiota has been involved in the wound-healing pro-
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cess, for example, by modulating lesional inflammation®—an additional
reason not to alter the beneficial microenvironment through cleaning
and/or debridement in wounds that are healing adequately.

The frequency of dressing changes is another traditional practice
that has not been appropriately studied. It is commonly recommended
to change dressings 1-3 times per week, or even daily. Again, we
encounter the same situation: if a wound is healing and the dressing is
not saturated, why should we disrupt an optimal microenvironment by
replacing it with another that lacks growth factors or beneficial micro-
biota? To extend dressing-change intervals, exudate volume must be
reduced; therefore, we must treat the wound etiology—for example,
with compression therapy or leg elevation in venous ulcers. Based on
the authors’ experience, another element that allows further spacing of
dressing changes is encouraging the physiological formation of scabs
using fiber-based dressings (alginate) or zinc oxide on the wound bed
to stimulate epithelialization beneath the crust. In addition to its drying
effect, zinc oxide possesses anti-inflammatory and antimicrobial prop-
erties.'® However, for years, wound care has focused on maintaining a
moist environment, based on findings from a pioneering 1962 study by
Winter!! on superficial acute wounds in the skin of 2 pigs. That study did
not find significant differences in the rate of re-epithelialization of acute
wounds beyond the first 72h,'! and, in fact, there is no clear evidence
demonstrating the benefit of the same moist environment in healing
chronic ulcers.'? On the contrary, maintaining a moist environment may
be harmful to lesional and perilesional skin by promoting maceration
when exudate is excessive; thus, in practice, it is not advisable in many
chronic lower-extremity ulcers.

In the field of wound care, Dermatology has focused for years on the
prevention and diagnosis of infections, without addressing inflammation
control to accelerate healing and improve cosmetic outcomes. We must
not forget that dermatologists not only treat acute and chronic wounds
but also create wounds surgically—wounds that we sometimes do not
manage optimally. This is especially important in lower-extremity sur-
gical wounds, in which gravity prolongs the inflammatory process and
produces edema that hinders healing. In this context, compression is
a therapeutic strategy that, despite not being widely adopted among
dermatologists, improves surgical outcomes in the lower extremities by
preventing suture dehiscence and graft or flap necrosis.!>14

In conclusion, given the need to challenge these habitual practices,
we recommend re-evaluating traditional strategies with a critical mind-
set and conducting studies capable of generating high-quality evidence.
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