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Backcrounn. Cwer the last decade the benefits of occlusive
dressings have been apprecinted. These dressings allow e epi-
thelium to resurface easier. The wound heals queicker.
Ospective, To conluate o new silicone sheeting for immediate
post-ap woend care. Our objectioe was to determine its benefit in
the wound care management after laser skin resurfacing.
Mernop, The silicone sheeting was applied fnmediately after
laser resurfacing in 35 individuals, This temporary skin replace-
memd was held in plece with 4 % 4 ganzes and tube gauze
neHing, Althowgh the tube netting and the 4 > 4 gauzes were
changed daily the silicone sheeting vemained in place for 4 or 5
days. Following this, applications of a petrolofum-based oint-
ettt woere combimued for another 5 days, Al day 10 the skin care
pragram was changed lo a moisturizing sunscreen. Bleaching
cream wweas added ot day 15 in darker complexed individuals.,
Resuvts, The dressing accelerated wound healing. Pain and

swelling were mimimized under the sheeting. Histologic exami-
mations demonstrated o more rapid reepithelinlization af these
treated sites. Other thnn technical probloms, such as the riding
g of the dressing over the jmoline or refraction of the dressing
aff the lips or off the eyelids, Here were no adverse sequelae. The
wonnd healed rapidly and allowed the rapid progression fo the
application of a moisturizer-sunscreen or @ skin-bleaching
cremm. (ther than these bechiical problems fere were no com-
plications. No wournd infections were noted,

Concrusion. The use of silicone sheeling followwing skin resur-
facing facilitated a vapid reepithelialization of treated aveas.
There was a remarkable reduction in erythema and edema ac-
coppanyite the wse of the dressing, The program made it pos-
sible for patients to refuern to work in 12-15 days, © 1998 by the
American Sociehy for Dermatologic Surgery, ne. Dermatol Surg
1998:24:567-5710).

efore the last decade, the most preferred wound

dressing following skin resurfacing was permit-

ting the development of the natural biclogical
crust.' This natural crust developed from the exudate fol-
lowing a facial sanding or dermabrasion. In theory this
exudate became a biological barrier that facilitated skin
rejuvenation undemeath. However, bacterial infections
could develop unnoticed and extend the wound deeper,
This could lead to the development of persistent erythema
or loss of skin texture.” Also, with talking or chewing,
fissures would develop in the perioral area. These ulcer-
ations would bleed and the repeated trauma could leave
another scar. The demonstration by Winter that the skin
proliferated and healed quicker under occlusion led to a
modification of wound healing techniques.” Early articles
demonstrated the beneficial effects of hydrogels.*® Hy-
drogels (Vigilon; C.R. Baird, Murray Hill, NJ) had the
advantage of moisturization of the wound and the disad-
vantage of requiring frequent wound dressing changes.
These changes wash off epithelial wound healing factors.®
The hydrogels were also difficult for the patient to change
daily at home. A synthetic trilaminate (Biobrane; Dow B.
Hickam, Inc., Sugar Land, TX) could become incorporated
into the wound or allow the wound to become second-

In private prachice,
Address correspendence and reprind requests to; James E. Fulton, Jr.,
1617 Wiestcliff Drrive, Swite 100, Newport Beach, CA 92629,

arily infected.” Patients objected to the odor. A Saran
Wrap-like membrane (Omniderm; Ommnikron, Scientific
Lid., Retronot, Israel) became popular but is not readily
available or cost-effective.” A meshed polyethylene mem-
brane {N-terface; Winfield Labs, Dallas, TX) became the
most useful of the dressings for an exudative wound such
as a dermasanding or dermabrasion.” However, it is dif-
ficult for N-terface to stick on a dry wound such as a laser
wound. A plastic sheeting (Flexan; Dow B. Hickman, Inc.)
was advocated initially by Weinstein."" This dressing is
great for small lesions but it is difficult to keep the dress-
ing in place during the healing of a full-face resurfacing. A
new dressing of silicone with a polytetrafluorethylene in-
ner polymer network (Silon-TSR; Bio Med Sciences, Beth-
lehem, PA) is proving useful for healing the laser-induced
resurfacing.'' This dressing has the advantage of full-face
masks that can be left in place for 4 or 5 days. The dressing
captures the wound healing factors; shuts down the exu-
dative phase of wound healing; yet, allows visualization
through the dressing to examine the wound. This paper
will demonstrate our results utilizing this membrane over
our last 35 cases of partial or full-face laser resurfacing.

Materials and Methods

After preconditioning the skin for 2-8 weeks with a vitamin
A/glyeolic skin conditioning program, the skin was resur-
faced with the UltraPulse carbon dioxide (COL) laser (Coher-
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Table 1. Settings for Skin Resurfacing Using the WtraPulse CO,
Latser

Energy  Power

Area (m]) ) Puorttern Size Dr'lr*-‘:“!‘_l,"
Glabrous skin 300 6l 3 ] 5
Evalid skinf 250 50 £ 5 4

The laser woas of ol wuth e computer pattern generator (CPG) homdréece,

* Availd deirsity Vs dif 7 aF i

+ Alse wsed for featiering

ent, Palo Alto, CA). The Computer Pattern Generator {CPG)
was used at the standard facial and eyelid settings (Table 1)
Usually, three to four passes completed the resurfacing. The
facial area was blotted dry and the Silon-TSR dressing ap-
plied. The facial mask was apphed initially in the central face
area and, then, extended out to the ears and Hed behind the
head with the drawstrings. This dressing was held in place
with 4 x 4 gauze dressings covered with tube gauze. Small
openings for the eyelid area, nostrils, and central lips were
perforated through the silicone sheeting. The additiomal patch
of Silon-TSR provided in the face mask kit was placed over
the lip area to reinforce this covering as the sheeting tended to
retract off this area (Figures 1 and 2). The patient was seen on
the subsequent day to teach them how to change the 4 > 4 and
tube gauze r.tn‘aamh and for to patch any of the exposed areas
with the silicone sheeting. After 5 days the dressing was re-
moved and a moisturizing cintment {Aquaphor; Beiersdorf
Inc, Morwalk, CT) was applied three or four times daily.
Excess could be blotted off or washed with a mild soap (Ceta-
phil; Galderma Laboratories Inc,, Ft. Worth, TX), By the 10th
day a molsturizer-sunscreen was applied and by the 15th day
a bleaching cream program could be instituted in Fitzpatrick
Type 3 or darker skin

Limited skin resurfacing of the scalp or around the eyes or
mouth was dressed in a similar fashion. These limited one-
half face dressings of Silon-TSE were held in place by a coat of
Mastisol (Ferndale Laboratories, Inc., Ferndale, MI) applied
next to the resurfaced area, Then, the dressing was held in
place with tape (Figures 3 and 4). This dressing was also left
in place for 4 or 5 days and, then the area was treated with
cintments and moisturizers as described above.

Figure 1. The application of the Sifon-T5R dressing. We
usually apply the additionel “pateh” of silicone ﬂ'n'ﬁ?iulg to the Hip
ared

Dyl Snersy
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Figure 2. The Silon-TSR dressing held in place with 4 = 4s
and tube ganze, Note Hhe cotton balls compressing the Silon-TSR
dressing around the bridge of the nose

Some minor technical difficulties developed in approxi-
mately half of the cases. The Silon-TSE would ride up on the
eyelid area or around the lip area. The patients were in-
structed to roll the Silon-TSR back into place with a cotton-
tipped applicator or to apply the petrolatum-based ointment
to keep exposed areas moist. If an area became uncovered, an
additional 5ilon-TSR patch was often added to the area to
keep the occlusion for the 5 days. Occasionally, the patient
would become disgruntled with the occlusive dressing after 3
or 4 days and remove it. We either reapplied a new Silon-TSR
face mask or allowed the patient to move into the cintment
dressing phase prematurely.

Two punch biopsies were taken from treated and un-
treated sites after 5 days of wound healing in three patients.
The biopsies were placed in formaldehyde, embedded in par-

Figure 3. A partial facial resurfacing of the eyelid area treafed
with the Silen-TSR dressing. The Siloir-TSR s held tn place with
Mastisol and paper tape for 4-5 days.
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Figure 4. The Silon-TSR dressing alse works well for sealp skin
resurfacing.

affin, cut at six pm, and stained with hematoxylin-eosin for
microscopic examination (100}

Results

There was a lack of pain and the reduction in swelling
under the dressing,. If the dressing came off the lips, the
jawline, or eyelid area, the patients immediately com-
plained of pain and swelling developed from the expo-
sure to the air. They were immediately relieved when a
silicone patch was put back in place. There was a rapid
progression of wound healing under the dressing. The
erythema was minimum and the wound closed in 5-7
days.

Both the physicians and the patients noted the lack of
exudate in the treated sites. The adjacent exposed areas
developed a thick crust that was difficult to manage.
The occluded site had essentially no film under the
dressing (Figure 5),

Biopsies of the treated and untreated areas showed a

Figure 5. Note the expdative “build wp” that developed in the
exposed aren affer the Silon-TSR slipped off.
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Figure 6. The Silon-TSR treated site. The regpithelization is
complete. Note He compact dermis and lack of inflammatory
response {1000,

remarkable difference (Figures 6 and 7). The occluded
area demonstrated a mature epidermis, a compact der-
mis, and lack of inflammatory infiltrate. The unoc-
cluded area demonstrated a disorganized epidermis, a
very swollen, pale dermis, and an active inflammatory
cell infiltrate. This edema and inflammatory response
may have been responsible for the exudative phenom-
enon noted at the untreated sites.

Compared with patients only using cintment-based
dressings, these patients noted less troublesome ery-
thema and edema after the 10-day wound healing pe-
riod. They were able to put on their makeup and go
back to work or apply their bleaching creams at day 14
or 15 (Figures 8).

There were no complications other than the technical
ones of keeping the dressing in place. There were no
instances of persistent erythema, bacterial infections, or
skin texture changes when the resurfaced skin was
treated with the Silon-T5R. occlusive dressing,

Figure 7. The untreated site, There is [imited recpithelization
ared the dermis ds pale and edematous. An active inflannnatory
reaction is presenl (=100,
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Figures 8 A} Before and B) after skin vesurfacing, With the application of the Silon-T5R dressing, there s minimal erythema ool

eddensz. The patier! was back fo work i 14 days without makenp

Discussion

In teaching the stages of wound healing, authors state that
the exudative stage is necessary for the progression onto
the reepithelialization and remodeling [.ﬁla:sn-_'s.': [n our
experience, however, it was guite beneficial to shut down
this exudative phase of wound healing. If we keep the
wound occluded there was less exudate, less edema, and
more rapid wound healing. We feel the exudative phase
of wound healing is one to avoid. We have seen no benefit
from the development of these thick crusts. The necessity
tor the “complete” wound healing cvcle disappears in the
presence of the silicone sheeting,.

With this disappearance of the exudative phase of
wound healing, the pronounced erythema following laser
resurfacing did not develop or disappeared much more
rapidly. Clinically, the erythema in the occluded areas was

Table 2. Silon-TSR: Silicone Semi-peclusive Dressing

Advantages Disadvantages

Ease of management, rapid
APy ication

Less exudative wound
healing

Less painful, less erythema

[rifficult to keep around orifices

Mav be too occlasive for exudative
wounds

Potential for increased bacterial

growth®

Some patients can't tolerate a

“miask”’

Monadherence to wound

Traps matural growth factors
Can visualize wound
Rapid reepithelization

* Ploes ol appear toe be clindeally sigiffoael.

one-half as intense as the erythema in open areas, As we
gained more experience with the Silon-TSR dressing we
felt more confident with the laser resurfacing method and
found that we could complete an extra pass over areas of
wrinkles or increase the density of the CI'G to extend the
wound deeper to obtain a more beneficial clinical result
without difficulties (Table 2).
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