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B) Wound debridement
The wound is carefully but aggressively debrided and lavaged. All the necrotic tissue is removed
by scraping the tissue with a scalpel blade until viable tissue is exposed (pink and diffuse
bleeding of the tissue). The margin of the skin may need to be trimmed using the scalpel blade or
scissors.

C) Laceration repair

IFinvolved, the mucosa and the submucosa are first reconstructed. A linear defect is
reconstructed using a simple continuous pattern. With complex configurations or transverse
laceration, a simple interrupted pattern should be used.

‘The muscular and subcutaneous layers are closed with a simple continuous pattern. With large
skin flaps, it is recommended to place some walking sutures to decrease dead space. However
doing so will increase the surgical time, the foreign material, and may compromise the
vascularisation of the teat. Care must be taken to place only what is necessary to hold the flap
safely.

‘The skin is carefully apposed using a simple interrupted or cruciate pattern. Care is taken to leave
the skin sutures slightly loose because swelling is expected at the surgery site. When severe post-
operative edema s suspected (transverse and/or chronic laceration), vertical or horizontal
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mattress sutures around or through stenting material (IV drop set) can be used to decrease risk of
wound dehiscence. With complex lacerations, a “V* flap will need to be sutured. However,
dehiscence of the tip of the flap often occurs. A comer suture or a 3-point buried matress suture
can be placed.

Throughout the procedure, the surgery site is frequently lavaged with saline. Antibiotics can be
added to the lavage solution. The author routinely adds Cefazolin (1g/liter) to the flush solution.
Hemostasis is performed to avoid formation of mural hematoma that may obstruct the teat cistern
during machine milking.




