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LETTERS

INACCURACIES AND OMISSIONS IN THE
PRACTICE ADVISORY ON LIPOSUCTION

Sir:
While one must congratulate the authors’ recent publi-

cation of the practice advisory on liposuction,1 their assertion
that “this practice advisory reflects the state of knowledge
current at the time of publication” cannot go unchallenged.
“General anesthesia (without level of consciousness monitoring
[my italics]) is particularly suitable for complex or long op-
erations and may provide a greater margin of safety than
other routes of anesthesia because the anesthetic dose is more
precise,” and “[d]uring general anesthesia, the patient is

comfortably asleep, allowing the surgeon to focus full atten-
tion on the procedure without the distraction of inadvertent
patient movement,” and “[g]eneral anesthesia also decreases
the risk of intraoperative airway obstruction, aspiration, and
intraoperative laryngospasm” are contentions supported by a
single reference with general anesthesia only2 and ignore
other recent, pertinent sedation references.3,4

Also, the liposuction practice advisory was submitted for
publication on May 15, 2003, while an article by White et al.5

was submitted on May 21, 2003. The article by White et al.
concludes that using either a bispectral or auditory evoked
potential index monitor expedited discharge from recovery
by an hour. Although Wender, a co-author of the White et al.
article, was part of the advisory panel and was well aware of
the role of level of consciousness monitoring, nowhere in the
liposuction practice advisory is there a single suggestion that
level of consciousness monitoring might play a significant
role in improving the accuracy and safety of anesthesia ad-
ministration for liposuction patients.

The discussion about the signs and symptoms of lidocaine
toxicity fails to note that these will only be observed when the
patient is minimally sedated and totally obscured by general
anesthesia, apparently favored by the panel. In my one case
of lidocaine toxicity, while the propofol was progressively
titrated to zero, the bispectral monitor tended down toward
zero. Only after the airway was intubated did the electrocar-
diogram complex widen and the blood pressure begin to fall.
In this case, the bispectral monitor was the canary in the coal
mine, warning of impending disaster in time to avert it.

The price the patient may pay for the complete immobility
of general or epidural anesthesia is the pooling of blood in
both the leg and pelvic veins, which predisposes the patient
to pulmonary embolic phenomena. Sequential compression
stockings will deal only with the leg veins, leaving the pelvic
veins as a possible source of emboli. Conversely, minimally
invasive anesthesia6,7 preserves the normal functioning of the
leg muscles, thereby reducing the likelihood of embolic phe-
nomena. The fact that liposuction is performed extraperito-
neally, extrathoracicly, and extracranially defines it as a min-
imally invasive surgery. It is disingenuous to suggest that
liposuction is not for the treatment of obesity while describing
the means to safely extract more than 5000 cc per operative
visit.

As to the many omissions, it was unfaithful to the history
of the literature to merely cite Klein’s 1993 article published
in this Journal while failing to cite his 1990 article (in the
dermatologic literature) when giving the 35-mg/kg lidocaine
dose as a safe dose,8 in addition to the omission of Ostad’s
reference (again in the dermatologic literature) for the 55-
mg/kg lidocaine dose.9 Also omitted was proper credit to
Klein for the wetting solution formula of 1000 cc of lactated
Ringers (or normal saline solution) plus 500 mg of lidocaine
plus 1 mg of epinephrine, used in both his tumescent ap-
proach and the super-wet technique. Another egregious
omission was the failure to include the contribution to patient
anesthesia safety advanced by Vinnik,10,11 a founding member
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of the American Association for Accreditation of Ambulatory
Plastic Surgery Facilities (now the American Association for
Accreditation of Ambulatory Surgery Facilities) and a regular
biannual lecturer at both the plastic and aesthetic meetings
for more than two decades.

I found it uncomfortable that the panel had no difficulty
including anesthesiologists, nurse anesthetists under physi-
cian supervision, and “another qualified health care provider
(presumably any R.N. [my italics]) under the supervision of a
qualified physician (presumably the plastic surgeon [again, my
italics]) as required by law” as acceptable anesthesia providers
while totally excluding any mention of the safe liposuction
experience of nonplastic surgeons. Continuing to imply that
only plastic surgeons can safely perform liposuction and to
disregard the liposuction practices of ear, nose, and throat
and dermatologic surgeons does not enhance the credibility
of the plastic surgical community.

Last is the suggestion that patient safety will be improved
or at least protected by having liposuction performed in an
accredited facility. According to a recent editorial,12 there are
an estimated 50,000 office-based surgery practices (where the
majority of liposuction is presumedly being performed) in
the United States. Of the accredited ones, 937 are accredited
by the American Association for Accreditation of Ambulatory
Surgery Facilities, 300 by the Accreditation Association for
Ambulatory Health Care, and 103 by the Joint Commission
on Accreditation of Healthcare Organizations. If accredita-
tion were the answer to patient safety, why have we not seen
an epidemic of liposuction deaths in the newspapers and
television? Perhaps because liposuction may be safer when
less than 5000 cc is aspirated.
DOI: 10.1097/01.PRS.0000165465.19093.96

Barry L. Friedberg, M.D.
3535 East Coast Highway
PMB 103
Corona del Mar, Calif. 92625
drfriedberg@drfriedberg.com

Regarding Aspect Medical Systems, Inc., the manufacturer of the
bispectral index monitor, I have no financial interest in the company.
I am neither a paid consultant nor a member of their board of
trustees, nor do I receive any monies from the company for services
provided. My opinions are based solely on my professional, published
experience of nearly 7 years with this product.
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REPLY

Sir:
While the committee appreciates the time and effort Dr.

Friedberg committed to reviewing and commenting on the
recently published American Society of Plastic Surgeons’
Practice Advisory on Liposuction (Plast. Reconstr. Surg. 113: 1478,
2004), it is important to note that it clearly states in the
advisory that “[t]his practice advisory should not be con-
strued as a rule, nor should it be deemed inclusive of all
proper methods of care reasonabily directed at obtaining
appropriate results.” The intent of the advisory was to high-
light the important aspects of care for liposuction. It was
never intended as an exhaustive literature search of every
possible publication dealing with anesthesia and liposuction.

As such, the discussion on general anesthesia referenced
a large safety study by Hoefflin et al. and emphasized that a
carefully titrated general anesthetic administered by a board-
certified anesthesiologist is safe and may be safer than some
forms of conscious sedation or intravenous sedation. Dr.
Friedberg made reference to the propofol-ketamine tech-
nique, which has been known for many years, and it is cer-
tainly another type of anesthesia that provides a range from
minimal deep sedation to general anesthesia, often without
the safety feature of an airway support.

One of the issues that Dr. Friedberg pointed out was the
lack of a discussion of the bispectral monitor, an interesting
piece of anesthesia monitoring equipment. The advisory, in
fact, did not detail any monitoring equipment or particular
anesthetic agent, which would have been beyond the scope
of an advisory published by the Society. It is my understanding
that the American Society of Anesthesiologists has never en-
dorsed or prescribed a particular anesthetic technique but
does require basic anesthesia monitoring regardless of the
setting. Therefore, it seems the most appropriate for the
monitoring equipment to be evaluated by each surgical team
providing patient care.

One perplexing aspect of Dr. Friedberg’s comments is that
it appears that he misinterpreted the article as promoting
liposuction in excess of 5000 cc. Indeed, he failed to mention
the fact that the advisory recommends that patients seeking
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large-volume liposuction and/or multiple procedures consider
a staged approach that is accompanied by hospitalization or an
overnight-stay requirement for additional patient monitoring.

Dr. Friedberg’s last comments question the value of facility
accreditation as it relates to the safety of liposuction proce-
dures performed in office-based surgical facilities. It is im-
portant to emphasize that one way the American Society of
Plastic Surgeons and the American Society for Aesthetic Plas-
tic Surgery demonstrate their commitment to patient safety
is through the member requirement that office-based surgi-
cal facilities either be accredited by a national or state-rec-
ognized accrediting agency or organization, have Medicare
certification, or be licensed by the state in which the facility
is located. We believe this is the definitive standard for facil-
ities. In addition, we believe that it is problematic that in
today’s “anything goes” environment there are thousands of
office-based surgical facilities that lack the oversight provided
by accreditation, Medicare certification, or licensure. This
oversight is essential and is currently the oversight method
utilized by most federal and state regulators.

The overall subject of safety for patients undergoing lipo-
suction has been controversial and will continue to be so. I
am very pleased that Dr. Friedberg took the time to read and
provide his comments and additional references in this area.
As pointed out in the conclusion of the practice advisory,
“The surgeon has a choice of varieties of liposuction tech-
niques, cannula designs, and anesthesia options. When se-
lecting the most appropriate techniques, for each individual
patient, it is the surgeon’s responsibility to weigh such factors
as the anticipated liposuction volume, number of unrelated
procedures, treatment sites, anesthesia routes, facility type,
and the patient’s overall health status.” New input that is
received by the committee will be evaluated and, as the ad-
visory is modified in the future, used to assist us in formulating
an updated avisory that is the most appropriate at the time of
publication.
DOI: 10.1097/01.PRS.0000165465.19093.96

Ronald E. Iverson, M.D.,
for the ASPS Committee on Patient Safety

The Plastic Surgery Center
1387 Santa Rita Road
Pleasanton, Calif. 94566-5643

CENTRAL WEDGE NYMPHECTOMY WITH A
90-DEGREE Z-PLASTY FOR AESTHETIC
REDUCTION OF THE LABIA MINORA

Sir:
I want to thank Giraldo et al.1 for presenting a modification

of my technique for labia minora reduction. They use the
technique that I published in 1998, with the modification of
internal and external Z-plasties.2 Giraldo et al. use the Z-
plasties to eliminate the possibility of scar contracture causing
vaginal tightening. They claim that their modification of my
technique results in an improved functional and aesthetic
result. I take exception to this statement. The reported tech-
nique is actually the same procedure I reported in 1998,
except for the addition of the Z-plasties, which are
unnecessary.

The authors quote the statement by Maas and Hage3 that
a simple internal closure can cause vaginal tightening. In
their discussion, Hanna and Nahai4 claim that Drs. Choi and
Kim5 reported a problem with this tightness with my tech-

nique. However, careful reading of all of these articles reveals
only that Maas and Hage reported one case of dehiscence of
a wedge resection of labia minora, which they claimed might
have been caused by an overzealous resection.6 In fact, the
dehiscence may have been caused by a lack of adequate
closure of the subcutaneous tissue or other factors. All the
other doctors are basing their statements of vaginal tighten-
ing with my technique on conjecture that a simple horizontal
closure can cause scar contracture and subsequent vaginal
tightening. In reality, vaginal mucosa has a very low incidence
of scar contracture, if any. Genital skin also has an extremely
low incidence of hypertrophic scars. In addition, the vector
of shortening of the scars (if they would occur) would not
tighten the vagina but would slightly shorten the protrusion
of the labium. An introitus that is too tight can really only be
caused by a miscalculation of the amount of the wedge re-
moved, not by scar contracture.

I have now performed my technique of simple labia wedge
resection on more than 250 women, with no incidence of
introitus or vaginal tightening or chronic discomfort. I do,
however, deepithelialize the mucosa and skin instead of re-
moving all of the subcutaneous tissue on the wedge resection.
The internal subcutaneous dog-ear is excised. A three-layer
closure with 5-0 Monocyl internally and 5-0 Vicryl on the skin
and mucosa is important to prevent wound dehiscence. In-
stead of lateral Z-plasties, I use a lateral V excision curving up
along the lateral clitoral hood to eliminate the dog-ear and,
if desired, to excise redundant lateral clitoral hood skin. No
lateral subcutaneous tissue is excised. Therefore, the internal
and external V excisions are shaped differently, but the lead-
ing labial edge is exactly re-approximated. The lateral scar is
well hidden in the concavity between the labium minus and
majus. Excess lateral clitoral hood skin is removed if re-
quested by the patient, which is common.

Slight dehiscence of the labial edge is the most common
complication and is easily corrected if necessary. More severe
dehiscence is uncommon and is also correctable. A strong
subcutaneous closure is crucial to prevent dehiscence. One
woman complained of some decrease of clitoral sensation,
which is anatomically impossible as the dorsal nerves of the
clitoris are far from the area of surgery. No other women have
had functional complaints or chronic pain. Nearly all of the
women are extremely happy with the aesthetic result.

I take exception to the statement that this article is a
significant variant of my technique. It is the same operation
I initially reported, but it is made excessively complicated by
using Z-plasties. The functional and aesthetic results are iden-
tical to mine and the claim that it is an improvement in my
technique is erroneous. I do commend the authors for also
realizing the importance of preserving the natural free bor-
der of the labium to achieve an acceptable aesthetic result
and to decrease the possibility of painful scarring in labia
minora reduction. I plan a more detailed publication of my
results in the near future.
DOI: 10.1097/01.PRS.0000165466.99359.9E

Gary J. Alter, M.D.
Department of Plastic Surgery
University of California, Los Angeles School of Medicine
416 North Bedford Drive, Suite 400
Beverly Hills, Calif. 90210
altermd@altermd.com
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REPLY

Sir:
We appreciate Dr. Alter’s comments concerning our work

on the aesthetic reconstruction of the labia minora, and are
pleased to be given a chance to defend our modification of
his technique. In our opinion, a simple wedge triangular
resection is not the best choice to obtain suitable and ac-
ceptable results in anatomical structures with a fine border.
Who would use a simple wedge resection, for either aesthetic
or reconstructive purposes, in the free border of the eyelid,
for example, or the lip, or the ear, or the nasal ala? Why do
it, then, in the free border of the labia minora?

Addition of a 90-degree Z-plasty on the free border of the
labia minora is hardly “excessively complicated.” It is a very
simple, straightforward, and useful procedure, taught at the
beginning of a plastic surgeon’s residency program and surely
no challenge for someone like Dr. Alter. It permits the natural
free border to be preserved without the “coloboma effect,”
secondary to a straight scar retraction and potential dehiscence.

Defense of personal techniques and preferences should be
done professionally and dispassionately. No surgical tech-
nique is perfect, which explains why Dr. Alter has seen fit to
modify his original procedure to include deepithelialization
of the mucosa and skin instead of removing all of the sub-
cutaneous tissue on the wedge resection. We eagerly await Dr.
Alter’s official report of the results of this important modi-
fication, and look forward to determining how they compare
with the old tried and trusted simple concept of Z-plasty.
DOI: 10.1097/01.PRS.0000165466.99359.9E

Francisco Giraldo, M.D., Ph.D.
Leopoldo Cagigal, M.D.
Fabiola de Haro, M.D., Ph.D.
Carlos González, M.D.
Plastic and Aesthetic Surgery
Clinica Dr. Gálvez
Málaga, Spain

Correspondence to Dr. Giraldo
Plastic and Aesthetic Surgery
Clinica Dr. Gálvez
C/ San Agustín, 2
Málaga 29010, Spain
dr.fgiraldo@teleline.es

PHARMACOLOGIC ENHANCEMENT OF RAT
SKIN FLAP SURVIVAL

Sir:
I read with interest the article by Dr. Hsu et al.1 and the

discussion by Dr. Weinzweig2 on the enhancement of flap
survival with topical oleic acid alone. Dr. Weinzweig, in fact,
refers to this as “an unexpected finding that may have clinical
relevance in flap salvage, opening a new avenue of investi-
gation.” Plastic surgeons in my generation remember an ar-
ticle in 1981 (McGrath, M. H. How topical dressings salvage
“questionable” flaps: Experimental study. Plast. Reconstr. Surg.
67: 653, 1981) that I did not see cited in any of the references.
Dr. Mary McGrath reported a similar unexpected finding of
greater flap survival in rat, ischemic, dorsal skin flap models
dressed with silver sulfadiazine cream. The presumption was
that the antimicrobial component produced the beneficial
effect, but the findings were that there was no difference from
the control use of the cream base alone as compared with the
cream with silver sulfadiazine, and that the effect with either
was statistically significant improvement in length of flap
survival. Those of us aware of these results have long used
“creaming” as a protective technique and dressing. In fact, in
many areas of the world now, because of its relative inexpen-
siveness, creaming is frequently the predominant method of
achieving “moist wound healing.”

I wonder if Dr. Hsu et al. and Dr. Weinzweig were aware
of Dr. McGrath’s work. Are we reinventing the wheel?
DOI: 10.1097/01.PRS.0000165467.75839.CA

David S. Zamierowski, M.D.
13203 Lamar Avenue
Overland Park, Kan. 66209-3803
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REPLY

Sir:
I wish to thank Dr. Zamierowski for his comments regard-

ing the article “Pharmacologic Enhancement of Rat Skin Flap
Survival with Topical Oleic Acid” (Plast. Reconstr. Surg. 113:
2048, 2004). It is true that “creaming” of wounds does appear
to demonstrate some added benefit. I think that most of us
have utilized this technique in selected cases for difficult
wounds.

The current use of oleic acid, we believe, has a different
mechanism of action. The application of this product does
not follow the principles of a “cream,” and thus we believe
that reinvention of the wheel has not occurred.

The ultimate product, however, for enhancement of
wounds has not been delineated. I would propose that future
products must include many of these time-honored tech-
niques. Again, my thanks and appreciation to Dr. Zamier-
owski for his valuable comments.
DOI: 10.1097/01.PRS.0000165467.75839.CA
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Gregory R. D. Evans, M.D.
Aesthetic and Plastic Surgery Institute
University of California, Irvine Manchester Pavilion
200 South Manchester Avenue, Suite 650
Orange, Calif. 92868-3298

REPLY

Sir:
I wish to thank Dr. David Zamierowski for bringing to our

attention the interesting article by Dr. Mary McGrath (How
topical dressings salvage ‘questionable’ flaps: Experimental
study. Plast. Reconstr. Surg. 67: 653, 1981) investigating how
topical dressings salvage “questionable” flaps. Dr. McGrath
was well aware of the “time-honored clinical impression that
the survival of a vascular-compromised skin flap can be aug-
mented by the application of moist or greased gauze dress-
ings,” and her study was designed “to test the impression” that
topical antimicrobial creams can augment survival in a com-
promised experimental skin flap. In her study, Dr. McGrath
reported the unexpected finding of greater flap survival in a rat
dorsal skin flap model in which the ischemic flap was dressed
with inactive vehicle, namely, the “cream” component of silver
sulfadiazine, although the focus of her work appeared to be the
effect of the topical antibiotic rather than the “cream.”

The articles by Hsu et al. (Plast. Reconstr. Surg. 113: 2048,
2004) and McGrath have certain parallels. In both studies, the
use of either oleic acid or the cream base of silver sulfadiazine
resulted in statistically significant augmented flap length sur-
vival; however, neither the “active agent” dimethyl sulfoxide
nor the antimicrobial component of silver sulfadiazine im-
proved flap survival. Again, the focus of both articles was on
the role of dimethyl sulfoxide or the antibacterial component
of silver sulfadiazine, not on the “creaming agent.” McGrath
sought to investigate the effect of a topical antimicrobial
cream to determine the role of the antimicrobial activity. In
fact, it was surprising that the antimicrobial component did
not augment length of skin flap survival or diminish the depth
of tissue loss. Augmented flap survival was not because of the
antibacterial effect of the topical agent, since the results with
silver sulfadiazine and its “inactive vehicle” were not signifi-
cantly different, although the quantitative bacterial counts
were 3 logs higher in flaps treated with the inactive agent.
Obviously, the bacterial count did not affect flap survival.

Dr. Zamierowski juxtaposes the findings of McGrath’s ex-
perimental study as a clinical basis for the application of “cream-
ing,” frequently employed as a “protective technique and dress-
ing,” the predominant method of achieving “moist wound
healing.” I am in agreement, at least in part, with the anecdotal
clinical findings of Dr. Zamierowski; however, my plea is to
scientifically investigate this interesting clinical phenomenon so
that we can understand the nuances of its clinical application to
the compromised flap, not just know that it may work. When,
where, and how does it work? Certainly, something as potentially
clinically useful merits a new avenue of investigation not only in
the animal model, which may or not be reproducible in humans,
but also in well-controlled clinical studies.

Dr. Zamierowski’s comments are enlightening for several
reasons: (1) there are many important lessons gleaned from
the literature that we often take for granted; (2) the rationale
for many things we do to promote wound healing are based
on the empiric knowledge that it works rather than sound
scientific data; and (3) he reminds us of “creaming” as a
“protective technique and dressing” to achieve “moist wound
healing,” which dates back far longer than McGrath’s study.

Although these clinical observations are largely anecdotal
and not based on scientific studies, they have significant clin-
ical relevance. However, just because something works em-
pirically does not mean we should accept it blindly and not
investigate its uses further. That is how progress is made. This
is not reinventing the wheel, only understanding the me-
chanical principles of how the wheel works and further ap-
plications beyond the horse and buggy.
DOI: 10.1097/01.PRS.0000165467.75839.CA

Norman Weinzweig, M.D.
Rush Professional Building
1725 W. Harrison Street, Suite 409
Chicago, Ill. 60612
nweinzweig2@aol.com

VIEWPOINTS

GIANT RHINOPHYMA: MANAGING A
SOCIAL RECLUSE

Sir:
A 79-year-old man presented with an 8-year history of a

progressively growing mass on the nose with a history of nasal
obstruction. The mass had to be physically lifted off during
eating. There was no pain, ulceration, or bleeding from the
mass. The patient had perceived rapid growth of the mass
over the last year. He had been a known diabetic for the last
12 years, for which he was taking oral antidiabetic medication,
but there was no regular monitoring or supervision of treat-
ment. His history did not reveal alcoholism or episodes of
facial flushing or redness suggestive of any dermatological
illness. Personal details revealed that he was confined to his
home and had become a social recluse.

On examination, there was a large pedunculated mass
measuring 25 � 12 � 10 cm arising from the tip and dorsum
of the nose and completely obstructing the view of the oral
aperture, lips, and chin (Fig. 1). It was lobulated, uniformly
firm in consistency, nonpulsatile, nontender, and devoid of
ulceration. Results of the fine-needle aspiration cytologic
analysis were nonconclusive. The mass was excised com-
pletely with a 1-cm margin, resulting in a defect involving
full-thickness skin loss of the dorsum and tip of the nose along
with cartilages partially devoid of perichondrium. The skin
defect measured 15 � 10 cm; the alar cartilages were exposed,
and the cut section showed fleshy white areas (Fig. 2). The
alar cartilages were flabby and wide, and were fixed by trans-
domal sutures with 4-0 nylon. The skin defect necessitated a
full-thickness cover and was immediately resurfaced with a
midline forehead flap. This was detached at the end of 3
weeks, with a satisfactory result (Fig. 3).

The histopathologic analysis showed features consistent
with rhinophyma with secondary inflammation. Rhinophyma
is a form of rosacea, accompanied by hyperplasia of the soft
tissue. The disease is characterized by enlargement of the
lower half of the nose. The skin is thickened with prominent
follicles from which foul-smelling thick sebum can be ex-
pressed.1 Our patient was not an alcoholic but was a diabetic
on irregular treatment. Diabetes mellitus may be an inciden-
tal finding, but it might have contributed to a subclinical
infection of the lesion resulting in significant enlargement.
Very few giant rhinophymas have been reported in the En-
glish literature.2,3 These tumors cause severe functional prob-
lems, such as nose blockade, eating difficulties, and abnormal
physical appearance resulting in isolation of the person from
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the rest of society. It is a usual observation that rhinophymas
left untreated for a long duration grow as giant rhinophymas,
but contrary to this normal belief, Aloi et al.4 found that there
is no association between the clinical form and the duration
of the disease. Giant rhinophymas should be diagnosed with
extreme caution, as in innumerable instances these tumors
have turned out to be malignancies on histopathological
diagnosis. Angiosarcoma, eosinophilic granuloma, sarcoid-
osis, and metastatic lung cancer are various unusual tumors
that mimic rhinophyma.5–8

Surgical reduction is the mainstay of treatment of an estab-
lished rhinophyma. It can be performed in two forms, either
complete excision or partial excision. In the most commonly
used method, partial excision, the rhinophyma is shaved off
tangentially and the residual deep pilosebaceous appendages
produce re-epithelization. Complete excision is suggested for

large tumors where there is a suspicion of coincidence of
malignancy and an extensive fibrous element with defi-
cient quantity of deep skin appendages.9 Full-thickness
excisions require resurfacing of the defect with a skin graft
or local flap. Flap resurfacing is infrequently reported in
postrhinophyma excision defects.1 In view of a very large,
fleshy mass and an inconclusive fine-needle aspiration re-
sult, we considered the option of complete excision and
resurfacing. Distorted and flabby alar cartilages required
partial excision and fixation with nonabsorbable sutures.
The exposed cartilages necessitated flap coverage in our
case. It is also known that in large rhinophymas, scanty
pilosebaceous elements delay spontaneous epithelializa-
tion; moreover, in our patient, his underlying diabetes
would have further impeded the wound healing.
DOI: 10.1097/01.PRS.0000165468.40201.FD

FIG. 1. Preoperative views of the patient.

FIG. 2. Defect after the excision. A midline forehead flap has been planned. The cut section
shows fleshy white areas.
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A SIMPLE TECHNIQUE FOR PERCUTANEOUS
SUTURING OF ALAR CARTILAGES IN

CLOSED RHINOPLASTY

Sir:
It is often necessary to narrow a boxy or bulbous nasal tip

during aesthetic rhinoplasty. According to Rohrich and Ad-
ams,1 it is characterized by an intercrural angle of divergence
of more than 30 degrees and/or a domal width of more than
4 mm. The treatment for this has evolved from aggressive
intervention (transection and resection) to moderate, mea-
sured, and potentially reversible reshaping techniques, such
as scoring and suturing. These can be performed by both the
open and closed techniques of rhinoplasty. Although there
are advocates for both the closed and open rhinoplasty tech-
niques, the open technique has found increased favor be-
cause of the ability to reshape and suture the alar cartilages
under vision, giving more control of the end result. This is at
the expense of increased scarring and fibrosis at the tip of the
nose. The fibrosis eventually settles, but some patients are left
with a hard nasal tip.2 Other disadvantages are the increased
operative time and the transcollumellar scar. The closed tech-
nique does not have these disadvantages, but it lacks precise
control over the narrowing of the nasal tip. The wide inter-
crural angle or the wide domal arch cannot always be easily
corrected by simple cephalic trimming of the alar cartilages
without suturing.

We present a simple technique for percutaneous sutur-
ing of the alar cartilages to narrow the nasal tip in aesthetic
rhinoplasty by the closed technique. With this technique,
we demonstrate the ability to reduce the intercrural angle
and domal width in a controlled way and with minimal
dissection.

The outlines of the alar cartilages are marked on the skin.
The point of the maximum prominence of the alar dome is
marked. A transcartilaginous incision is used to achieve a
cephalic trim of the alar cartilages. The same incision is then
used to mobilize the tissue between the domes of the alar
cartilages. The rest of the rhinoplasty, which may involve
hump removal and infractures, is completed using the closed
technique. Percutaneous suturing is considered if, at the end
of the procedure, the tip of the nose still looks boxy. A

FIG. 3. Postoperative views.
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22-guage hypodermic needle and 4-0 Monocryl suture are
used. The hypodermic needle is pushed through the skin and
the most prominent point of the ipsilateral alar cartilage and
out through the transcartilaginous incision of the opposite
nostril. The 4-0 Monocryl suture is threaded through the
distal end of the needle and brought out through the prox-
imal end (Fig. 1, above, left). The needle is then withdrawn,
under palpatory control, while holding the tip of the distal
end of the suture, until the tip withdraws beyond the cartilage
of the alar dome and is in the subcutaneous space. The tip
of the needle is then redirected and pushed to enter the
dome of the contralateral alar cartilage and then is made to
exit through the opposite mucosal incision (Fig. 1, above,
right). The needle tip brings the 4-0 Monocryl suture along
with it, which is pulled out by a forceps. The needle is re-
moved and the suture is tied in a knot (Fig. 1, below, left). The

tension in the knot is adjusted to achieve narrowing of the
boxy nasal tip (Fig. 1, below, right). A second and a third throw
then complete the knot. The stitch can be redone if the result
is not satisfactory or if there is dimpling of the skin. The knot
and Monocryl suture are then buried under the mucosa after
the transcartlilaginous incision is sutured. Steri-Strips are
used to support the corrected nasal tip.

Since 1997, we have used this technique to correct the
boxy nasal tip in 25 cases (16 female and nine male pa-
tients). All patients were Caucasian and had boxy nasal tips.
The skin overlying the cartilages was thin. All had cephalic
trims before percutaneous suturing of the alar cartilages.
Sixteen patients had nasal infractures. Follow-up ranged
from 9 months to 5 years. We have had satisfactory, con-
trolled correction of the boxy nasal tip in all cases. Long-
term follow-up of 5 years has shown that the results
achieved in the immediate postoperative period are long
lasting. There were no complications.

Although the cephalic trim reduces the alar flare, the
wide domes or the interdomal angle of divergence may not
be reduced. Hence, it is often believed to be necessary to
narrow the tip of the nose even further after a judicious
cephalic trim of the alar cartilages. This has been a limi-
tation of the closed technique of rhinoplasty, and hence
the open technique has gained increased favor for its abil-

FIG. 1. (Above, left) The 22-gauge hypodermic needle is
pushed through the skin and the dome of the ipsilateral alar
cartilage and out through the contralateral mucosal incision.
A 4-0 Monocryl suture is threaded through the tip to come out
of the hub of the needle. (Above, right) The hypodermic
needle is withdrawn while holding on to the distal end of
the suture under palpatory control to come out of the
ipsilateral alar cartilage and then redirected through the
contralateral alar cartilage and mucosal incision. The su-
ture is grasped by a forceps. (Below, left) The ends of the
suture are pulled through. (Below, right) The suture is tied
at the appropriate tension.

FIG. 2. (Above) Preoperative and (below) postoperative
views.
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ity to stitch the domes of the alar cartilages under vision.1

The technique we have described here is a simple alter-
native to suturing of the alar cartilages by the open tech-
nique. It is done at the end of a closed rhinoplasty, and no
special instrumentation is required. A 22-gauge hypoder-
mic needle and 4-0 Monocryl suture are easily available in
any operating room. The stitch can be easily repeated until
a satisfactory result is achieved on the table. The process
is nondestructive to the cartilage and reversible. Occasion-
ally, the dermis is caught in the stitch and may pucker the
skin. Although it is possible to reposition the stitch, the
dermis is released once the Monocryl suture is absorbed
and hence can be left.

McComb3 described percutaneous suspension of alar car-
tilages in unilateral cleft lip nose correction. His 10-year re-
view showed long-lasting correction despite use of a nonab-
sorbable suture over a bolster for a week. Cutting2 described
a cerclage technique for aesthetic rhinoplasty. He has used a
special custom-made, double-ended needle with a central
swaging. This needle may not be easily available in all oper-
ating rooms.

Although our technique is simple, it is necessary to have
a thorough understanding of the dynamics of suture forces
and how these dynamics affect the cartilage of the nasal tip.
Correct placement of the suture is also equally important
and may involve a learning curve. Despite this, we found
this percutaneous suturing technique of the alar cartilages
to be very useful and reliable in correcting boxy or bulbous
nasal tips in closed rhinoplasty (Figs. 2 and 3).
DOI: 10.1097/01.PRS.0000165469.03921.91
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ACRYLIC EAR SPLINTS FOR TREATMENT
OF CRYPTOTIA

Sir:
Congenital auricular deformation is a common phenom-

enon, representing a spectrum of abnormalities including

FIG. 3. (Left) Preoperative and (right) postoperative views.
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cryptotia and constricted ear. Cryptotia, or “pocket ear,” is the
fourth most common of these deformities1 and is more prev-
alent in the Asian population, with the incidence cited as 1
in 400.2,3 Males are more commonly affected than females,
with the right ear being more commonly affected than the
left. Cryptotia can be identified as having two significant
anatomic deformities. First, there is absence of the auricu-
locephalic sulcus, with the superior third of the auricle being
buried in temporal skin. The cartilaginous skeleton itself is
normal and can be temporarily pulled from the temporal skin
with manual traction. Second, there is deficiency in the ver-
tical axis of the ear.3

Cryptotia can be corrected both surgically and nonsurgi-
cally. The earliest report of satisfactory nonsurgical correc-
tion is from 1980. Since then, various molding materials and
splints have been described, including thermoplastic mate-
rials,4 lead-free soldering wire inserted within a suction cath-
eter,5 Reston foam,6 temporary stopping with surgical tape,7

and Aluax.8 This treatment modality has been advocated typ-
ically for children from 1 week to 6 months of age. Park9

presented a series of 27 patients (age range, 10 to 40 years)
with cryptotia receiving correction via an external stretching
device and fixation pins. He achieved satisfactory results in all
patients with a mean follow-up of 1 year.9

We present a case of a 6-month-old boy who attended the
plastic surgery department with marked cryptotia of the right
ear. His cartilage was essentially normal, but the superior
third of the auricle had telescoped toward the temporal skin
because of a soft-tissue shortage. The ear was initially cor-
rected with tape and dental rolls, due to the technical diffi-
culties of maintaining a splint in the correct position. After
4 months, a two-part pressure splint was custom made to fit
over the ear and retract the upper pole into an acceptable
position (Fig. 1). The splint was made from translucent acrylic
to allow regular inspection of the pinnae for pressure necro-
sis. It was easy to apply, lightweight, nonirritating, and dura-
ble. This ensured compliance with the treatment regimen.
The splint was worn continuously for 1 year and then inter-

mittently for 9 months. The patient now has a satisfactory
cosmetic result, with an essentially normal-looking ear.

Although we claim no originality for the use of splinting
in cryptotia, we believe that a custom-made acrylic splint is a
simple and effective method of nonsurgical intervention and
would recommend it to the readers.
DOI: 10.1097/01.PRS.0000165470.74896.25
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AN ALTERNATIVE SYSTEM FOR SUCTION
DRAINAGE FOLLOWING FIRST-STAGE TOTAL

EAR RECONSTRUCTION

Sir:
The use of two silicone vacuum suction drains in the first

stage of total ear reconstruction is well recognized as a tech-
nique to promote adherence of the overlying skin pocket to
the new cartilage framework, as well as prevention of hema-
toma formation.1 After a recent first-stage case in our unit, a
member of the nursing staff sustained a needlestick injury
while changing one of the vacuum containers, and subse-
quently was reluctant to continue using this drainage system.
A “sharp-free” alternative was sought, and we have successfully
used Jackson Pratt-type silicone suction drains in 10 consec-
utive patients with no complications.

Two 10-French, 23-cm perforated round drains, each con-
nected to a 100-cc bellows, were sited anteriorly and post-
eriorly within the skin pocket before insertion of the cartilage
framework. All drains remained patent and provided suction
until removal as per protocol at 5 days (Fig. 1).

We advocate the use of this type of drain, which is now
considered local best practice in our unit, as it removes the
risk of inadvertent needlestick injury during both intraoper-
ative and postoperative stages of drain insertion and
maintenance.
DOI: 10.1097/01.PRS.0000165471.58151.B1
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A VERSATILE, INEXPENSIVE TEMPLATE FOR
EAR RECONSTRUCTION

Sir:
Although many techniques have been described1,2 and

many new techniques are added to our armamentarium, ear
reconstruction in microtia is still a very difficult issue. An
important concern in ear reconstruction for microtia is the
preoperative planning. In the classic technique described by
Brent,3 a copy of the opposite normal ear is drawn on x-ray
film paper, then it is turned over and its mirror image is used
as a template to carve the costal cartilage graft. This is a good
technique, but all of the details of the normal ear cannot be
demonstrated by drawing on x-ray film paper.

We propose a new template to demonstrate all of the
details of the ear. The new template is the digital photo-
graphic image of the opposite ear that is printed on a
transparent paper and than turned over to use the mirror
image of it. The picture of the patient’s normal ear is taken
in the lateral view by a digital camera. The natural size
of the ear is simply adjusted by the help of Macromedia
Freehand 9.0 or a similar digital image editing program.
The actual-size photograph is printed on transparent pa-
per after this adjustment. Then the ear image is cut off
from the transparent paper and the template is obtained,
including all of the ear structures on it (Fig. 1). This
template can be sterilized in sterilizing solutions without
any harm.

We believe that the main advantage of this template over
x-ray film is more precise planning of the new ear.
DOI: 10.1097/01.PRS.0000165472.22044.FD

FIG. 1. Postoperative photograph of a patient after right
first-stage reconstruction. Two drains are shown in situ.
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PILONIDAL SINUS OF THE CHIN

Sir:
Pilonidal sinus is a chronic inflammatory condition asso-

ciated with the penetration of hair fragments into the skin.

The etiology remains as controversial as much as the source
of the hairs, and it is unclear whether this represents a con-
genital or an acquired condition. It tends to occur most
commonly in the sacrococcygeal area, although rare cases
have been described at other sites, including the umbilicus,1–3

chest wall,4 ear,5 nose,6 and scalp.7 We describe a rare case of
a pilonidal sinus on the chin of a patient. To our knowledge,
this is the only reported case presenting at this site.

A 31-year-old man presented to the outpatient clinic with
a 3-month history of a discharging sinus on the inferior aspect
of the chin (Figs. 1 and 2). He attributed this to a fall just
before the appearance of the sinus. The sinus tract was ex-
cised in its entity. On histological examination, an opening
containing some hair shafts was noted on the surface of the
lesion, and a few hair shafts were seen within the sinus. Mi-
croscopically, there was evidence of an acute/chronic inflam-
mation, foreign-body reaction, and abscess formation. There
has been no recurrence after 6 months.

The etiology of pilonidal sinuses is debatable. It is postulated
that for pilonidal sinuses of the sacrococcygeal region, broken
pieces of hair either get sucked into a preexisting dimple in the
skin or actually pierce the normal skin in the gluteal cleft,
inciting a foreign-body reaction that develops into a chronic
infection.8 In this case, the condition may be attributed to im-
plantation of hair into the skin of the chin following an incident
of trauma. This, therefore, lends favor to an acquired etiological
hypothesis instead of a congenital cause.

This case describes the presentation of a pilonidal sinus on
the chin. There have been reports of a pilonidal sinus on the
neck and one on the nose. However, this is the first report of

FIG. 1. (Above, left) Microtic ear. (Above, right) Opposite ear that is printed on a transparent paper and placed on the patient’s
microtic ear. (Below, left) The template. (Below, right) The template on the patient’s microtic ear.
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a pilonidal sinus on the chin. Therefore, a pilonidal sinus
should be considered as a rare cause of chronic inflammatory
lesions of the neck and face.
DOI: 10.1097/01.PRS.0000165474.33353.8A
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A MODIFICATION OF THE BILOBED AND
KARAPANDZIC FLAP USED FOR

RECONSTRUCTION OF THE LOWER LIP

Sir:
The main aim in the reconstruction of a lower lip defect

is to restore oral competence. Reconstruction becomes a
challenge when the defect involves more than 80 percent of
the lower lip.1 Distant or free flaps may be necessary to bridge
this defect.2 We describe a technique used to reconstruct a
defect of 80 percent of the lower lip after wide local excision
of squamous cell carcinoma, using a modification of the
bilobed and Karapandzic flaps.

A 56-year-old man presented with a 3.5-cm verrucous le-
sion on the middle of his lower lip. Biopsy results showed
well-differentiated squamous cell carcinoma. Wide local ex-
cision was performed with 1-cm margins. The excision re-
sulted in an 80 percent defect of the lower lip.

The Karapandzic technique of reconstruction was first
described for lip reconstruction in 1974.3 It involves dissec-
tion of the remaining lower lip segment, commissure, and
upper lip tissue; the neurovascular bundles are kept intact,
and these components are advanced to bridge the lower lip
deficiency. The original technique involved extending the
incisions parallel to the upper lip toward the nasal ala, medial
to the nasolabial fold. The flap thus created is then rotated
toward the defect. Closure often results in bunching of the
cheek tissue at the proximal part of the flap near the pivot of
rotation. An incision made medial to the nasolabial fold
leaves an undesirable scar. Because the incision is semicir-
cular, a cicatrizing scar often results. Microstomia is
inevitable.

We modified this technique by applying the principle of
the bilobed flap (Fig. 1). We placed our incisions such that
closure of the upper part of the wound would result in a scar
along the nasolabial fold. The rest of the lower lip segment
and modiolus were raised, with the neurovascular bundles
kept intact. We then advanced the lower part of the flap
toward the midline to reconstruct the defect. Mucosal inci-
sions on the buccal surface were made only in the lower part
of the flap. The upper triangular flap raised at the nasolabial
fold was rotated to fill the defect formed by the advancement.
The defect at the nasolabial fold was closed primarily. The

FIG. 1. Pilonidal sinus on the patient’s chin.

FIG. 2. Close-up view of pilonidal sinus.
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orbicularis oris muscle was then repaired, thereby restoring
oral competence. Closure allowed the tissues to be realigned
without much distortion or tension.

In the immediate postoperative period, our patient was
able to drink from a spoon without any drooling. Mouth
opening was satisfactory. Three days postoperatively he was
able to resume a normal diet. The new commissure formed
was indistinguishable from the original one (Fig. 2). Speech
was not compromised.

Although many techniques have been described for re-
construction of the lower lip, there is no ideal flap or recon-
struction method. Using the method described here, we man-
aged to achieve a satisfactory aesthetic result with restoration
of oral competence, while keeping morbidity to a minimum.
DOI: 10.1097/01.PRS.0000143916.30314.AF
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A SIMPLE METHOD TO IMPROVE PATIENT
COMFORT DURING FACIAL SURGERY UNDER

LOCAL ANESTHESIA

Sir:
Excision of facial lesions is often accompanied by bleed-

ing, which can result in blood running down the patient’s face
and into the hair. This can be distressful for patients during
surgery under local anesthesia, and also necessitates thor-
ough hair cleaning postoperatively, which can be time
consuming.

Placing sterile absorbent gauze swabs (we use 10 � 10-cm,
eight-ply Vernaid; Vernon-Carus, Preston, Lancashire,
United Kingdom) under the surgical drapes at a point de-
pendent from the lesion when the patient is draped prevents

FIG. 1. Incisions made to raise the flap.

FIG. 2. The final result at 3 days after the operation,
showing the new commissure formed.

FIG. 1. Sterile absorbent gauze swabs placed under the
sterile drapes at a point dependent on the lesion.
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blood from running down the patient’s face and into the hair
(Fig. 1).
DOI: 10.1097/01.PRS.0000165475.50155.19
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POSTERIOR CERVICAL GIANT LIPOMAS

Sir:
Benign lipomatous tumors have been subclassified accord-

ing to their histological features and growth pattern into
classic lipoma (solitary or multiple), fibrolipoma, angioli-
poma, infiltrating lipoma, intramuscular lipoma, hibernoma,
pleomorphic lipoma, lipoblastomatosis, and diffuse lipoblas-
tomatosis.1 Lipomas can also be subclassified according to
their dimensions. Sanchez et al.2 defined the “giant lipoma”
as a lesion measuring at least 10 cm in one dimension or
weighing a minimum of 1000 g. A total of seven giant lipomas

in the posterior cervical region were operated on in the
Department of Plastic and Reconstructive Surgery at Adnan
Menderes University between January of 2000 and December
of 2003. There were five male and two female patients ranging
in age between 48 and 63 years, with an average age of 56
years. Their main complaint was a painless, progressively
growing mass in the posterior cervical region (Fig. 1). The
smallest lesion size was 12 � 6 � 2 cm, and the largest was 20
� 10 � 6 cm. Only one patient had been operated on before
in a different clinic, and recurrent tumor was reoperated on
3 years after the first operation. This patient had the smallest
lesion (Fig. 2). Clinical examination was suggestive of a li-
poma in all cases. Ultrasonography was performed to confirm
diagnosis. Only two patients were operated on under local
anesthesia; other patients were operated on under general
anesthesia. In all cases, the skin overlying the mass was nor-
mal: it showed neither discoloration nor abnormal vascular-
ization. Skin excision was performed in lesions with dimen-
sions greater than 15 cm. The weight ranged between 140 and
460 g (mean weight, 245 g). All specimens were evaluated by
histopathological analysis and diagnosed as “lipoma,” which
consisted of clusters of multilobulated adipose cells com-
bined within a capsule. There were no early or late compli-
cations in our patients. All patients were followed up for a
minimum of 6 months, and there were no recurrences. There
is no exact explanation for the pathogenesis of lipomas. Ge-
netic, endocrine, and traumatic theories are the most ac-
cepted approaches.3 The mechanism for the uncontrolled
growth of such lipomas remains unclear. We believe that
trauma is an important factor in the pathogenesis of the giant

FIG. 1. (Above) Male patient with giant lipoma located in
the posterior cervical region. (Below) Excised lipoma.

FIG. 2. (Above) Female patient with recurrent giant li-
poma located in the posterior cervical region. (Below) Excised
lipoma.
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lipoma, also. The skin of the posterior cervical region is very
firm and thick, and the nape of the neck is one of the most
moveable parts of the body. Blunt trauma is always a cause of
inflammation in soft tissues.4 Mediators secondary to inflam-
mation could play a role in differentiations of precursors of
mature adipocytes. Trauma is the major etiological factor in
fat necrosis. Copcu and Sivrioglu3 speculated that fat necrosis
is the major etiological factor in posttraumatic lipomas lo-
cated in the subcutaneous plane.

We speculate that microtraumas may play a role in the
initiation and promotion of lipomas located in the posterior
cervical region because lipomas between the skin and fascia
in this region are exposed to microtraumas in each move-
ment of the head. Giant lipomas should be differentiated
from liposarcomas, malignant fibrous histiocytomas, or other
benign soft-tissue lesions such as old muscle ruptures, epi-
dermoid cysts, angiolipomas, deep hemangiomas, and diffuse
lipoblastomatosis.1

Finally, posterior cervical giant lipomas can be defined as
“neglected lipomas,” since this anatomical region is a nearly
invisible part of body and patients cannot be aware of these
lesions. Also, this anatomical region is exposed to microtrau-
mas with movement of the head, and trauma may play a role
in progressively growing giant lipomas.
DOI: 10.1097/01.PRS.0000165476.66071.27
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THE IMPORTANCE OF PREOPERATIVE IMAGING
IN POSTTRAUMATIC LATE CARPAL

TUNNEL SYNDROME

Sir:
The role of preoperative imaging studies in the evaluation of

late or posttraumatic carpal tunnel syndrome has been debated
in the recent literature.1,2 The development of late carpal tunnel
syndrome following distal radius as well as carpal bone fractures
has been well described.3–8 There is an intimate and precise

relationship among the surrounding carpal bones, the distal
radius, and the soft tissues of the carpal tunnel.

We report on a patient whose initial injury was scaphoid
tubercle and radial styloid fracture. The patient was initially
treated nonoperatively with closed reduction. Four months
later, the patient developed signs and symptoms consistent
with carpal tunnel syndrome and underwent open carpal
tunnel release.

Preoperative routine radiographs revealed only minimally
displaced and healed distal radius and scaphoid tubercle
fractures (Fig. 1). Intraoperatively, there was noted to be a
palpable bony prominence projecting into the carpal tunnel.
A standard open carpal tunnel incision was utilized for ad-
equate visualization. This prominence was thought to origi-
nate from the scaphoid tubercle and was believed to be a
significant cause of the patient’s median nerve entrapment.

Postoperatively, we obtained computed tomography scans
of the carpal tunnel to better define the anatomy. This im-
aging technique provided much better resolution then plain
radiographs, and we were able to completely appreciate the
bony encroachment of the carpal canal. The computed to-
mography scan revealed rotational deformity of the capitate
and scaphoid bones with volar impingement of the carpal
canal (Figs. 2 and 3).

From this experience, our recommendation is preopera-
tive imaging, either computed tomography or magnetic res-
onance imaging, in patients who are suspected of posttrau-
matic changes within the carpal tunnel. A careful history of
trauma in addition to the typical evaluation for carpal tunnel
syndrome is necessary to appropriately screen patients.

The anatomic information obtained from magnetic reso-
nance imaging and computed tomography scans may alter the
treatment course. Computed tomography scans of the carpus
can be extremely important in posttraumatic carpal tunnel syn-
drome to evaluate bony anatomy in a three-dimensional profile,
as routine radiographs give only a two-dimensional profile and
can miss occult carpal injuries that may contribute to carpal
tunnel syndrome. Computed tomography has proved useful in
identifying posttraumatic states such as scaphoid nonunion,
lunatomalacia in stages I and II, complex fracture dislocation,

FIG. 1. Note the scaphoid tubercle fracture on the an-
teroposterior view.
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cystic transformation of bone, and the presence of soft-tissue
masses.9 The use of three-dimensional computed tomography
reconstructions of the carpal tunnel and carpal bones has been
touted as a means of preoperatively identifying patients with
pathologic osseous conditions. These patients could then be
excluded from endoscopic decompression and scheduled for
conventional open decompression. In addition, in cases requir-
ing prosthetic replacement for carpal bones, the three-dimen-
sional reconstructions could provide precise measurements and
relationships.10

In conclusion, our case demonstrates the intimate rela-
tionship between carpal osseous anatomy and the soft tissues
of the carpal tunnel. In cases where osseous pathology has
been caused by previous carpal or distal radius injury, it is
important to proceed with a standard open carpal tunnel
release. The anatomy may be distorted and the chance of
injury to the median nerve during endoscopic carpal tunnel
release would be greater.10 With appropriate imaging, the
three-dimensional topography of the carpal tunnel can be
better appreciated and may facilitate correction of the osse-
ous abnormality, either as a combined procedure with open

carpal tunnel release or at a later date if soft-tissue decom-
pression alone is insufficient.

The importance of preoperative imaging studies (plain
radiographs) complemented by computed tomography and
magnetic resonance imaging studies is emphasized in the
diagnosis and treatment of nonidiopathic or late traumatic
carpal tunnel syndrome, especially associated with carpal or
distal radius injuries.
DOI: 10.1097/01.PRS.0000165477.25551.5E
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RECURRENT HERPETIC DIGITAL INFECTION:
ESTABLISHING A DIAGNOSIS AND MAKING USE

OF A VIRAL TEST KIT

Sir:
Herpes simplex virus infections most commonly occur in

the genitalia and oral mucosa.1 Common nongenital, nonoral
sites of herpes simplex virus infection include the buttocks,

FIG. 2. Note the volar displacement of the capitate in the
sagittal view.

FIG. 3. Note the volar displacement of the capitate (left
arrow) and the scaphoid tubercle (right arrow) impinging onto
the carpal canal in this axial view.
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trunk, fingers, and eyes.1 Herpes simplex virus I infection of
the hand classically occurs in children with herpetic stomatitis
and in health care workers infected at work.2

It is uncommon to have recurrences in herpes simplex virus
I infections. However, herpes simplex virus II infection of the
hand is more likely to recur. It occurs more commonly in adults,
and there is a strong association with genital herpes.3

Both herpes simplex virus I and II are large DNA viruses
that cause similar symptoms. Classically, they have infected
different sites, with herpes simplex virus I causing oral
lesions and herpes simplex II causing genital lesions. This
distinction is slightly blurred now, with both viruses found
in both sites.

This case report illustrates the difficulty that can arise in
diagnosis of a herpetic infection of a digit, and we introduce
a viral kit that is easy to use in the outpatient setting.

A 33-year-old right-handed police officer was referred to
the plastic surgery unit by the accident and emergency de-
partment with cellulitis of his left middle finger. This ex-
tended to the dorsum of his hand, with lymphangitis of his
forearm. On examination, he was noted to have a few drying
out vesicles on the palmar aspect of his finger (Fig. 1).

He gave a history of a paronychia of his left middle finger,
which had been incised and drained 2 years earlier. He then
reported that recurrent infections of the middle finger were
always heralded with vesicles appearing on the finger. Of note
is that the infections usually occurred every 6 weeks after he
completed a week of night duty. He was treated in five different
accident and emergency departments with courses of antibiotics.

There was no history of recurrent oral or genital herpes.
He did not recall any human bite before the onset of the
infections. A clinical diagnosis of viral infection was made
based on the history of a recurrent infection and the clinical
appearance of the lesions on the finger, and confirmed by
laboratory tests.

Advice was sought from the virology department, and we
were provided with a viral kit (Fig. 2). A dry viral swab was
taken and put into viral transport medium for culture and
gave a diagnosis of herpes simplex II. Viral skin scrapings
from the base of the vesicles were air-dried and put onto two
glass slides. One was used for electron microscopy examina-

tion and the other wa used for immunofluorescence studies.
In addition, blood was sent for viral antibody titers. The
patient was started on 500 mg of valcyclovir twice daily as a
prophylaxis for 6 months, as recommended by the virologists.
Despite antiviral therapy, he had three further episodes of
recurrent herpes infection in the 1 year he was followed up.

Herpes infection was first described in 1909 and was spo-
radically described in case reports over the next 50 years.4 In
1959, Stern et al.5 were the first to describe a series of 54 cases
of healthcare workers with herpetic infection of the digits. In
only 13 cases was the diagnosis confirmed by viral culture.
Two studies have shown that recurrent herpetic infections of
the hand are herpes simplex II.6,7

Usually one digit is involved, with the index finger or the
thumb being the most commonly affected digits.5 The clinical
onset frequently follows 3 to 4 days of local erythema and
pain, which may radiate proximally. In the primary infection,
herpetic whitlow is often associated with influenza-like symp-
toms, including lymphadenopathy, fever, and malaise, before
the appearance of vesicles.

The presence of lymphangitis and purulence commonly
leads to incorrect diagnoses resulting in the unnecessary use
of antibacterial agents. In contrast to primary infections,
these recurrent lesions have a shorter duration of only 7 to
10 days. It is therefore important to obtain a clear, detailed
history from a patient with recurrent hand infections when a
diagnosis has not been made. In our case, the recurrent
lesions appeared on a cyclical basis after a week of night work.
Apart from a clear history, it is important to know what tests
to conduct and how to perform them.

Our unit has a viral test kit (Fig. 2) that is distributed by
the virology department. It contains a disposable scalpel,
a cotton swab, viral transport medium in a vial, and two
glass slides. One slide is plain glass and the other is a
Hendley Essex slide with eight individual wells. This par-
ticular slide is widely used throughout most virology lab-
oratories and ensures better sampling and ease of labora-
tory assessment. The scalpel is used to obtain skin scrapings
and to de-roof blisters; the scrapings are then smeared onto
the dry glass slide and any vesicular fluid is put into the
Hendley Essex slide. Electron microscopy will show viral
particles in vesicular fluid, but this process is time con-
suming and operator dependent and therefore is not the
method of choice for routine diagnostics. The immuno-

FIG. 1. Swollen right middle finger with resolving vesicles. FIG. 2. Viral analysis kit.

Vol. 115, No. 7 / LETTERS AND VIEWPOINTS 2159



fluorescence kit used for identification of herpes simplex
differentiates between I and II. Therefore, to make a di-
agnosis of herpes simplex virus, a further differentiation
test is necessary. Monoclonal antibody studies will show
viral particles in skin scrapings.

The viral swab is run over the infected digit and put into
viral culture medium. A positive culture will provide a
definitive diagnosis and typing. A false-positive herpes se-
rological test may result from any febrile episode.8 A nor-
mal or low white blood cell count with an increased lym-
phocytic cell shift is usually present, provided no bacterial
infection is also present. Currently, a viral swab and scrap-
ings for direct electron microscopy and immunofluores-
cence studies are all that is necessary for a diagnosis to be
made.

The treatment for herpetic infections of the digit is con-
servative, consisting of a dry sterile dressing, elevation and
immobilization of the hand, and analgesics. Oral acyclovir has
been shown to shorten the clinical course and to lower the
rate of recurrences.9 There is no difference in the respon-
siveness of herpes simplex virus I or II to acyclovir, but type
I infections are typically less recurrent.

In our case, a human immunodeficiency virus test was not
indicated because there were no other indicators of immu-
nosuppression. The number of infective episodes did not
completely cease, but they occurred much less frequently and
were less severe.
DOI: 10.1097/01.PRS.0000165479.46059.D6
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IS SURGICAL HEMOSTASIS REALLY NECESSARY
IN OPEN CARPAL TUNNEL RELEASE?

Sir:
Hematoma formation is reported to be an important

complication in the early period following open carpal
tunnel release.1 There are no doubts that it increases the
risk of infection and poses problems with the biability of
skin flaps. In addition, it may cause inadvertent palmar
swelling, discoloration, and local discomfort.2 To prevent
this unfortunate complication, the general tendency is to
release the tourniquet at the end of the operation and
perform a meticulous hemostasis using bipolar or unipolar
cautery followed by wrist bandage, volar splinting, bulky
pressure dressing, and hand elevation.2– 4

In our experience, it is of primary importance to observe
the structural changes that the median nerve had been
exposed to, and this calls for a bloodless environment.
Although some surgeons do not even use one,3 the tour-
niquet provides a dry surgical field and a comfortable,
flawless surgery.

The authors’ preferred technique is to close the incision
without any kind of drain and to apply a bulky pressure
dressing before release of the tourniquet without attempt-
ing any hemostasis. The key points to achieve this goal are
as follows: (1) the skin surtures should be applied sparsely
(7 to 10 mm apart, to provide sufficient gaps for drainage);
(2) the dressing should exert its maximal pressure over the
palm; (3) the webspace dressings should be loosened (to
prevent an unintended compression over the digital ar-
teries, so that postoperative ischemia is avoided); (4) after
tourniquet release, additional manual pressure should be
applied over the patient’s palm until the hyperemia stage
subsides. The initial dressing is exchanged with light dress-
ings on the second postoperative day, and early mobiliza-
tion is encouraged (Fig. 1).

In an experimental animal study, tourniquet release after
wound closure is associated with greater hematoma formation.5

Nevertheless, we have used the above-described technique for
the last 7 years in more than 100 primary open carpal tunnel
releases without a single hematoma. In our experience, the
technique is safe and easy to apply if the above-mentioned key
points are fastidiously obeyed. However, we recommend using
a drain in secondary cases in which there is a high probability
of hematoma formation, because of the bleeding potential of
the established scar tissue.

The tourniquet increases the operative time of this tech-
nique by about 10 minutes, which is obviously negligible in
an open carpal tunnel release. The main advantage of the
technique is that, by avoiding a cautery, unintended injury to
the vital organs is prevented while still experiencing the ben-
efits of a tourniquet.
DOI: 10.1097/01.PRS.0000165484.12750.D1
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PALMAR CALLUS FORMATION AS A RESULT OF
MECHANICAL TRAUMA DURING SAILING

Sir:
Callus is hyperkeratotic thickening of the stratum cor-

neum caused by external factors such as chronic friction or
pressure that results in increased production or reduced des-
quamation of corneocytes. There is no predilection for age,

sex, or race, but calluses are most frequently seen on the
foot.1–3 They can also appear on the palms in several locations,
corresponding to the specific grip positions in certain occu-
pations, activities, or sports. Callus formation is a physiologic
protective mechanism against repetitive mechanical trauma.
Calluses do not impair function, unless they are too large, dry,
fissured, or macerated.4,5

During the systematic health controls of the national sailing
team at the end of the racing season in 2001, calluses were
noticed on the palms of five athletes in specific locations. The
team comprised six elite athletes and two coaches. All of them
were male. The coaches were 33 and 31 years old and had been
sailing for 13 and 11 years, respectively. They had been coaching
the team together for the last 2 years. The mean age of the
athletes was 25.6 years (range, 23 to 28 years). They had an
average sailing history of 8.8 years (range, 6 to 12 years) and had
been members of the national team for an average period of 3
years (range, 1 to 5 years). Five athletes had callus formation in
two specific locations, the dorsolateral and palmar regions of the
first metacarpophalangial joint and the mediopalmar site of the
fifth metacarpophalangial joint, just over the linea cephalica;
both hands were involved (Fig. 1). These areas corresponded to
the places where the ropes rubbed against the skin when they
were grasped (Figs. 2 and 3). Lesions were 1 to 1.5 cm wide and
band-shaped, with hardened rough skin. They were neither
painful nor bothersome. As a matter of fact, none of the racers
complained about their calluses until they were diagnosed by
the physician.

Callus formation is hyperkeratotic thickening of epidermis
as a protective response to repetitive trauma. Calluses appear
in predictable locations, depending on the individual’s oc-
cupation, activities, habits, and sports. The fingertips of vio-
linists, the fingers and hands of basket weavers, the lips of
trumpeters, the dorsa of the feet of surfers, the radial aspect
of the middle finger of the hand in writers are the regions that
are most prone to produce calluses. The most common cal-
luses are podiatric lesions, resulting from orthopedic defor-
mities and poorly fitting shoes.2,3

FIG. 1. The bulky dressing should exert its maximal force
on the patient’s palm. Note that there is little tensile strength
over the fingers and the dressing at the webspaces is loosened
(arrows).

FIG. 1. Locations of callus formation.
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In some jobs, callus and hyperkeratosis of specific loca-
tions on the hand have been reported. Palmar callus was
reported in waste collectors at a rate of 75 percent in 1985,
and ungloved workers were determined to be more prone to
developing the lesions.6 Peculiar hyperkeratosis on the
knuckles and dorsal aspects of the hands and feet, consistent
with repeated pressure and friction to these cutaneous sur-
faces, was ascertained among carpet installers.5

There is a wide spectrum of sports-related injuries of the
hand. Skin problems are variable. Pressure, friction, vibra-
tion, and penetration may produce skin changes and break
down, resulting dermatosis, callus formation, occupational
stigmata, and scars.7 Pulling boat hands, a unique dermatosis
detected among students during rowing and sailing season,
mogul skier’s palm, hypothenar ecchymosis, bowler’s thumb,
and hyperkeratosis appear on specific areas of the middle and
ring fingers, for example.4,8,9

In sports, localized hyperkeratosis corresponds to a precise
grip, as seen in golfers.4 Sports in which repeated immersion

takes place are associated with an increased incidence of skin
breakdown, maceration, and infection. The physiological de-
mands of sailing are highly specific, varying with wind con-
ditions, type of craft, and crew position.10 A precise type of
grip on the ropes during training and racing causes erythema
and blisters in particular areas of the palm, which hardens
and darkens over a period of several months. After starting
sailing, calluses develop in 6 to 12 months, depending on the
frequency of the training and racing periods. The athletes
described in this report had not considered these calluses to
be hand injuries and had not complained unless the calluses
were macerated or fissured and causing pain and functional
impairment. Even then, they considered thse calluses the
result of getting used to the sport. They accept these partic-
ular calluses as “sailors’ marks.” One athlete and the two
coaches had been using gloves made of leather and Kevlar.
They had no remarkable skin thickening of the regions
mentioned.

Band-forming calluses are seen on the palms of sailors in
specific zones. Usually, they are not uncomfortable or both-
ersome and do not impair function. Wearing protective
gloves during training and racing may be preventative.
DOI: 10.1097/01.PRS.0000165485.77146.82
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FIG. 2. The precise type of rope grip used during sailing.

FIG. 3. Radiograph shows the ropes rubbing against the skin
at the level of first and fifth metacarpophalangeal joints.
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GOOD OLD Z-PLASTY FOR CORRECTION OF
FINGER ANGULATIONS

Sir:
Phalanx angulations are frequently encountered prob-

lems in hand surgery. They may be caused by trauma or
surgery or they may be congenital. To correct the deformity,
corrective osteotomies are used with very good results.

Usually in traumatic angulations, where extensive scar forma-
tion can be observed, a soft-tissue deficiency may be encountered
aftercorrectiveosteotomy,whichrequiresreconstructionwith local
or distant flaps. We believe that in such cases, fundamental and
established plastic surgery techniques should always be kept in
mind. We present a case of phalangeal angulation that seemed to
require some sort of flap surgery at evaluation.

A 20-year-old man sustained an occupational crush in-
jury to his third and fourth fingers. He had undergone

three operations at another institution to correct his de-
formities and had healed well, except for residual angu-
lation of his third finger. He was seen in our outpatient
clinic 1 year postoperatively (Fig. 1, left, above and center).
On examination and x-ray evaluation, an ulnar angulation
of 30 degrees was seen at the distal interphalangeal joint
of the left third finger. The concave side of the finger
seemed to be in need of a tissue transfer procedure at the
time of angulation correction. A cross-finger flap from the
fourth finger seemed to be the most suitable choice, but
that finger has also been involved in the injury and did not
show a healthy appearence. Hence, correction osteotomy
followed by Z-plasty was planned and applied without un-
due tension and complication. At 3 months and 1 year
postoperatively, good results were obtained (Fig. 1, center,
above and center, and right, above and center).

FIG. 1. (Above and center) Dorsal and volar views of the left third finger: left, preoperative;
center, 3 months postoperatively; right, 1 year postoperatively. (Below) One-year postoperative
radiograph of the operative site (arrow).
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Z-plasty is one of the most frequently used techniques in
plastic surgery. Although it is also a local flap, it may not be
regarded as a correction method as in the case pesented
above. However, in an almost identical deformity, the tech-
nique can be used successfully for a single-stage correction of
constriction ring syndrome.1–3

The technique has a lot of advantages. It is easy to plan and
apply and does not need any other donor area other than the
finger itself. This saves other fingers as well as diminishes the
frustration of the surgeon when the neighboring fingers are
also injured. The cost and time for a second operation are
avoided and a good color match is obtained. It is possible to
return to work in a short period of time, a very important
concern for some patients.

Some simple fundamental techniques of plastic surgery
still find different applications in the field of corrective sur-
gery, although more advanced and new methods of recon-
struction are being discovered everyday. We believe this pre-
sentation to be a good example of this concept.
DOI: 10.1097/01.PRS.0000165486.10420.AB
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MANUAL REDUCTION OF THE LOCKED
METACARPOPHALANGEAL JOINT COMBINED

WITH INTRA-ARTICULAR INJECTION OF
NORMAL SALINE

Sir:
The locked metacarpophalangeal joint is a rare condition.

It was first reported by Langeskiold in 19491 and is defined
as the loss of extension of the finger with normal flexion.2 It
is often confused with trigger finger, but in trigger finger, the
joints that are most often affected are the interphalangeal
joints and impairment of the extension of the joint is rare.
The most common cause of the locked metacarpophalangeal
joint is trapping of the volar plate or the accessory collateral
ligament in the condyle of the metacarpal bone.3–5 Other
causes of acute locking of the metacarpophalangeal joint
have been reported in the literature: entrapment of a sesa-
moid bone,6 tumor of the metacarpal head,7 osteochondral
fracture of the metacarpal head,8 and intra-articular
loose body.9

Yagi et al.10 were the first to publish a detailed method
of manual reduction of the locked metacarpophalangeal
joint. First, the site of maximum tenderness is identified.
The accessory ligament responsible for locking of the joint
is usually on the radial side.10,11 After that, there are four
steps, as follows: step 1, flexion of the metacarpophalan-
geal joint (Fig. l, above, left); step 2, radial deviation of the
metacarpophalangeal joint (Fig. 1, above, right); step 3,
external rotation of the joint (Fig. l, below, left); and step 4,
gradual extension of the metacarpophalangeal joint while
holding the finger in radial deviation and external rotation
(locking is rarely found on the ulnar side of the finger)
(Fig. 1, below, right). If the reduction is unsuccessful after
several attempts, their advice is to move the finger in the
opposite direction (ulnar deviation and internal rotation).
They also comment that some of the joints will be reduced
after the first two steps.

Intra-articular infiltration with local anesthetic has been
used also for closed reduction of the metacarpophalangeal
joint.2,12 Posner2 believes that the volume of the local anes-
thetic injected “distend[s] the joint capsule and this factor
may be more important than its anesthetic effect.” However,
use of a local anesthetic can be dangerous. The manipulation
can be more violent (the patient does not feel pain) and this
can increase the chances of fracturing the joint.10,13 As an
alternative, Yagi et al.10 proposed the use of normal saline
intra-articularly, but they commented that they had no ex-
perience with this technique. We present two cases of locked
metacarpophalangeal joint that were reduced by injecting
normal saline into the joint and gently manipulating it, as
described by Yagi et al.

Both patients were men. One was 55 years old and the
other was 50 years old. They had both experienced a sudden
loss of extension of the metacarpophalangeal joint of the
right index of the dominant hand, the first during gardening
and the latter while watching television and trying to catch a
teapot. They both had limited active and passive extension of
20 degrees and 35 degrees, respectively. Flexion of the digit
was normal to for both of them. They were referred to the
plastic surgery department 2 weeks after the injury because
they had initially been diagnosed as having trigger finger.
Their hand radiographs demonstrated slight degenerative
changes.

Manual reduction was performed in both cases. First, 2
ml of normal saline was injected into the dorsal aspect of
the joint under sterile conditions with a 25-gauge needle.
After that, gentle flexion and radial deviation of the meta-
carpophalangeal joint was performed (steps 1 and 2). Both
joints were reduced without the need of steps 3 and 4 of
Yagi et al.’s technique. The patients experienced mild dis-
comfort during the maneuver. A splint was used for a week
to stabilize the metacarpophalangeal joint in extension.
After that, the patients were advised to use their fingers
freely. At 1-year follow-up, no recurrence was observed
and the patients were discharged from the clinic. Radio-
graphs confirmed the reduction and no fractures were
observed.

Yagi et al. successfully treated 12 patients. In a mean fol-
low-up of 5 years and 9 months, they had six recurrences. Our
patients did not have any recurrence after a year of follow-up.

We consider the manual reduction as decribed by Yagi et
al. to be a very useful method for treating the locked meta-
carpophalangeal joint; thus, the open technique is avoided.
However, we believe that the injection of normal saline in-
creases the pressure in the joint, so that maybe it can facilitate
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the manual reduction of the metacarpophalangeal joint.
DOI: 10.1097/01.PRS.0000165487.97359.D1
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FIG. 1. (Above, left) Flexion of the metacarpophalangeal joint. (Above, right) Radial deviation of the already maximally
flexed metacarpophalangeal. (Below, left) External rotation of the proximal phalanx rotates the metacarpophalangeal
joint. Flexion of the proximal phalanx and force to the tip of the finger can facilitate the maneuver. (Below, right) Gradual
extension of the metacarpophalangeal joint. Maintain the radial deviation and external rotation of the joint. Move the
finger into ulnar deviation and internal rotation if reduction is not achieved after several attempts with the above technique.
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A MODIFIED DESIGN OF LATISSIMUS DORSI
MYOCUTANEOUS FLAP FOR PATIENTS WITH

HIGH MASTECTOMY SCARS

Sir:
Several options available for breast reconstruction have

been shown to lessen the psychological disturbances associ-
ated with mastectomy. Among these, the latissimus dorsi myo-
cutaneous flap is a safe and reliable technique. It provides a
good environment for an implant, and the mechanics of flap
elevation and inset have become routine.1

The level and position of the mastectomy scar may affect
the aesthetic result of the reconstruction technique. The
aesthetic quality of the new breast depends on a few key
planning considerations, one of which is the flap inset.2 A
high mastectomy scar prevents an ideal flap inset, causing a

reduced horizontal length of the lower skin. In the late post-
operative period, the new breast mound gains an unaesthetic
projected appearance on the retained skin envelope, because
of the “trap door” deformity caused by contracture of the
lower breast skin flap.

To overcome these problems, we added a triangular flap
to the latissimus dorsi skin flap (Fig. 1). It increased the
horizontal length of the lower skin flap and reduced the skin
contracture, thereby having a Z-plasty effect (Fig. 2). More-
over, it reduced the donor-site morbidity, especially in cases
where we planned a wider flap, because it eased the closure
of the donor site ( Fig. 3). Finally, we would like to emphasize
that adding a triangular skin flap to the latissimus dorsi

FIG. 1. The design of the latissimus dorsi myocutaneous
flap with a triangular skin flap on the back.

FIG. 2. Perioperative view of insetting of the triangular
skin flap in the lower breast skin.

FIG. 3. Postoperative view of the donor site.

FIG. 4. Preoperative view of the mastectomy patient.
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myocutaneous flap provides a desired breast shape in cases of
high mastectomy scars and reduces donor-site morbidity
(Figs. 4 and 5).
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USE OF THE VAN BUREN DILATOR FOR
INSULIN-INDUCED LIPODYSTROPHY

Sir:
In diabetic patients, skin irregularities can occur at insulin

injection sites because of changes in the subcutaneous fat
tissue (also known as lipodystrophy). Multiple injections and
infected needles lead to scarred subcutaneous fat tissue. De-

pressions on the skin are caused by fibrous bands within fatty
tissues. This unusual condition can often be treated by elim-
inating these fibrous bands with a liposculpture cannula.
However, we believe Van Buren urethral dilator no. 12 (Fig.
1) can be used to eliminate fibrous bands simply and effec-
tively. After the tumescent technique is used, the vertical
fibrous subcutaneous structure is cut to obtain a smooth
surface over the entire lipodystrophic area with Van Buren
urethral dilator no. 12 (Fig. 2). We believe this procedure can
be used in localized lipodystrophic areas to eliminate subcu-
taneous fibrous bands. Consecutive fat injections can easily be
performed to repair any aesthetic problems.
DOI: 10.1097/01.PRS.0000165490.90379.7D
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FIG. 5. One-year postoperative view of the patient after
breast reconstruction with a latissimus dorsi myocutaneous
flap, a triangular skin flap, and a silicone gel–filled prosthesis
for the right breast and augmentation of the left breast with
a silicone gel–filled prosthesis.

FIG. 1. Van Buren urethral dilator no. 12.

FIG. 2. Use of the Van Buren dilator to eliminate fibrous
bands.
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SCROTAL AND PENILE RECONSTRUCTION
AFTER MASSIVE SELF-INJECTION OF LIQUID

PARAFFIN AND PETROLEUM JELLY

Sir:
The injection of liquid paraffin or petroleum jelly (Vase-

line) for restoration of body defects and aesthetic body con-
touring was widely practiced for medical purposes earlier
this century.1 The most common injection sites were the
breast, face, penis, scrotum, vocal cords, and eyelids. The
complications following these procedures were sometimes
local; however, more generalized complications, such as
distant paraffin emboli, have been reported.2

Despite awareness of the potentially damaging effects of
liquid paraffin injections, they are still being used by laymen
in attempts to increase the circumference of the penile shaft,
especially in Eastern European countries.3 A few cases of
penile and scrotal augmentation by this method have been
described in the literature.4 However, no cases involving the
penile shaft, scrotum, and suprapubic regions have been
reported in the literature.

A 37-year-old man was referred with massive enlarge-
ment of the external genitalia with limited erectile func-
tion and the inability to have intercourse. He admitted to
having injected liquid paraffin and petroleum jelly into his
penis, scrotum, and suprapubic regions intermittently over
a 5-year period. This practice was discontinued 2 years
before presentation. Physical examination revealed a
grossly enlarged penis and scrotum measuring 50 � 20 �
10 cm. Several solid granulomata were palpable in the
scrotum as well as the suprapubic regions. The foreskin was
not retractable because of the severe edematous condition
of the penis. The meatal tip of the penis was markedly
thickened. There were no palpable lymph nodes in the
groin. The external genitalia and groin were covered with
decorative tattoos (Fig. 1).

The results of routine blood and urine tests were all within
normal ranges. Ultrasound and computer tomography im-
aging revealed mainly reactive fibrosis and small collections
of fatty tissue in the penis and scrotum; the testes and the

corporeal bodies, however, were unaffected. Magnetic reso-
nance imaging was not attempted as the patient had inserted
a glass-covered piece of metal subcutaneously into his penile
shaft some months before.

The diagnosis of massive penile and scrotal foreign body
granulomata caused by self-injection of liquid paraffin and
petroleum jelly was made. After psychiatric assessment, it was
concluded that recurrent risk was limited.

FIG. 1. Massively enlarged scrotum and penis following repeated injections with liquid
paraffin and petroleum jelly. (Left) Frontal view. (Right) Caudal view showing the design of
the dorsally pedicled, random scrotal skin flap to be used to reconstruct the scrotum.

FIG. 2. During resection of the infiltrated penile and
scrotal skin and subcutis, grayish petroleum jelly emerged
from the subcutaneous tissues.
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The definitive surgical treatment involved en bloc removal
of all of the skin and subcutaneous tissues infiltrated with the
foreign material, with preservation of both testes (Fig. 2). A
total of 2115 g of granulomatous and fibrotic tissue was ex-
cised (Fig. 3). The scrotum was reconstructed with random-
pattern local skin flaps. The penile shaft was resurfaced using
a split-thickness skin graft taken from the right upper leg. The
postoperative course was uneventful. Psychological counsel-
ing was continued.

This is a case of an unusual self-inflicted injection injury
involving the penis, scrotum, and suprapubic regions that

posed a reconstructive challenge. In a reconstruction of
this kind, the following aims should be considered: (1)
complete removal of the skin and subcutaneous tissues
infiltrated with the foreign material; (2) careful planning
to reconstruct the denuded areas before mobilization of
the remaining local tissue; (3) preservation of the func-
tions of the penis and testes; and (4) an aesthetically ac-
ceptable result.

Four months after the procedure, there was no recur-
rent ulceration, erectile and ejaculatory functions had re-
turned, and the result was aesthetically pleasing to the
patient (Fig. 4).

It is important to mention, however, that considering the
severity of edema, the degree of fibrosis of the tissues, the risk
of wound contamination, and the probability of recurrence,
surgical intervention has a significant risk of failure. These pa-
tients should be warned of the possible complications and the
limitations of surgical options, as well as the possibility of
amputation.
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LIGNOCAINE FACILITATES SAFE AND SIMPLE
INTRAMUSCULAR DISSECTION

Sir:
A wide variety of plastic surgery procedures require

transection or dissection of striated muscle. This is fre-

FIG. 3. Result of en bloc resection of 2115 g of infiltrated
penile and scrotal soft tissues; the penile shaft and both testes
were left denuded. The surgical specimen is shown on the
abdomen of the patient.

FIG. 4. The postoperative appearance after 4 months.
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quently performed close to important vascular pedicles
necessitating particular care. This can be done using scis-
sors, a knife, and diathermy. The disadvantage of dia-
thermy use on or near muscle is that the local current
passage causes widespread and disorganized muscle con-
traction, resulting in a mass action of twitching. Such move-
ment makes delicate dissection difficult and poses a risk to
other local structures. This problem of muscle movement
occurs with increasing frequency because of changing an-
esthetic practice. As concerns regarding patient awareness
under anesthesia increase, there is a move away from sys-
temic paralysis during anesthesia. Therefore, more major
procedures are being performed without muscle relaxant
drug cover.1,2 We are aware that some surgeons prefer to
perform such dissection while the patient is temporarily
paralyzed intraoperatively. We report a simple, safe, and
cost-effective technique to eliminate such muscle twitching
and thereby render muscle dissection safer.

Immediately before dissection, we instill 1% lignocaine
directly into the muscle (Fig. 1). By blocking sodium chan-
nels, local anesthetics prevent the triggering of voltage-gated
calcium channels in the muscle cell membrane and sarco-
plasmic reticulum.3,4 Therefore the lignocaine rapidly para-
lyzes muscle motor units while having the additional advan-
tageous effect of reducing deleterious vessel spasm due to

sympathetic nervous system blockade. Muscle dissection can
then take place without muscle twitching. We have found that
this technique is of particular use during dissection of the
perforators in a deep inferior epigastric perforator flap. The
senior authors have used this technique to facilitate dissection
in more than 100 deep inferior epigastric perforator and
anterolateral thigh flaps and found it to be both safe and
reliable.

An alternative technique is to deliver lignocaine into the
muscle via a blunt ophthalmic catheter (Fig. 2). Although this
is designed to minimize trauma to the muscle, there remains
a theoretical risk of damage to the fine venous connections
around the perforator complex, particularly if the perforators
travel obliquely through the muscle. Therefore, this modifi-
cation should be used with caution.
DOI: 10.1097/01.PRS.0000165492.72298.F9
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SUBCUTANEOUS STAPLE GRANULOMA MAY
MIMIC RECURRENT SQUAMOUS

CELL CARCINOMA

Sir:
We report the first case of subcutaneous staple granuloma

mimicking recurrent squamous cell carcinoma. A 57-year-old
man was operated on for excision of squamous cell carcinoma
from his forearm. The defect was resurfaced with a partial-
thickness skin graft, and the graft was stabilized using staples.

FIG. 1. Lignocaine intramuscular injection.

FIG. 2. Blunt ophthalmic catheter.
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He was reviewed in the outpatient clinic 4 weeks after
the operation. The graft take was satisfactory and the
wound had healed completely. However, he presented with
a subcutaneous nodule just proximal to the edge of the skin
graft. We thought this was a recurrence of the tumor and
planned for wider excision of the recurrent tumor. We
found a large subcutaneous granuloma with a buried staple
embedded within it (Figs. 1 and 2). In a detailed search of
the literature, subcutaneous staple granuloma had not
been reported.

Staples are widely used for skin closure and stabilization of
skin grafts. We recommend that the surgeon count and doc-
ument the number of staples applied and that the nursing
staff confirm that the staples are removed at the time of graft
dressing. This would avoid problems of buried staples and the
associated medicolegal consequences, especially when ab-
sorbable staples are not available on the market.
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AN EASY WAY TO MARK ANATOMIC
STRUCTURES FOR SURGICAL PHOTOGRAPHY

Sir:
One of the most valuable methods of documentation in

plastic surgery is preoperative, intraoperative, and postoper-
ative photography. The camera is the surgeon’s closest com-
panion, just like a stethoscope, ophthalmoscope, and der-
matoscope. Recent improvements in digital photography
have aided in the practical use of the camera to store and
process images and document patient care.1,2 Technical de-
tails and anatomic structures can be highlighted by special
tags during intraoperative photography, especially during
dimly lit operations where red light can radiate. It may be
challenging to draw attention to some anatomic structures on
a blood-red background.

A wise method could be the handy application of surgical
glove packaging.3 Indicators such as arrows can be cut from
the packaging for sterile gloves and used to highlight struc-
tures in a standard fashion in photography (Fig. 1). The use
of sterile packaging to create symbols and letters is a feasible
method. We recommend the practical use of this packaging
for intraoperative markings for their accessibility.
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FIG. 1. Excised subcutaneous granuloma with embedded
staple.

FIG. 2. Defect after excision was resurfaced with a local
flap with the adjacent area showing the skin graft.
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COLD ABSCESS FOLLOWING BACILLUS
CALMETTE-GUÉRIN VACCINATION

Sir:
Bacillus Calmette-Guérin vaccine is a freeze-dried live bac-

terial vaccine prepared from an attenuated strain of Myco-
bacterium bovis that is potentially infectious. It induces a cell-
mediated immune response; fortunately, complications are
rare. Pankowska and Rozniecki1 described a complication
rate of 0.7 in 1000 children, with the most common compli-
cation being local ulceration and local suppuration followed
by suppuration of local lymph nodes.

A specific complication of bacillus Calmette-Guérin vac-
cination is formation of a cold abscess, with the absence of the
usual signs of inflammation. It is usually found in patients
with tuberculosis, but bacillus Calmette-Guérin can also be an
etiological factor.

In 1954, Lamy et al.2 described the case of a child who
developed a cold abscess in the buttocks after vaccination.
Other authors have described cold abscesses in the lymph
node,3 sacrum,4 and sternum.5 Murphy et al.6 observed heal-
ing of cold abscesses after 3 to 4 weeks of taking oral eryth-
romycin. Mitinskaia et al.7 observed complete absorption
within 1 to 2 months in 162 patients treated with rifampicin
and dimexide.

We describe the case of a 16-year-old boy who was treated
for a cold abscess that developed 12 months after vaccination
with bacillus Calmette-Guérin. He was initially treated surgi-
cally and then conservatively for the same condition. To the
authors’ knowledge, so far there have been no case reports
of a cold abscess after bacillus Calmette-Guérin vaccination in
an Anglo-American.

A 16-year-old boy was referred by his general practitioner
with a 3-cm swelling in his left upper arm after a 2-week course
of flucloxacillin. The 3-week-old lesion was adjacent to a
12-month-old bacillus Calmette-Guérin scar. The patient
stated that the vaccination site had never healed completely
after initial rupture. A wound swab taken by the general
practitioner was negative for acid-fast bacilli. His blood count
and chest radiograph were normal. The patient remained
asymptomatic without fever, loss of appetite, or weight loss.

Physical examination revealed a 3-cm ruptured lesion and
a smaller lesion with a granulating wound base. There was no
inflammation, consistent with a cold abscess. Observations of
the patient were unremarkable.

Intraoperatively, skin necrosis and a multiloculated sub-
cutaneous lesion were found. The involved fat tissue was
liquefied. The absence of hyperemia was noted. All visibly
involved tissue was excised for histological evaluation. The
patient was discharged the same day on oral flucloxacillin.

The histopathology report showed ulcerated skin with an
underlying acute and chronic inflammatory infiltrate with
occasional poorly formed granulomas (Fig. 1). Wound swabs
contained acid alcohol-fast bacilli. Results of DNA tests for
Mycobacterium tuberculosis were positive.

Four weeks later the patient returned with local recur-
rences (Fig. 2). He was managed conservatively with another
two courses of antibiotics. Follow-up by the respiratory team
revealed an ipsilateral nontender axillary lymph node. Treat-
ment was continued without any antituberculosis medication.
Nine weeks after the operation, the lesion and the lymph
node had improved.

Lesions originating in the site of a previous bacillus
Calmette-Guérin vaccination should be regarded as positive

FIG. 1. The packaging for surgical gloves (above) can be
used to produce multiple marks and arrows (center). The
cut-outs made from the surgical glove packaging can be used
to mark anatomical structures during the operation (below).
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for M. tuberculosis until the final microbiology results are
available, which can take several weeks.

In this report, the patient received both surgical and con-
servative treatment, and improved on nonsurgical therapy,
which in retrospect appeared to be more effective. No anti-
tuberculosis regimen was administered and the lesion is
healing.

The possibility of developing such a complication is rare;
the total complication rate was found to be 20 per 100,000.
In the same study, half of these cases were local complications,
such as abscesses or ulceration.8

Of importance is the fact that bacillus Calmette-Guérin as
a live organism can introduce infection. Indeed, there have

been anecdotal reports in the medical literature suggesting
the occurrence of tuberculosis after bacillus Calmette-Guérin
vaccination or antineoplastic therapy.9–13
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ground of nonspecific inflammatory cell infiltrate in the gran-
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FIG. 2. Recurrence of cold abscess 4 weeks after surgical
excision.
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RECONSTRUCTION OF THE
RECONSTRUCTIVE LADDER

Sir:
The development of the reconstructive ladder was a signif-

icant milestone that has since given reconstructive surgeons a
structured, thorough, and comprehensive algorithm for the
treatment of all wounds. Upon climbing this “ladder,” the sur-
geon will encounter methods that range from allowing the
wound to heal by secondary intention to more elegant and
complex methods, such as free tissue transfer. This algorithm
came at a time when the complexity of the procedures increased
to an exponential degree upon mounting this ladder and climb-
ing every step. Wound closure using the most sophisticated
methods came at the expense of long surgical procedures, in-
creased donor-site morbidity, and more frequent complications
resulting in suffering by the patient.

The flaw in the reconstructive ladder is its intrinsic inten-
tion of providing wound coverage with minimal focus on
functional outcomes. It emphasizes providing simple mea-
sures for wound closure whenever possible. It provides the
beginner and the inexperienced surgeon with a safe and
simple way to manage wounds. Furthermore, it allows the
surgeon who is capable of performing more difficult and
time-consuming procedures the avenue to pursue less com-
plex procedures and justify such actions based on what is
taught in the “reconstructive ladder.”

Mathes and Nahai1 proposed a three-corner triangle in an
attempt to overcome the flaws in the classic reconstructive lad-
der. Flaps, microsurgery, and tissue expansion occupied each
corner of the triangle. Gottlieb and Krieger2 proposed an ele-
vator concept, where one can bypass steps in the ladder to rise
to a higher point with more freedom. With the advancement in
the understanding of anatomy, operative techniques, instru-
mentation, and surgical skill, complex procedures are no longer
considered as last resort procedures only. The method of re-
construction should be chosen based solely on the procedure
that yields optimal functional results. This paradigm does not
eliminate the place of the reconstructive ladder, but it retires its
role as the basis for reconstruction of wounds in the hands of
surgeons adept at performing the full range of procedures com-
fortably and effectively. It is clear that nowadays free tissue trans-
fer has become a safe and effective method of reconstructing
many complex as well as simple wounds, yielding results that are
unmatched by more simple methods. Success rates of free tissue
transfer approach 99 percent at many centers performing these
procedures on a routine basis.3–5 Simple methods such as skin
grafting and healing by secondary intension are often associated
with a higher rate of complications than free tissue transfer.
Nevertheless, when complications do occur with free tissue
transfer, they are often more severe.

A prospective randomized study is necessary to evaluate
the role of free tissue transfer in the management of wounds
amenable to closure by more simple methods. Are superior
results achieved at a worthwhile expense? We are currently
going through our database and attempting to undertake this
study in a retrospective fashion.
DOI: 10.1097/01.PRS.0000165497.92397.BE
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WEIGHT-LOADED SYRINGES AS A SIMPLE AND
CHEAP ALTERNATIVE TO PUMPS FOR

VACUUM-ENHANCED WOUND HEALING

Sir:
Application of subatmospheric topical pressure (�75

mmHg to �200 mmHg1) is a costly but useful procedure to
promote the healing of ulcers, infections, and plastic skin
reconstructions.1–5 For these purposes, specific computer-
controlled vacuum pumps have been developed. Even
though these systems may be cost-effective and of undisputed
benefit, they typically cost $80 U.S. per day of treatment. As
a cheaper alternative to pumps or to simple suction drainage
containers,6 a technique using syringes loaded with weights
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was developed that is independent of power supply and silent
and only costs about $3 to $6 U.S. per day of treatment.

In the laboratory, air-tight wound dressings were created in
various sizes with plastic foil and open-porous foam (Fig. 1). A
catheter in the foam was connected to a 50-ml perfusor syringe
(Braun). Between the syringe and the catheter, a three-way
stopcock and a facultative infusion valve were interposed (Fig.
1). The syringe was held vertically using a hook on the distal
(outlet) end, while weights were attached to the piston to pro-
duce a negative pressure. To measure the resulting pressure, a
second tube was inserted into the foam and connected to a
pressure gauge. After preliminary feasibility tests in 20 patients,
the system has been tested prospectively with air-tight wound
dressings applied as with any electric vacuum pump in 16 pa-
tients for a mean duration of 10 � 3 days. For clinical testing,
the system was additionally equipped with an alarm to indicate
when the piston has sunk down and should be emptied of liquid
or air (Fig. 2). The dressing was usually exchanged after 4 to 5
days. The progress of wound healing was judged by two expe-
rienced plastic surgeons in consensus.

The pressure was found to be independent of the size of
the wound to be drained, but dependent on the weight ap-
plied to the piston and on the diameter of the piston in the
syringe, according to the following formula:

Pressure (mmHg)

� (load on piston(N)/square area piston(m2))/133

The friction of the piston proved to be negligible in prac-
tice. Weights necessary to create negative pressures as estab-

lished in the literature with a 3-cm-diameter syringe (typical
50-ml syringe) are listed in Table I.

In the preliminary testing it was found to be difficult to
achieve absolute air-tightness at the capillitium or in the
interdigital space, or if the wounds were greater than 10 cm.
In all of the selected 16 patients prospectively tested for 10
days, the vacuum was maintained by the syringes for the entire
testing period and aspiration of wound secretion worked
without difficulty. Healing with the syringe-vacuum treatment
was qualitatively not discernible from the results obtained
with conventional vacuum pumps.

The proposed method allows one to generate a controlled,
continuous subatmospheric pressure for vacuum-assisted
wound closure at a fraction of the cost of electric pumps. In
contrast to known low-cost methods, such as the suction cath-
eter sytem, using weight-loaded syringes allows one to control
the applied pressure precisely.

The possible drawback of the method may be the need for
vertical mounting of the syringe, which is dependent on patient
compliance and intermittent vacuum1 may not be achieved. An
optional alarm may be used, as displayed in Figure 2, to monitor
complete filling of the syringe or leaking of the plastic foil. The
method may be inappropriate when the wound drainage ex-
ceeds 100 ml per 24-hour period, which would demand ex-
changing the syringe more than twice per day, or when airtight
coverage of the wound cannot be achieved.

However, when the system is installed properly and
checked regularly (two to three times per day), it is of equiv-
alent efficacy in our prospective qualitative assessment as an
electrical pump in terms of wound granulation, drainage, and
wound closure. Because the pressure created by the syringes
is the same as that with electric pumps, the clinical effects
were expected to be comparable. This was confirmed in the
preliminary clinical tests.

FIG. 1. The weight-loaded syringe in use on a leg. The com-
ponents are as follows: (1) wound dressing with foam (vacuum-
assisted closure PU foam; KCI Medical Ltd., United Kingdom)
and adhesive tape (OpSite; Smith and Nephew, Hull, United
Kingdom), (2) tube, (3) one-way valve, (4) three-way stopcock,
(5) 50-ml syringe with hook, and (6) pulling weight.

FIG. 2. For standardized clinical testing, the syringe (1)
was mounted on a board, with the piston connected to a
ducted weight (2) that activates a switch (3) with an alarm (4)
when it sinks down because of filling of the syringe with air
or liquid.
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In summary, the new method allows one to reduce costs
decisively and offers a simple and cheap alternative to pumps
for vacuum-assisted healing of small and mid-size wounds. Its
independence of technical support and electrical power
makes it also particularly attractive for use in developing
countries with limited technical and financial resources.
DOI: 10.1097/01.PRS.0000165495.54252.84
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TABLE I.
Weights Needed to Create Negative Pressures (50-ml

syringe, 3 cm in diameter)

Weight
(kg)

Negative Pressure
(mmHg)

0.7 73
1 104
1.2 125
1.5 156
1.7 176
1.9 198
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