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Letters

Re: Intrafocal Pinning of Distal
Radius Fractures: A Simplified
Approach

In reference to the interesting article
“Intrafocal Pinning of Distal Radius
Fractures: A Simplified Approach,”
written by Rosenthal and Chung in
Annals of Plastic Surgery (2002;48:
593–599), this technique is my pref-
erence because it works very well,
particularly for unstable extra-artic-
ular fractures of the distal radius.

Regarding the number of pins,
however, two pins are probably not
enough. I have had cases in which the
distal fragment continued to move in
a palmar direction postoperatively
and this can occur because there was
no fixation of the distal fragment to
the proximal radius. The dorsal pin
can only prevent the distal fragment
from migrating dorsally without any

counteraction to the first finger flexor
and wrist flexor, which can migrate
the distal fragment palmarly. This
problem was solved with the use of
two additional pins inserted from the
radial styloid to the proximal frag-
ment: one in the dorsal palmar direc-
tion and the other in the opposite
position (Fig 1).

In addition, an arthroscopic can-
nula was found very useful not only
for soft-tissue protection but also as
an aid in precise pin placement. In
the case of callous formation with
malposition, we have found this can
be used by breaking the callous with
a mini open reduction technique,
and using an osteotome to remove
the callous and reinsert it into the
fracture site.

Boonmee Chunprapaph, MD
Associate Professor of

Orthopaedics
University of Illinois at Chicago
Department of Orthopaedics

Reply

I appreciate the helpful sugges-
tions by Drs Chunprapaph and
Kitidumrongsook. Their technique
is excellent and is quite similar to
our recent approach. The initial
series presented in this paper con-
cerns primarily young patients
with less comminuted extra-artic-
ular distal radius fractures. In this
series, two pins were used with
good results, but in more recent
patients we have begun to insert
four pins: two dorsally to restore
dorsal–volar tilt, one intrafocally
over the radial column to restore
radial– ulnar tilt, and one through
the radial styloid to the proximal
radius to stabilize the radial col-
umn. Occasionally patients may
develop superficial pin track in-
fection, which requires premature
pin removal. Having more pins
can maintain reduction if one or
two pins need to be removed early.

Another problem we found with
this technique is in elderly patients
with osteoporotic bone and in pa-
tients with substantial amounts of
dorsal comminution. In elderly pa-
tients, the intrafocal technique
alone is probably insufficient be-
cause we note the collapse of the
radius over time. Most of these pa-
tients have low physical demands,
and the less than optimal reduction
may not cause too much of a prob-
lem. Adding an external fixator and
placing bone graft sub-stitutes
through a limited incision under the
distal radius may prevent the grad-
ual collapse of the distal ra-dius in
these elderly patients. The external
fixator can be removed after 8 weeks
in an office setting. For younger pa-
tients with substantial amounts of
dorsal comminution, adding bone
graft to replace the comminuted
bone is quite useful to maintain
reduction. Freeze-dried cadaveric
bone graft placement through a lim-
ited dorsal incision is quite effective
in adding an additional buttress to
the distal fragment.

I appreciate the kind suggestions
by Drs Chunprapaph and Kitidum-
rongsook in treating this injury. Dis-
tal radius fractures are common,
and the numerous fracture patterns
require one to be facile with differ-Fig 1.
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ent fixation techniques. When faced
with a Colles’ type fracture, the in-
trafocal technique provides a sim-
ple and elegant solution.

Kevin C. Chung, MD
1500 East Medical Center Drive

2130 Taubman Center
Ann Arbor, MI 48109-0340

Re: Patient Self-Reported Outcome
After Ulnar Nerve Transposition

The information in the article by
Novak and colleagues (Ann Plast
Surg. 2002;48:274 –280) relating to
outcomes for ulnar nerve transpo-
sition by the musculofascial
lengthening technique was
unique. It was the first report of
results using this surgical tech-
nique that used a patient survey
for outcome assessment. The pa-
tient-reported results, in 100 pa-
tients, were excellent, with
approximately 85% reporting im-
provement in sensibility, pain,
and strength. The success of this
procedure confirms other reports
of such success with the musculo-
fascial lengthening technique for
submuscular transposition.1,2

It is unfortunate, however, that
the only reference for details of
this technique given by Novak and
colleagues is to a neurosurgical
atlas.3 This atlas is not easily ac-
cessible to plastic surgeons or
hand surgeons who may be read-
ing Annals of Plastic Surgery,
proof of which (of which Novak
and colleagues are apparently un-
aware) is the fact that I had pub-
lished the same technique in that
same journal 2 years earlier.4

To facilitate the readers of An-
nals of Plastic Surgery with ob-
taining a visual description of the
submuscular transposition by the
musculofascial slide technique,
which is not available in the arti-
cle by Novak and colleagues, I
suggest they try any of the follow-
ing references: The reference in
Contemporary Orthopedics from
1988 is a full-color presentation of
this technique given step by step.5

Chapter 9, in the textbook Surgery
of the Peripheral Nerve, which Dr
Mackinnon and I coauthored, is
approximately 95 pages long and
is comprehensive regarding this

surgical technique.6 The article in
Neurosurgery Clinics of North
America in 1991 contains addi-
tional surgical illustrations on the
musculofascial slide, and indi-
cates how to use this approach for
ulnar nerve transpositions when
other techniques have failed to
give the desired result.7 The
pathophysiological basis for
choosing musculofascial lengthen-
ing, proved with intraneural mea-
surements of ulnar nerve
pressures, was published in 1994
and contains a different set of il-
lustrations for the procedure.8 The
most recent article, from 2000,
contains surgical illustrations
with color added to highlight cer-
tain critical technical consider-
ations.9 The Journal of Bone and
Joint Surgery has an article in
press for 2003 that contains the
long-term results of a series of 161
ulnar nerve transpositions done
using this technique from 1985
to1991. This article will also have
illustrations of the technical de-
tails for the musculofascial length-
ening technique.10

Thank you for permitting me to
aid the readers of Annals of Plastic
Surgery with these references.

A. Lee Dellon MD, FACS
Institute for Peripheral Nerve

Surgery, 3333 North Calvert
Street, Suite 370, Baltimore, MD
21218.
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Circumcision as an Unusual Cause
of Penile Lymphedema

Lymphedema of the external geni-
talia is an unusual problem in
countries where endemic filariasis
is rarely experienced. The abnor-
mal retention of lymphatic fluid in
subcutaneous tissue as a result of
lymphatic obstruction causes
swelling, pain, disfigurement, dif-
ficulties in urination, and a de-
crease in potency. Lymphedema
may be idiopathic or secondary to
inflammation, surgical incision,
neoplasm, radiation, hypopro-
teinemia, venous thrombosis, and
other medical conditions.1,2

Although various methods of
lymphangioplasty have been de-
scribed by several authors, they
are technically difficult and unre-
liable, and therefore are not often
performed.2,3 The most common
approach is excision of all the in-
volved skin and subcutaneous tis-
sue to the level of Buck’s fascia
followed by coverage of the geni-
talia with local tissue flaps or skin
grafts.1– 4

A 14-year-old boy presented to
our clinic with a 4-year history of
progressive, chronic, and massive
penile edema (Fig 1A). Physical ex-
amination revealed isolated genital
disfigurement because of hard and
thickened skin of the penis. The
patient had chronic discomfort from
the size and appearance of the pe-
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nis. He had no prior history of
malignancy, pelvic surgery, radio-
therapy, trauma, or infectious dis-
ease of the genitalia.

The only surgical procedure per-
formed to the external genitalia
was circumcision, and he indi-
cated that his penile skin began to
swell 1 month after the surgery.
Also he had no history of compli-
cations from circumcision, such as
bleeding, infection, and so forth.
Preoperative studies were negative
for an infectious cause, including
filariasis, syphilis, and tuberculo-
sis. The thickened skin of the pe-
nis was sampled under local
anesthesia with 1% lidocaine. Mi-
croscopic findings were compati-
ble with chronic lymphedema and
fibrosis. Surgery was performed
with the patient in a supine posi-
tion and under endotracheal anes-
thesia. After placing a urinary
catheter, a circumferential inci-
sion was made around the corona
and continued ventrally along the
midline of the penis to the penile
shaft. The skin and subcutaneous
tissue were then removed down to
Buck’s fascia. A split-thickness
skin graft was harvested from the
lateral surface of the thigh. All
bleeding areas were coagulated
carefully. The penis was covered
with the skin graft with the suture
line positioned on the dorsum of
the penis. After the skin graft was
sutured in place, Vaseline dress-
ings were applied to the donor site
and the skin graft on the penis.

Compression dressings were ap-
plied to the penis to ensure
immobilization. No prophylactic
antibiotic therapy was adminis-
tered. Dressings were changed on
the fifth postoperative day, fol-
lowed by daily light dressing
changes. The patient’s postopera-
tive course was uneventful and he
was discharged on postoperative
day 10. His follow-up course has
been quite satisfactory, with no
evidence of recurrent lymphed-
ema after 3 years (Figs 1B, C). He is
satisfied with the cosmetic and
functional results.

The most frequently encountered
complications of circumcision are
hemorrhage, infection, meatal ste-
nosis, urethral cutaneous fistula,
and partial or total glans amputa-
tion.5,6 To our knowledge, penile
lymphedema has not been reported
previously as a complication of cir-
cumcision. Circumcision is a minor
surgical procedure, and lymphatic
obstruction is an unexpected result
of it. We cannot explain exactly the
mechanism of the lymphedema in
our patient, but we think that sub-
clinical infection and also traumatic
surgery may be possible causes of
lymphatic obstruction. On the other
hand, the lymphedema in our pa-
tient can be accepted as primary
lymphedema (lymphedema pre-
cox), and circumcision may have
initiated and accelerated the lym-
phatic obstruction leading to
edema.

Regardless of the cause,

lymphedema is not fatal, but its
chronic nature makes the patient
miserable. Complete excision of
the involved tissue and coverage
of the penis with a split-thickness
skin graft is a satisfactory treat-
ment approach with good cos-
metic and functional results. We
think that all surgical procedures
about the external genitalia must
be performed carefully with atrau-
matic techniques, and antibiotic
prophylaxis must be used to pre-
vent subclinical infections. In con-
clusion, it should be kept in mind
that, although extremely rare, mi-
nor surgical procedures of the gen-
italia such as circumcision can be
a cause of lymphedema.

Serkan Yıldırım, MD
Gaye Taylan, MD
Tayfun Aköz, MD
Department of Plastic and

Reconstructive Surgery, Dr. Lütfi
Kırdar Kartal Education and
Research Hospital, İstanbul,
Türkiye

Address correspondence to Dr
Yıldırım, Hızırbey cad. Nesrin
sok. Armağan apt. 2/5 81060,
Göztepe, İstanbul/Türkiye
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About Local Anesthesia
Infiltration

The use of local anesthesia and se-
dation is growing increasingly in
aesthetic plastic surgery. Abundant

Fig 1. (A) Appearance of penile lymphedema on presentation. (B, C) The
result 2 years postoperatively.
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volumes of diluted anesthetic infil-
trations with adrenaline are usually
infiltrated in the various anatomic
areas that undergo the operation. In
some cases it is not important to
measure the volume of the infil-
trated solution, but in others it is
extremely important to know this
exact volume or to give equivalent
volumes to guarantee a correct sym-
metry at the beginning as well as an
adequate infiltration in all sections.
This is true, for example, in the case
of augmentation or reduction mas-
toplasty, abdominoplasty, or lipo-
suction for which the tumescent
technique is not used.

The knowledge of the volume in-
jected and the guarantee that the
volume is infiltrated homoge-
neously are important to obtain a
symmetrical result and to guarantee
that the anesthetic solution is infil-
trated adequately in all areas even
when there are two surgeons carry-
ing out the anesthesia concomi-
tantly, as can often occur.
Therefore, because our aim was to
guarantee this type of homogeneity,
we started to draw squares of the
area to be infiltrated with methylene
blue to divide the region as much as
possible into exactly equal parts
(Fig 1). In this way it was possible to
start off from one end and complete
this infiltration area by using the
exact same volume of anesthetic for
each single area. We usually used a
20-ml syringe with a needle from a
19-gauge to a 21-gauge, but quite
obviously other measures can be
used. Thus, there was an almost a
“mathematical” certainty that each

area was infiltrated with the exact
same volume of anesthetic. At the
end of this phase it was possible to
remove the methylene blue used at
the beginning of the operation.

Even though we acknowledge
that the final result of an operation
depends on the capacity and deli-
cacy of the surgeon, we think that it
is interesting to propose this little
trick, which allows us to obtain per-
fect symmetry in the correct and
uniform administration of local
anesthesia.

Fabio Massimo Abenavoli, MD
Roberto Corelli, MS
Address correspondence to Dr

Abenavoli, Ospedale San Pietro,
Ratebenefratelli, Via Cassia 600,
00189 Rome, Italy; e-mail:
f.abenavoli@mclink.it

Preemptive Analgesia and a Field
Block Technique in Reduction
Mammaplasty

Although various local anesthetic
techniques for mammaplasty are
practiced frequently, the technical
details have not been well docu-
mented. We present our technique
with emphasis on preemptive anal-
gesia. Effective pain management is
very important in patients undergo-
ing surgery. It is not only humane,
but pain affects nearly every system.
Cardiopulmonary effects include
hypertension, tachycardia, myocar-
dial ischemia resulting from in-
creased myocardial oxygen
demand, and atelectasis. Pain de-
presses the reticuloendothelial sys-
tem, which predisposes patients to

infection. Platelet adhesiveness in-
creases, which results in hyperco-
agulability. It also causes some
psychological effects, including
anxiety and insomnia.1,2

The best postoperative pain con-
trol begins before any tissue dam-
age. Preemptive analgesia is the
term used to describe this important
concept. In response to intense or
repeated stimulation, the nocicep-
tive pathways of the dorsal horn
develop a reflex hyperexcitability
that results in dramatic increases in
the frequency of discharge. There is
strong evidence that if the nocicep-
tive pathways are blocked before
the intense stimulation occurs, this
hypersensitization is diminished or
prevented.3 Direct infiltration of the
surgical area or field block with lo-
cal anesthetic drugs is accepted as
an easy and safe way to administer
preemptive analgesia.1

As the third through sixth inter-
costal nerves run forward in the
intercostal space, they give off the
cutaneous branches at the anterior
axillary line (lateral cutaneous
branches) and near the sternocos-
tal junction (medial cutaneous
branches).4 They provide the main
sensory innervation of the breast.
This anatomic fact led to the
thought that the cutaneous
branches of the intercostal nerves
may be blocked in the subcutane-
ous level as they emerge from the
intercostal spaces (Fig 1). Regard-
ing the technique and solution we
used, the solution consisted of
1:320,000 epinephrine and 0.5%
bupivacaine, 20 ml in 60 ml phys-

The right trochanteric area is ready to be infiltrated with local anesthesia.
Fig 1. Schematic drawing of the
technique.
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iological saline per breast. Using
our technique a relatively large
volume of local anesthetic agent is
infiltrated into the general location
of the lateral and medial branches
of the intercostal nerves. A 27-
gauge, 1.27 cm needle connected
to a 5 ml syringe is advanced until
it contacts the rib. It is then par-
tially withdrawn. Then, 5 ml of
the solution is infiltrated as the
needle is redirected slightly
caudad to the subcutaneous posi-
tion. This procedure is applied to
the third to sixth ribs. After a total
of 40 ml is injected (4 � 5 ml for
the lateral cutaneous branches and
4 � 5 ml for the medial cutaneous
branches), we infiltrate the supe-
rior thoracic wall with 20 ml of the
solution because the superior tho-
racic wall is supplied by the su-
praclavicular nerve. An additional
20 ml is injected into the dermis
and the subcutaneous tissue un-
derlying the proposed inframam-
mary incisions to guarantee
complete anesthesia. In addition
to the field block, 250 ml physio-
logical saline with 1:500,000 epi-
nephrine is injected subcutan-
eously per breast to reduce blood
loss. Our technique differs from
other techniques in two important
respects: First, its rationale is com-
pletely different. It is used for pre-
emptive analgesia, not for local
anesthesia. Second, it is a field
technique, not an infiltration
anesthesia.

We started to use this technique
routinely after we performed a pilot
study including 11 patients under-
going reduction mammaplasty un-
der general anesthesia. In this
study, the field block was used in
only one breast (left or right). The
contralateral breast was used as the
control. Thus it could be assumed
that individual factors were elimi-
nated because pain is influenced by
psychological, cultural, and other
variables. The analgesia was consid-
ered satisfactory if the visual analog
scale score was less than 3 points (0
point, no pain; 10 points, the worst
imaginable pain). The results were
found to be satisfactory except in 1
patient.

Our experience justifies the use of
this field block technique as a rou-

tine procedure in mammaplasty. It
is an effective preemptive analgesic
technique. In addition, we noted
that this field block technique fur-
ther reduces blood loss. It should be
no surprise that some of the supply-
ing arteries of the breast follow the
sensory nerves closely, which were
constricted by the solution contain-
ing epinephrine.

Ahmet Karacalar, MD
Ondokuz Mayıs University (OMU),

Medical Faculty, Department of
Plastic and Reconstructive
Surgery,

Samsun, 55139 Turkey
Serap Karacalar, MD
The Children’s Hospital,

Anesthesiology Unit, Bursa,
Turkey

Ali Naki Ulusoy, MD
Ondokuz Mayıs University (OMU),

Medical Faculty, Department of
General Surgery, Samsun,
Turkey
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Conchal Graft

An extremely frequent procedure in
reconstructive plastic surgery is the
removal and use of auricular con-
chal cartilage. The harvest is made
via the anterior auricular approach
or the posterior auricular approach
by means of an incision exactly in
the auricular furrow. There are both
pros and cons to these two
procedures.

One of the side effects that we
have noted in some cases of removal
carried out in the posterior auricu-
lar area is a conchal floor depression
that is evident under close observa-
tion (and which took place a few

months postoperatively). There was
a mark left by the removal of skin
used for the cartilaginous graft of
the concha on the anterior fascia of
the ear. To avoid this complication
we began to use a removal tech-
nique that permits us to fill up com-
pletely the donor area of the concha
by using local residual tissue and
thus no mark is left by the surgical
procedure.

Having carried out the removal
of a thin layer of skin (approxi-
mately 2 cm in width) at the level
of the posterior auricular furrow,
we proceeded to undermine the
skin of the posterior auricular area
for approximately 1 or 2 cm. We
then made a deep incision, includ-
ing the regular connective tissue
and the perichondrium exactly at
the base of the auricular furrow.
Thus, an initial dermal–perichon-
dral flap, and then a cutaneous
perichondral flap, was created that
was then raised over the upper
edge of the conchal graft (Fig 1).
After removal of the cartilage, the
flap was replaced in situ using
Poliglecaprone 25, 4-0. Then the
skin was stitched in an uninter-
rupted fashion using Poligleca-
prone 25, 5-0 so that the suture did
not need to be removed.

By using this method, the space
left by the removed cartilage was
completely filled up by new tissue.
This tissue, moreover, was ini-
tially in excess so that it could
easily take up the area left over by
the cartilag-inous removal. In the
case of removal of the entire con-
cha, small cutaneous folds on the
anterior fascia of the auricular
concha appeared during the first
few days, but then disappeared
completely. After a few months it
was not possible to identify the
donor area of the cartilage by
touch, and only a minor change in
skin consistency was perceived.

Externally the skin was covered by
a thin layer of antibiotic ointment,
and no compressive medication was
necessary because no residual space
existed thanks to the internal com-
pression exerted by the cutaneous su-
ture. Although this method is
probably common (even though few
articles are published1–3), we thought
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it would be useful to remind others of
it.

Fabio Massimo Abenavoli, MD
Roberto Corelli, MS
Giovanni D’Erme, MD
Head and Neck Department,

Ospedale “San Pietro,”
Fatebenefratelli, Via Cassia 600,
Rome 00189, Italy

Address correspondence to Dr
Abenavoli, Via Savoia 72, 00198
Rome, Italy; e-mail:
f.abenavoli@mclink.it
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Fig 1. Dermal–perichondral flap ready for filling the space left by the
removed cartilage.
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