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Crush avulsion amputation of fingers are the most severe 
injuries due to the involvement of rotational, pulling, and 
crushing forces.1 Sometimes, it is challenging to assess the 
extent of damage to the neurovascular structures. However, 
it was proven beyond doubt that salvage of avulsion amputa-
tions results in better functional outcomes.2

We present a 23-year-old woman with a history of wash-
ing machine dryer injury to the right index finger. On exam-
ination, there was near total amputation of the index finger 
at the level of middle phalanx with a longitudinal split. Soft 
tissue was crushed along with all the neurovascular struc-
tures. The finger was just attached with FDP tendon and a 
small segment of crushed dorsal skin. There was an asym-
metrical skin laceration (►Fig. 1).

The conventional way of treating avulsion amputations 
include skeletal fixation with or without shortening, fol-
lowed by repair of tendon and neurovascular structures.3 In 
this technique, the skin bridge connecting the proximal and 
distal finger stumps may carry a healthy artery or vein and is 
preserved. Successful revascularization of these fingers may 
require vein grafts to bridge the segmental vessel defects, and 
flaps to cover the critical soft tissue defects.3

In our patient, the digit was avascular (near total amputa-
tion), and the vessels in the crushed skin segments were not 
reliable. In this clinical situation, we found that it is easier to 
divide the existing attachment between the distal and proximal 
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Fig. 1  Image showing avulsion amputation of right index finger 
(star indicating split middle phalanx) (A, B), and after successful 
replantation (C, D).

published online
November 28, 2019

Article published online: 2019-11-28



163﻿

Indian Journal of Plastic Surgery  Vol. 53  No. 1/2020

Letter to the Editor

finger stumps, to complete the amputation of the digit and then 
perform a replantation. By this conversion, the bone shorten-
ing is less cumbersome, and judgment of multisegmental vessel 
damage is easier. A two-team approach for simultaneous dis-
section and tagging of proximal and distal stumps is feasible. 
Additionally, we can cover the critical structures with skin flaps 
in a more versatile manner. We performed 1.5 cm bone short-
ening and repair of a single digital artery and two dorsal veins. 
The asymmetrical skin flaps were tailored to cover the vessels. 
At 2 month follow-up the patient had a satisfactory outcome 
(►Fig. 2). Flexor digitorum profundus repair would have further 
improved the outcome.

To conclude, in selected severe crush avulsion near -total 
amputations where there are no critical tissue attachments, 
converting into total amputation and replantation is a sim-
pler alternative technique.
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Fig. 2  Image showing satisfactory result (A–C), and patients ability 
to write using the digit (D).


