
Letter to Editor

A simple method of 
unblocking the liposuction 
cannula

Sir,
Liposuction is an important tool in the armamentarium 
of a plastic surgeon. It is commonly used in a primary 
procedure to remove subcutaneous fat or as an adjunct 
to a separate procedure. Various types of cannula and 
types of liposuction devices are currently in the market. 
However, they all have a common problem which is they 
can develop blockages during their use and can hence 
be of much frustration to the surgeon when perform 
the procedure.

This is especially apparent during liposuction for 
gynaecomastia in the male breast. The fibrous tissue found 
in the breast bud is often a source of tissue that causes 
blockages in the liposuction cannula. Various attempts to 
knock it, flush out the fibrous tissue with saline amongst 
other more vigorous methods have been used. This delay 
can decrease the efficiency of the operation, cause more 
fatigue and frustration to the surgeon and can damage 
the liposuction cannula during the unblocking process.

Our literature search revealed no mention of techniques 
that could be employed to unblock the cannula in such 
a situation which is frequently encountered during our 
practice. We have hence devised a simple method of 
unblocking the liposuction cannula with no added cost 
to the procedure.

The infiltration needle that is used commonly for 
infiltration of tumescent solution prior to liposuction 
has a further use we found that can be conveniently 

used to flush out the liposuction cannula.[1] Being of 
appropriate length, connecting the infiltration needle 
to a saline filled syringe could provide a conduit through 
which enough pressure could be generated to flush out 
any fibrous tissue. It is also small in caliber and will 
fit into the smallest sizes of liposuction cannulae. The 
liposuction cannula make has no specific preference 
with regards to company and this technique will work 
with any make of liposuction cannula provided it is a 
size 2 cannula with a BD make of infiltration needle. 
Figures 1 and 2 depict the method of unblocking the 
liposuction cannula.

From our practice, we find that this method of 
unblocking the liposuction cannula has been very 
effective and requires no additional equipment opened 
other than the tumescent infiltration needle that is 
already present prior to beginning the procedure. 
Saline can also be intermittently suctioned throughout 
the procedure to lubricate the cannula and prevent any 
fat from drying out within. The use of other needles 
such as longer infiltrating needles or spinal needles is 
a theoretical option of working but we suggest using 
the infiltration needle already available, which should 
normally suffice.
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Figure 1: Photograph demonstrating the liposuction cannula and the 
infiltration needle

Figure 2: Photograph demonstrating the insertion of the infiltration needle 
within the liposuction cannula to facilitate unblocking with the syringe
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Stockinette sling: ‘A simple 
method and patient friendly 
method of immobilisation 
of elbow and shoulder after 
a free functioning muscle 
transfer in  global brachial 
plexus palsy’

Sir,
Free functioning muscle transfers (FFMTs) are mainly 
used for conditions wherein, there is a major loss of 
upper limb musculature leading to a functional deficit, 
which cannot be corrected by simple procedures. 
These include Volkman’s ischemic paralysis, electrical 
burns, post-replantation necrosis, long standing nerve 
injury and muscle excision for tumour.[1-4] It is a good 
reconstructive option for elbow flexion in upper brachial 
plexus injuries and complete brachial plexus injury.[5-8] 
This procedure in used for secondary reconstruction by 
us for similar indications.

In case of complete paralysis, we attempt to restore the 
elbow flexion first by FFMTs and then go ahead with the 
shoulder reconstruction. Good, proper and patient friendly 
immobilisation after FFMTs for the elbow and or finger 
flexors is one of the important steps in post-operative care. 
Immobilisation after FFMTS is achieved by a plaster cast 
maintaining the shoulder in adduction and elbow flexion.
[5-8] We have observed that this type of immobilisation 
is very cumbersome for the patient and the surgeon 
during the post-operative period and before the start of 
physiotherapy. Taking into account surgeon — patient 
comfort and at the same time maintaining adequate 
immobilisation, we have devised a sling for patients who 
are operated with FFMTs in complete brachial plexus palsy. 
Our sling is a modification of the sling which was used by 
Gilcrist to immobilise the shoulder.[9] This modified sling 
immobilises elbow in addition to shoulder. The principle 
behind this modified stockinette sling is that in a global 
plexus, there cannot be abduction of the shoulder hence 
only the elbow has to be immobilised in flexion. The 
sling is made up of stockinette, which is used routinely 
as a layer inside a plaster. The length of the sling can be 
measured by keeping the elbow in 130°-135° flexion. The 
sling is divided into two halves the part in which the hand, 
proximal forearm enters and the other part, which cuffs 
around the axilla. The part of the sling near the axilla is 
cut longitudinally to make space for it. The stockinette 
above the axilla fits over the shoulder and is then taken 
round the back of the neck to the opposite side of the 
neck. The distal end of the stockinette is rolled up until 
this opening and the hand is slipped through the hole 
for the axilla, until the roll reaches the axilla and then the 
stockinette is rolled down over the limb until it opens 
completely beyond the fingers. This end is then pulled 
towards the neck to bring the elbow into approximately 
130°-135° flexion and is then tied to the proximal end of 
the stockinet that has come round the neck, to maintain 
the elbow in flexion this flexion can be adjusted as and 
when required by tightening the sling or loosening it. The 
fingers and wrist are immobilised in flexion, by default in 
this sling [Figure 1a, b].

We have used this sling in our post-operative protocol 
for all cases of global brachial plexus palsies treated with 
FMMTs. We have found that both the surgeon and the 
patient are comfortable with the sling. Immobilisation is 
maintained adequately. Change of dressings is easy and 
the sling can be replaced easily, unlike a plaster. It is easy 
to monitor and inspect the extensive surgical incisions for 
problems such as haematoma, which are not uncommon 

Figure 1(a,b): Ten days post-operative picture of a 22-year-old male operated 
for global plexus palsy with free functioning muscle transfers (gracilis), who is 

immobilised with stockinette sling
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