
Letters to Editor

Healey JH, et al. Treatment of soft‑tissue sarcomas of the hand. 
J Bone Joint Surg Am 1995;77:564‑71.

2.	 Lewis JJ, Brennan MF. Soft tissue sarcomas. Curr Probl Surg 
1996;33:817‑72.

3.	 Wushou A, Miao XC. Tumor size predicts prognosis of head and 
neck synovial cell sarcoma. Oncol Lett 2015;9:381‑6.

4.	 Daum  R. Malignant tumors in infancy and childhood. Chirurg 
1996;67:584‑92.

5.	 Yang GH, Zhao F. Primary study of histogenesis and diagnosis of 
synoviosarcoma. Hua Xi Yi Ke Da Xue Xue Bao 1989;20:285‑9.

6.	 Terry  J, Saito  T, Subramanian  S, Ruttan  C, Antonescu  CR, 
Goldblum JR, et al. TLE1 as a diagnostic immunohistochemical 
marker for synovial sarcoma emerging from gene expression 
profiling studies. Am J Surg Pathol 2007;31:240‑6.

7.	 Terek RM, Brien EW. Soft‑tissue sarcomas of the hand and wrist. 
Hand Clin 1995;11:287‑305.

8.	 Cameron  HU, Kostuik  JP. A  long‑term follow‑up of synovial 
sarcoma. J Bone Joint Surg Br 1974;56‑B:613‑7.

9.	 Dick HM. Synovial sarcoma of the hand. Hand Clin 1987;3:241‑5.
10.	 Oda  Y, Hashimoto  H, Tsuneyoshi  M, Takeshita  S. Survival in 

synovial sarcoma. A multivariate study of prognostic factors with 
special emphasis on the comparison between early death and 
long‑term survival. Am J Surg Pathol 1993;17:35‑44.

11.	 Talbot SG, Mehrara BJ, Disa JJ, Wong AK, Pusic A, Cordeiro PG, 
et  al. Soft‑tissue coverage of the hand following sarcoma 
resection. Plast Reconstr Surg 2008;121:534‑43.

How to cite this article: Thalaivirithan BM, Subbaraj H, 
Janardhanam J. Synoviosarcoma of arm in 4-month-old infant 
reconstructed with sensate free anterolateral thigh flap. Indian J 
Plast Surg 2018;51:338-40.
© 2019 Indian Journal of Plastic Surgery | Published by Wolters Kluwer ‑ Medknow

Access this article online
Quick Response Code:

Website:

www.ijps.org

DOI:

10.4103/ijps.IJPS_102_18

This is an open access journal, and articles are distributed under the terms of 
the Creative Commons Attribution‑NonCommercial‑ShareAlike 4.0 License, 
which allows others to remix, tweak, and build upon the work non‑commercially, 
as long as appropriate credit is given and the new creations are licensed under 
the identical terms.

Re: The reverse dorsal 
metacarpal artery flap 
in finger reconstruction: 
A reliable choice

Sir,
We congratulate Balan et  al., for their work describing 
the reverse dorsal metacarpal artery flap for cover of 
finger defects. They have exemplified its utility in a wide 
spectrum of dorsal finger defects, providing a simple 

single stage cover with like tissue without any donor site 
morbidity.[1]

However, the authors describe this flap being based 
on retrograde flow through the dorsal metacarpal 
artery  (DMA) through communicating perforators, 
while in the surgical procedure described, they have 
not mentioned that they have raised the flap with the 
DMA. That implies that the flap is based on a perforator. 
With this in mind, we beg to differ in understanding 
the dynamics of blood flow to the flap‑  antegrade 
vis‑a‑vis retrograde. To clarify the same, we would like 
to highlight a few anatomical features of dorsal hand 
circulation  [Figure 1] and exemplify with description 
of two flaps based on DMA‑ reverse dorsal metacarpal 

Figure 1: Illustration of vascular anatomy of a ray forming the vascular basis 
of volar and dorsal flaps

Figure 2: Cadaveric dissection showing the dorsal metacarpal artery based 
flaps (A) reverse dorsal metacarpal artery flap shows the dorsal metacarpal 

artery in the flap marked as ‘a’ and the branch communicating with the palmar 
metacarpal artery at the level of head of metacarpal marked as ‘b’. (B) Dorsal 

metacarpal artery perforator (DMAP) flap shows DMA in situ as ‘c’ with its 
dominant cutaneous perforator at the level of web space marked as ‘d’. 

There are small communicating branches passing volarly from this cutaneous 
perforator
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Figure 3: Patient with a volar surface thumb defect resurfaced with a first reverse dorsal metacarpal artery flap (A) volar thumb defect (B) dorsal metacarpal artery 
seen harvested in the flap marked as ‘a’; perforator seen at neck of second metacarpal marked as ‘b’. (C) Reverse first dorsal metacarpal artery flap inset into the 

defect with primary closure of donor site
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Figure 4: Patient with dorsal finger defect resurfaced with dorsal metacarpal artery perforator flap (A) Dorsum of proximal phalanx defect with exposed 
bone and loss of extensor tendon (B) dorsal metacarpal artery perforator flap elevated with dorsal metacarpal artery seen in the second interosseous space 

marked as ‘a’ and perforator supplying the flap seen at the level of head of metacarpal marked as ‘b’. (C) Flap inset completed with primary closure of 
donor site

A B C

artery  (RDMA) flap and dorsal metacarpal artery 
perforator (DMAP) flap [Figure 2].

Distally, the DMA ramifies at the level of the metacarpal 
heads and its branches can be identified distal to the 
metacarpophalangeal joint travelling to the dorsal 
proximal phalangeal skin of the fingers where they 
anastomose with the dorsal branches of the palmar 
digital arteries.[2] Quaba and Davison, in 18 cadaveric 
dissections, described that these branches travelled 
proximally  (recurred) forming longitudinally oriented 
plexuses. In each of these vascular leashes, a small 
(0.3–0.5 mm) perforator arising directly from the DMA, 
or when the latter is absent, a perforator from the volar 
system was demonstrated.[3] Such perforators connecting 
the palmar and dorsal metacarpal arteries are seen either 
proximal to metacarpal head or at the level of the base of 
proximal phalanx‑near the web.

In RDMA flap, superficial veins are interrupted and the 
proximal end of the vessels (veins and DMA) are ligated at 
the proximal margin of the flap. Blood flows into and out 
of the flap through a number of branches and tributaries, 
contained in a mesentery or a fascial septum. To reach 

the general circulation, the blood must reverse its flow 
through the veins. The arterial flow is retrograde in the 
DMA through the communicating perforators [Figure 3]

The DMAP flap is based on a dominant communicating 
perforator or a direct cutaneous vessel which enters the 
flap, anatomically speaking, at its distal end. Although 
out‑flow through superficial veins may be interrupted, 
venous return through the deep system remains 
undisturbed [Figure 4]. This is thus based on antegrade 
flow through the DMA and/or the palmar metacarpal 
artery through the perforator, and it is a perforator‑based 
flap. Flap based on the proximal perforator at the level 
of metacarpal head, is called ‘DMAP flap’ while flap based 
on the distal perforator at the level of web space, is called 
‘extended DMAP flap’.
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Re: A novel method to insert 
drain atraumatically after 
liposuction in gynecomastia

Sir,
We read with great interest the article titled, ‘A novel method to 
insert drain atraumatically after liposuction in gynaecomastia’ 
by Sunil Gaba, and we congratulate the authors.[1]

We agree with the authors that, also liposuction, 
even when combined with glandular resection, has an 
important role in the surgical treatment of gynaecomastia, 
for flattening the thorax, eliminating fat residuals and 
creating a controlled shrinking of the  cutaneous flat to 
recontour the male chest area. Seromas is one of the most 
common complications when liposuction is included in 
gynaecomastia surgical correction.[2]

In our practice, with more than 600 patients undergoing 
gynaecomastia surgical correction and long‑term 
evaluation for complications and recurrences, mainly 
based on direct excision of the gland, the inferior 
emi‑periareolar access, allowing a direct view of the 
surgical field, ensures a valid control of haemostasis, 
reducing the incidence of haematomas significantly.[3]

Furthermore, we retain that quilting stitches, firmly 
connecting the adipo‑cutaneous thoracic flap to the 
fascial plane, with a compressive medical dressing, 

effectively contributes in reducing seromas and 
haematomas. Moreover, the compression is maintained, 
for at least 1 month postoperatively, using a compressive 
jersey.[4,5]

The use of drains should be suggested only in patients 
with the removal of large amount of breast gland or with 
a personal history of coagulation disorder, although the 
final choice for their insertions should be made directly 
in the operation room and last for not longer than 48 h. 
In fact, we do not retain the use of drains mandatorily 
for this type of surgery, even because the use of suction 
drains themselves could be responsible for complications 
such as surgical‑site infections and pathological scarring 
which might be the cause of patients’ complaints, 
especially in aesthetic surgery.
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