
LETTERS TO THE EDITOR

An Alternative Method
of Vein Anastomosis

With Fibrin Glue

To the Editor:
The advances in microsurgery

have yielded many opportunities in re-
constructive surgery. However the dif-
ficulties in microsurgery persist. The
venous anastomosis is one of the chal-
lenging parts of microsurgical anasto-
mosis, including the collapsing vein and
the risk of back wall bite during sutur-
ing. The fibrin glue assisted microvas-
cular anastomosis helps in overcoming
some of the difficulties in anastomo-
sis.12 In daily clinical practice, we pro-
posed a simple method to prevent the
vein collapse and to decrease the back
wall bite risk during suturing with the
aid of fibrin glue (Epiglu, Meyer-Haake,
Germany) including ethyl-2-cyanoacry-
late.

During microvascular anastomo-
sis of a vein, the proximal and distal
ends of the vein were explored and
dissected for
a primary anastomosis (Figs. 1, 2).
The proximal and distal parts of the
vein were cannulized with a suitable
angiocatheter depending on the diam-

eter of the vein, meanwhile any solu-
tion to irrigate or prevent thrombosis
could be given to the vein such as
diluted heparin or lidocaine. After can-
nulization, 1 or 2 drops of fibrin glue
were put over the cannulized vein end.
The vein was held up with a microc-
lamp so the fibrin glue could not
spread over the adjacent tissues. While
waiting briefly for the fibrin glue to
solidify, the cannule was taken out of
the vein. The fibrin glue became a
somewhat an artificial adventitia pre-
tending as a cast-like material prevent-
ing to collapse of the vein. The anas-
tomosis could be carried on easily.

The utilization of the fibrin glue
in microvascular anastomosis was re-
ported to be efficient in many ways.34

Not only was the time of the surgery
shortened, but also the patency of the
anastomosis was reported to be better
with the decreased utilization of su-
tures. There were some drawbacks
about the thrombogenic effects of the
fibrin glue if intravascular contact ex-
isted. The breaking strength was told
to be lower than the suturation tech-
niques.5 The alternative method we
proposed has the advantage of form-
ing a novel adventitia that would
strengthen the anastomosis, in addition
the collapse of the vein could be pre-

vented with the help of the cast like
structure of the solidified fibrin glue.
The suturing of the vein would be
easier through the fibrin glue prevent-
ing any damage to the endothelium of
the vein.
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FIGURE 1. Left, the vein was seen
collapsed. Right, the vein was can-
nulized and fibrin glue was applied
on.
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Reconstruction of Soft-
Tissue Defects of the

Heel With Local
Fasciocutaneous Flaps

To the Editor:
We have read with interest the

article reconstruction of soft-tissue de-
fects of the heel with local fasciocutane-
ous flaps by J. Benito-Ruiz et al.1 The
author’s presented their experience with
11 flaps and concluded that regional
island flaps, namely the sural and the
medial plantar flap, are first line options
for heel reconstruction.

We agree with the principles and
techniques presented but some consider-
ations should be done.

The pivot point of the sural flap
can be located more distally at 5 cm
from the lateral malleollus than what
was reported by the authors. Another
important issue when planing the sural

flap is to locate the cutaneous island in
the lower two-thirds of the leg to re-
spect the suprafascial portion of the
sural nerve. Whenever a longer flap is
needed, the distal intermuscular sep-
tum is entered and the peroneal perfo-
rator is mobilized rather than planning
a more proximal flap. The portion of
the flap that exceeds the suprafascial
portion of the nerve behaves like a
random extension and thus its reliabil-
ity is unsure. In a previously published
analysis of 36 sural flaps, we con-
cluded that when using the sural flap
for heel reconstruction it is very im-
portant to avoid tunnelling the pedicle
under excessively thick or inelastic
skin as this can result in tightness in
the tunnel and pressure over the pedi-
cle.2 Whenever the skin has those ab-
normal properties we prefer to incise
the skin bridge and to use a skin graft
over the pedicle or to use the teardrop
modification of the skin island de-
scribed by Yilmaz and colleagues.3

We confirm the usefulness of the
sural flap for weight bearing areas even
when ressensibilization is not per-
formed.

Considering the sensorial side ef-
fects on the lateral side of the foot or on
the donor area it has been demonstrated
that the sequels are minimal. The fre-

quence of neuroma in the donor area is
very low if any and the lateral side of the
foot recovers most of its sensibility with
time.2 In a series of 36 patients treated
with the sural flap, no patient experi-
enced anesthesia on the lateral side of
the foot probably due to nerve recruit-
ment from adjacent cutaneous territo-
ries.2

When discussing the options for
heel reconstruction with pedicled
flaps, the authors did not mention an
important and useful flap: the medial
distal septocutaneous flap, initially de-
scribed by Amarante et al.4 This is an
alternative to consider for heel recon-
struction whenever one does not want
to sacrifice the sural nerve or the me-
dial plantar artery. The anatomic
knowledge of the intermuscular poste-
rior tibial perforators allows one to
design a medial fasciocutaneous flap,
distally based very useful for soft tis-
sue reconstructions in the lower leg,
ankle and foot, without sacrifice of the
posterior tibial artery. The limiting
factor when designing the flap is that
the lowest septocutaneous vessel usu-
ally arises about 4.2 cm (range 2.5–
5.0 cm) above the medial malleolus.4,5

The upper limit of the flap is located
10 cm from the knee. The pedicle
should have a width of at least 4 cm.

FIGURE 2. The vein with a cast like
an adventitia preventing the col-
lapse and easy to suture
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This flap is a reliable, versatile and
simple reconstructive option, which
can be performed within a short oper-
ative time. This flap proved to have
good durability even in ambulatory
patients and in weight bearing areas.
The thin fasciocutaneous flap is ide-
ally suited for reconstruction in the
distal third of the leg and around the
ankle. A success rate over 90% (92.5%
in our series) is supported in the liter-
ature.6,7 Plastic surgeons should be fa-
miliar with this technique.
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Areola-Sparing
Mastectomy With
Immediate Breast
Reconstruction

To the Editor:
We have read with great interest

the article by Simmons et al1. Simmons
et al have surely made a great contribu-
tion to the breast surgery literature with
this article and by distinction in a patho-
logic analysis of malignant involvement
of the nipple and areola separately in
their previous article.2 Areola-sparing
mastectomy (ASM) technique with re-
section of the nipple was a logical step
according to the results of their previous
analysis.

As far as we know, the idea of
preserving the areola but removing the
nipple and ducts was initially published
by Freeman B and Wiemer R from
Houston, Texas in 19783 as a total glan-
dular mastectomy for premalignant dis-
ease and “microcarcinomas”.

Freeman published in 1962 subcu-
taneous mastectomy for benign breast
lesions with immediate or delayed pros-
thetic replacement.3 Fifteen years later,
he published the modification of the
subcutaneous mastectomy as a total
glandular mastectomy.4 He presented
this operation with preserving the areola
and removing the nipple and ducts for
noninvasive cancers-such as lobular car-
cinoma in situ, “comedo carcinoma”,
and intracystic carcinoma.

“Apple coring” the nipple in sub-
cutaneous mastectomy as a technique
for complete removal of all the ductal
tissue from the nipple with areola pres-
ervation was published by Randall et al
from Philadelphia, Pennsylvania in
19795 with reaction in his letter by Free-
man in 1980.6

We think these authors and their
articles should have been cited in this
article.

As a reaction on selective excision
of the nipple with preservation of the
areola (“nipple coring”) in patients un-
dergoing subcutaneous or total glandu-
lar mastectomy, Schnitt et al from De-
partment of Pathology, Beth Israel
Hospital, Boston, Massaschusetts have
concluded in their study that “mammary
ducts are a normal component of the
areolar dermis and that nipple coring
does not result in the removal of all
mammary ductal tissue from the nipple-
areola complex”,7 article cited by Sim-
mons et al.1
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