
Absence of the palmaris 
longus is a warning sign 
for avoiding the superficial 
ulnar artery ‘trap’

Sir,
The superficial ulnar artery ‘trap’ occurs when the ulnar 
artery, rather than being located deep to the superficial 
muscles in the forearm, is located superficial to them. 
If the surgeon is unfamiliar with this anomaly, then the 
ulnar artery is at a risk for damage, as it maybe confused 
with a superficial vein particularly when a radial artery 
forearm flap is raised under tourniquet control.[1] The 
incidence of the anomaly has been estimated to be 
greater than 3%.[2]

We performed a prospective study to determine if there 
were any noninvasive preoperative diagnostic tests that 
could warn surgeons of the presence of a superficial 
ulnar artery. From January 2009 to December 2010, 
we harvested 139 radial artery forearm flaps. Our 
preoperative assessment included hand dominance, 
Allen’s test and the presence of the palmaris longus [Pl] 
tendon. The Pl is a significant anatomical landmark 
because when mobilising the skin paddle from the 
medial side, Pl is the first tendon which is come across 
and this serves as an important landmark after which 
the flexor carpi radialis [Fcr] comes and the radial artery 
lies adjacent and deep to it. When Pl is absent, one must 
be careful because the Fcr will be the first tendon and 
any overshooting of the Fcr in these circumstances will 
disrupt the perforators which arise from the radial artery 
and supply the skin paddle. Therefore in our institute, 
we routinely check for the	 Pl during preoperative 
workup in addition to hand dominance and Allen’s test. 
Six patients had bilateral absence of Pl and two patients 
had unilateral absence. Both patients with unilateral 
absence of Pl had a superficial ulnar artery that was 
only recognised intraoperatively [Figures 1 and 2], as 
the preoperative Allen’s test was negative in both cases. 
None of the other 137 patients, including the six with 
bilateral absence of Pl, had superficial ulnar arteries. 
The results in Table 1 show that, in our	hands , unilateral 

absence of the Pl has both 100% sensitivity and specificity 

for predicting the presence of a superficial ulnar artery. 

Recognition of this physical finding should help other 

surgeons to avoid the superficial ulnar artery trap.
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Figure 2: There is no palmaris longus, whereas the radial artery is 
located between the tendons of the flexor carpi radialis medially and the 

brachioradialis laterally

Table 1: Two way contingency analysis
Palmaris 

longus absent 
unilaterally

Palmaris longus 
not absent 
unilaterally

Total

Ulnar artery normal 0 137 137
Ulnar artery superficial 2 0 2
Total 2 137 139

Figure 1: The lower arrow showing the superficial ulnar artery with its venae 
comitantes and the upper arrow showing the normal radial artery with its 

venae comitantes
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Commentary: Unilaterally 
absent palmaris longus: 
A golden opportunity

There are two important conclusions from this 
work. The first is obvious, but the second although 
subtle is more important.

The obvious conclusion, that can be further strengthened 
if it is confirmed, is that unilateral absence of the palmaris 
longus tendon is a highly sensitive and specific physical 
finding for avoiding the superficial ulnar artery trap.

The second and more important conclusion is that by 
carefully documenting physical findings and without costly, 
complicated, high‑tech instrumentation, the authors were 
able to produce high quality clinical research that can be 
used by any clinician who understands the paper.

With the vast populations of patients seen in India, 
a golden opportunity exists to mine clinical data and 
produce similar high quality research.

Readers of IJPS should rise to this challenge.
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Rare tumours of the hard 
palate

Sir,
We read the case report on soft tissue chondroma of the 
hard palate associated with a cleft with great interest.[1] 
As mentioned by the authors correctly, this is a very rare 
presentation. We would like to share our experience with 
a tumour of the hard palate.

A 7‑year‑old boy presented to our outpatient department 
with a painless slowly growing swelling on the hard 
palate, the size little larger than a peanut, from last 
3 months [Figure 1a]. The child gave a history of trauma 
to the palate by the back of the pencil at his classroom 
about 3 months back. A provisional diagnosis of a mucus 
retention cyst was made and a differential diagnosis of 
dermoid cyst was kept. Excision of the swelling with its 
short pedicle was done up to the depth of the periosteum 
of the hard palate under general anaesthesia. The residual 
defect was left open and allowed to heal secondarily. The 
specimen cut into half a revealed a yellowish fibrous core 
surrounded by a capsule [Figure 1b]. A histopathological 
study of the specimen stained with haematoxylin and eosin 
demonstrated characteristic solid sheets of monotonous 
round‑to‑polygonal cells with granular cytoplasm and 
small round nuclei and well circumscribed by stratified 
squamous epithelium [Figure 1c]. Immunohistochemical 
evaluation of the tumour cells demonstrated positivity for 
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