
Letters to Editor

osteocutaneous fibula from the left side with right-sided 
anastomosis has the skin paddle lying in the oral cavity, 
which is ideally located for mucosal inset [Figure 1]. 
However, for the same defect, if we harvest a right-sided 
osteocutaneous fibula with anastomosis on the right side, 
it will have the posterior peroneal septum with the skin 
paddle on the lower and outer side of the mandible. The 
skin paddle will not move inside comfortably because of 
the limited movement of the septum. The superior border 
of this paddle will form the lower gingivobuccal sulcus 
and the inferior border will move superiorly. In order to 
reach the upper gingivobuccal sulcus, one has to take 
a larger paddle, which doesn’t reach comfortably as the 
septum with limited mobility is not favourably located for 
the intraoral defect. However, in this case, the dimension 
of skin paddle is appropriate as required and one need 
not take a larger paddle than required to compensate for 
the limited mobility of the septum. Thus, the problem 
of partial skin loss can be significantly reduced. Let 
us evaluate another scenario for left-sided skin and 
bone defect. An osteocutaneous fibula with left-sided 
anastomosis ideally fits the defect [Figures 2 and 3]. To fit 
the same paddle for left mucosal defect requires flipping 
the paddle 180 degrees on its relatively immobile septum, 
which not only puts undue stretch on the perforator but 
also does not fit the defect comfortably. The illustrations 
by Dr. Prabha et al. have beautifully demonstrated this 
fact that by changing the sides, one can get the septum 
and the paddle to lie intraorally or extraorally.[1] So, for 
a large intraoral defect, logically the paddle should lie 
inside and hence be from the contralateral side. In their 
article on donor side selection in fibula osteocutaneous 
flap, Yagi et al. have also suggested contralateral fibula 
for intraoral defect and ipsilateral fibula for facial skin 
defect when site of anastomosis is posterior.[2] Hidalgo 
excised the skin paddle intraoperatively in three out of 
four patients for intraoral defect and the fourth had 30% 
loss of skin paddle because the septum of the graft was 
folded on itself to bring the skin island inside the oral 
cavity.[3] In our series of 54 osteocutaneous fibula, we had 
three complete failures, and of the remaining 51 cases, 
only one had 20% partial skin loss.

As regards availability of recipient neck vessels, the issue 
crops up only in previously operated or irradiated cases in 
which case the harvest should start only after confirming 
the availability of recipient vessel. Overcrowding is not 
an issue, especially in free fibula harvest for a head and 
neck situation where the oncosurgery team is around 
the neck and the reconstructive team below the knee. 

Changing the side of harvest only changes the position 
of the reconstructive surgeon and assistant, but space 
occupied on the leg end remains similar.

Our observation is that for central defects, bony defect 
with small mucosal defect or bone defect only, laterality 
may not be an issue. But for lateral segment mandible with 
large mucosal or composite defects, the opposite-side 
fibula gives a superior positioning of skin paddle, which 
geometrically fits better. In other words, if one routinely 
harvests left fibula, difficulty will be encountered for left 
lateral mandible with large mucosal defects or composite 
defects and right lateral mandible with large skin defect .
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Granular cell tumour of the 
hand

Sir,
Granular‑cell tumours of the hand are exceedingly rare. 
The differential diagnosis for these extremely rare nerve 
tumours includes the more common neurofibroma 
and schwannoma, which cannot be differentiated on 
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clinical grounds or by imaging.[1]

A 9‑year‑old female child was referred with a 
slow‑growing swelling which had been present for at 
least 5 years on her left ring finger [Figures 1a and b]. 
X‑ray showed soft tissue enhancement without any bony 
changes [Figures 2a and b]. She complained of dull aching 
pain over the swelling for the past 1  year. She denied 
a history of other masses and could recall no undue 
trauma to her hand. Physical examination was negative 
except for the presence of a very firm, slightly tender, 
oblong mass located on the lateral aspect of the left 
ring finger at distal interphalangeal joint level. No other 
masses were found. At surgery, the tumour was readily 
located subcutaneously. It was well defined, quite firm, 
yellowish‑white in colour, and approximately 2 cm by 
1 cm in size involving the neurovascular bundle extending 
up to the volar plate. Since the tumour was involving the 
terminal portion of the ulnar digital nerve, the nerve 

could not be reconstructed. Histological study of the mass 
revealed multiple bundles of cells arranged basically in a 
parallel fashion. The cells were uniform in size and shape. 
The cytoplasm contained small eosinophilic granules 
which were periodic acid‑Schiff stain positive. The nuclei 
were uniform, moderately dark staining, and spindle 
shaped [Figure 3]. No malignant degeneration was seen. 
Postoperatively, the hand incision healed uneventfully 
[Figure  4] with minimal area of sensory deficit on the 
ulnar aspect of left ring finger pulp region, and 9 months 
later there had been no recurrence of the tumour.

Two‑thirds of cases are reported in women, and 
two‑thirds of cases are reported in Black population. 
It most commonly occurs between the fourth and sixth 
decades of life.[2] The head and neck areas are affected 
in 50% of cases, and of these, 70% are located interorally 
(tongue, oral mucosa and hard palate). The cutis and 
the subcutaneous tissue are affected in 30% of cases, the 

Figure 1: (a) Preoperative dorsal view of hand; (b) preoperative picture ulnar 
side view of the left ring finger

ba
Figure 2: (a) X‑ray lateral view left ring finger; (b) X‑ray antero‑posterior view 

left ring finger

ba

Figure 3: Large tumour cells with granular cytoplasm – High power view Figure 4: Late postoperative ulnar side view of the left ring finger
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A simple way to improve the 
safety of the surgical field

Occupational safety in the operating room is a topic of 
primary importance.

Electrocoagulation produces fumes that contain tiny 
particles, which can travel considerable distances from 
the place where the fumes are generated, becoming 
deposited in the pulmonary alveoli.

breasts in 15% and the respiratory system in 10% of cases. 
Only 1–3% of all reported cases are malignant.[3] Even 
though the true recurrence rate following resection is 
unknown, wide resection of the tumour when it occurs in 
a digital nerve is recommended by Slutsky[1] based on its 
propensity for local recurrence. The use of radiotherapy and 
chemotherapy is advisable only in treating the malignant 
forms of such tumours.[2]

This report of granular cell tumour is to draw attention 
to the management of the granular cell tumour and the 
need for an understanding of the condition.
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Previous works have demonstrated that the fumes 
produced in the operating room pose a serious risk to 
hospital employees working in the room. The noticeable 
odour of the plume is caused by toxic gases that may 
be carcinogenic. The only way to manage these fumes in 
the operating room is to remove them completely.

We have developed and adopted a simple and easily 
reproducible method to improve the safety of the 
operating room.

The amount and content of the fumes produced varies 
according to the procedure and is influenced by the type 
of instrument used, the type of tissue being treated and 
the disease involved, the type and intensity of energy 
generated, and the technique involved.

The chemical composition and biological properties of 
the fumes produced by the electrocoagulator have been 
studied in various works, which have demonstrated 
that they contain several chemical substances, some of 
which are present in considerable quantities (phenols, 
hydrocarbons, nitrites).[1]

Previous works have demonstrated that fumes produced 
in the operating room pose a serious risk to hospital 
employees: The odour of the plume is caused by toxic 
gases that may be carcinogenic.[2,3] The particulate matter 
carried in the plume is extremely small in size and can 
cause respiratory problems when inhaled.

In surgical smoke, furfural, commonly used as a solvent in 
the petroleum industry, can be detected. Its occupational 
exposure limit is 2 ppm.[4] In surgical smoke, the 
measured concentration of furfural is 24 ppm.[4] Several 
studies on little animals showed liver damage, adenomas 
and carcinomas after inhalation of furfural. In humans, 
furfural causes skin irritation, dyspnoea and headache 
in concentrations between 1.9 and 14 ppm.[5] Generally, 
surgical smoke can cause eye irritation, headache, 
nausea, acute or chronic inflammatory respiratory 
changes, asthma, chronic bronchitis, light‑headedness, 
nasopharyngeal lesion, throat irritation, and weakness 
and fatigue.[6]

The only way to manage these fumes in the operating 
room is to remove them completely.

Although fume extraction technologies exist and are 
readily available, they are still not routinely used. A review 
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