
was made. One year after the surgery, both the local and 
the general condition of the patient were good and there 
were no signs of recurrence [Figure 3]. Incidentally another 
interesting clinical finding was also noted; the clinical 
cardiac symptoms also improved after the surgery.

Neural fibrolipoma is a benign tumor comprised of 
hypertrophied, fibrofatty tissue with intermixed nerve 
tissue and fibrolipomatous hamartoma of the nerve usually 
seen in infants and children.[8] Although these lesions are 
often asymptomatic, they may cause discomfort when 
they become large. As far as our literature review goes, 
there are no similar reports for fibrolipomas such as the 
one presented here. The main feature of this fibrolipoma 
is its resemblance of abdominal lipodystrophy. A 
subcutaneous fibrolipoma has been described by Kajihara 
et al. in the back region.[9] For a lipoma to be referred to 
as �giant�, the lesion should be at least 10 cm in diameter 
or weigh a minimum of 1000 g. These criteria were 
also met in this case, so the lesion may also be called a 
giant fibrolipoma. It is not clear as to what mechanisms, 
excluding trauma, trigger these giant fibrolipomas and 
the differences of these lesions from other types of 

lipomas are only based on histopathologic findings.[10] In 
the future, cellular and subcellular research will perhaps 
determine physiopathologic mechanisms underlying the 
progress of such lipoma-like lesions.
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A useful technique to 
maintain the position of the 
hand following abdominal 
fl ap cover

Dear Sir,
Pedicled abdominal flaps are commonly performed to 
provide soft tissue cover for post-traumatic defects in 
the hand and upper limb. Following flap transfer, the 

Figure 2: Mature adipocytes within the Þ brohyaline bands are seen (Hematoxylen 
andeosin 200× magniÞ cation)

Figure 3: Late postoperative photo showing the low abdominal scar
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hand has to be positioned well to prevent kinking of the 
pedicle. In the immediate postoperative period, this is 
done with the help of adhesive plasters and sometimes 
with flap-positioning splints. Later, the patient and 
the relatives are instructed about the correct position. 
Whichever technique is used, it would be good to have a 
system whereby the position preferred by the surgeon is 
conveyed to the people who monitor the flap in the ward 
and at home in a simple and straightforward manner, 
which is easy to understand and replicate. We have found 
the following technique to be very useful over the last 
four years.

After the flap is inset into it�s final position, the hand 
is held in the most optimal position and three parallel 
lines are drawn with marking ink just proximal to the 
wrist. The lines start from the abdominal wall proximally, 
then across the distal forearm and continue distally again 
over the abdominal wall [Figures 1 and 2]. The patient is 
shifted from the operating table after the lines are drawn. 
During the transfer of the patient and immediately after 
the transfer to the bed in the ward, the position is again 
checked - the lines must be in continuity. In the ward, 
the significance of the lines and the need to prevent 
kinking of the pedicle are explained to the staff nurse 

and the relatives of the patient. Most of these patients 
are discharged between seven and ten days after the 
operation and readmitted for flap division. During the 
period of home stay, these lines serve as a ready and easy 
guide to the relatives to maintain the correct position of 
the limb.

We recommend this easy technique of monitoring flap 
positioning to prevent kinking of the pedicle.
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A mathematical model to 
predict the requirement for 
multiple Z plasties

Dear Sir,
It is well known that in a 60° Z plasty, the contractural 
diagonal is placed perpendicular to the other diagonal 
of the parallelogram and the length of the contractural 
diagonal equals the limbs of the Z[1] plasty.

The contractural diagonal lengthens by 75% when the two 
Z plasty flaps are transposed.[2] The flaps transpose ONLY 
if there is adequate lax tissue in the areas adjacent to the 
contractural diagonal. Hence, in effect, the lengthening 
across the contractural diagonal is accompanied by 
shortening of the diagonal at right angles to it. In a clinical 
situation, this shortening may be limited by tissue rigidity 
causing limitation in the size of the Z plasty. One can 
assess the laxity of the tissues by pinching skin between 
the thumb and the fingers.

Below we describe a mathematical theorem to deduce 
the size of a Z plasty from the measurements of the laxity 
of the tissues adjacent to the Z plasty.

In Figure 1, XY represents the scar.Figures 1 and 2: The lines to monitor the position of the ß ap
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