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Microsurgical venousbranch-plasty for
approximating diameter
and vessels’ Position in
lymphatic
supermicrosurgery

Figure 1 A schematic drawing of microsurgical venousbranch-plasty. A 2.0-mm vein was incised to raise a
1  10 mm venous wall flap (left). The both edges of the donor
vein and the flap were sutured to create a neo-branch (right).

(Figure 1). The base of the flap was sutured to make the neobranch lumen narrow; the narrow branching point could act
as a valve. The created neo-venous branch could be easily
approximated and anastomosed to the lymphatic vessel in a

Dear Sir,
Lymphatic supermicrosurgery, supermicrosurgical lymphaticovenular anastomosis (LVA), is becoming popular surgical
treatment for compression-refractory lymphedema due to
its effectiveness and minimal invasiveness.1,2 It is important to find a lymphatic vessel with abundant lymph flow
and a vein with an intact valve to prevent post-anastomotic
venous reflux and subsequent anastomosis site thrombosis.2,3 Finding lymphatic vessels suitable for LVA is
significantly facilitated with the use of indocyanine green
lymphography, but it is difficult to prevent venous reflux
after anastomosis especially when there is only a large vein
distant from a lymphatic vessel.4,5 Vein grafting can prevent venous reflux, but requires additional scar to harvest a
vein. To address this challenge, we adopted a new technique, microsurgical venous-branch-plasty (MVP), in
lymphatic supermicrosurgery.
There was a large (2.0 mm) vein distant from a 0.5-mm
lymphatic vessel. Since there was a significant distance between the vessels and a significant diameter discrepancy, it
was impossible or inappropriate to anastomose them
directly in a conventional manner such as end-to-end, endto-side, side-to-end, or side-to-side fashion. To approximate
the vessels and to minimize the vessels’ size discrepancy,
the vein was incised and split; 1  10 mm venous wall flap
was raised, and the both edges of the donor vein and the flap
were sutured using running10-0 nylon microsutures to create
a neo-branch while preserving the native venous flow

Figure 2 Microsurgical venous-branch-plasty for supermicrosurgical lymphaticovenular anastomosis (asterisk) using a
large vein (arrowhead) distant from a lymphatic vessel (arrow).
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conventional end-to-end LVA fashion, and there was no
venous reflux seen after anastomosis thanks to the valve-like
structure (Figure 2).1
This is the first report of MVP in lymphatic supermicrosurgery to our knowledge. MVP can be helpful when
there is only a large vein distant from a lymphatic vessel.
Although indication is limited and further study is
required to confirm its efficacy, MVP has a potential to be
a useful method to allow direct anastomosis to a
lymphatic vessel using a distant large vein without additional sacrifice.
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Dear Sir,
Many different techniques have been described for the
management of pilon-type fractures of the proximal interphalangeal joint.1,2 Suzuki and colleagues described the
use of pins and rubber traction,3 with Agarwal and Pickford
describing technical refinements to their technique.1 In
2001 Hynes and Giddins described a simple technique
involving dynamic external fixation, which did not require
special equipment and was simple to learn and perform.4
Their frame avoided many problems of the Suzuki frame,
such as appropriate adjustment of rubber band tension in
subsequent hand clinic and therapy sessions.
We describe some technical refinements that will optimize application of the Hynes and Giddins frame. We use a
series of illustrations to demonstrate the steps of frame
application (Figures 1 and 2). The procedure can be performed under local or regional anaesthesia. Hypodermic
needles are used as radiological markers to guide optimal
placement of the two transverse Kirschner (K) wires5; that
is a) through the head of the proximal phalanx and b)
approximately halfway along the shaft of the middle phalanx (Figures 1 and 2). These positions can then be marked
in ink. The K wires should be 1.1 mm (smaller wires have
insufficient strength) and the proximal transverse wire
inserted first. The exact placement of the distal transverse
wire is determined later in our technique, in comparison to

