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(continued)
photograph), which indicated that the cannula was superficial
to the subcutaneous scar, and contacted the dermis tightly and
the liposuction-curettage was effective. If passing the cannula
through the subcutaneous scar is difficult, more aggressive
strength should be used and creation of a subcutaneous tunnel
may be necessary.
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Table 1. Postoperative Evaluation of 31 Patients
(55 Axillae) after Modified Liposuction-Curettage for
Secondary Axillary Bromhidrosis with Subcutaneous
Scarring by Using a Modified Three-Hole or Four-Hole
Liposuction-Curettage Cannula*
Variable
Malodor elimination
 Excellent (neither the patient nor persons
nearby were aware of malodor)
 Good (very marked improvement and minimal malodor sometimes occurs during
heavy perspiration)
 Fair (marked improvement but can be aware
of light malodor by herself/himself sometimes during daily activity)
 Poor (limited improvement and both the
patient and persons nearby were easily
aware of malodor)
Reduced hair growth
 No hair
 Greatly decreased
 Slightly decreased
 Unchanged
Scar
 Inconspicuous
 Slightly visible
 Conspicuous
 Very marked
Complications
 Hematoma of seroma
 Small area of necrosis
 Large area of necrosis
 Scar contracture
 Local infection
 Wound disruption
Subjective assessment
 Very satisfied, recommend operation
 Satisfied
 Not satisfied
 Very unsatisfied
 Total

No. of
Axillae (%)
44 (80.0)

The first two authors contributed equally to this work.

9 (16.4)
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2 (3.6)
0 (0.0)
10 (18.2)
38 (69.1)
7 (12.7)
0 (0.0)
40 (72.7)
13 (23.7)
2 (3.6))
0 (0.0)
1 (1.8)
5 (9.1)
1 (0.0)
0 (0.0)
0 (0.0)
0 (0.0)
46 (83.6)
8 (14.5)
1 (1.8)
0 (0.0)
55 (100.0)

*The effect was slightly better than before (Yang H, Zhang MY, Ding
SL, Li CY, Tan WQ. Modified tumescent liposuction-curettage through
mini incisions for the treatment of secondary axillary bromhidrosis
with subcutaneous scarring. Plast Reconstr Surg. 2012;130:916e–918e).
The mean time for liposuction-curettage of one axilla was significantly
reduced (~30 min in modified cannula vs. 40–50 min in previous twohole cannula).

4. It is recommended that negative pressure be
decreased for a four-hole cannula during the last
step because most adipose tissue is removed and
the deep fascia is exposed.
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Lymphedema of the Upper Extremity following
Supraclavicular Lymph Node Harvest
Sir:

V

ascularized lymph node transfer of lymph nodes
from donor sites to affected sites can restore
lymphatic flow and effectively treat lymphedema. A
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Fig. 1. Patient with bilateral lower extremity lymphedema.

documented risk of vascularized lymph node transfer is the development of new lymphedema at or
around the lymph node harvest donor site or limb.
Studies have reported rare instances of donor-site
lymphedema following lymph node flap harvest
from axillary or groin donor sites.1–3
The supraclavicular area has been described
previously as a donor site without risk of secondary
lymphedema in the surrounding tissues, with some
surgeons favoring this donor site because of the
perceived lack of risk.4 We describe a patient who
presented with lymphedema of the right arm following vascularized lymph node transfer from the
right supraclavicular donor area to the left groin.
The development of lymphedema in the right upper
extremity following a supraclavicular node harvest
challenges this previous notion that the supraclavicular area is without risk of donor-site lymphedema.
Careful patient selection, surgical expertise, and
methods such as reverse lymph node mapping may
reduce this risk.5–8
A 55-year-old woman presented to our office
after she developed lymphedema of the right arm
approximately 2 years after she had vascularized
lymph node transfer performed by another surgeon. She had initially developed left leg lymphedema after an epidural procedure. In the following
year, the patient also developed lymphedema in
the right leg (Fig. 1). The vascularized lymph node
transfer procedure from the right supraclavicular fossa to the left groin was then performed by
the other surgeon to treat the swelling (Fig. 2).
The patient’s postoperative course was complicated by the accumulation of seroma containing
milky fluid at the supraclavicular donor site, which
resolved approximately 4 weeks after surgery with

conservative treatment. Approximately 6 months
after the vascularized lymph node transfer surgery, the patient developed lymphedema in her
right arm. A volume excess of 1055 cc was present
on follow-up examination (Fig. 3). Lymphoscintigraphic imaging before and after the vascularized
lymph node transfer surgery revealed a significant
decrease of tracer migration in the right arm and
loss of visualization of tracer in the right axillary
lymph nodes after the operation, consistent with
lymphedema (Fig. 4).
Effective treatments for both congenital and secondary lymphedema have been documented extensively in the medical literature. Multiple studies have
documented the effectiveness of conservative lymphedema therapy, vascularized lymph node transfer,
lymphaticovenous anastomosis, and suction-assisted
protein lipectomy for properly selected patients with
lymphedema.5–14 Vascularized lymph node transfer
involves transfer of lymph nodes and the surrounding
soft tissue as a microsurgical free flap from a donor site
to the affected area. This technique is most effective
for the treatment of fluid-predominant lymphedema,
and can reduce the need for compression garment use
and lymphedema therapy. Furthermore, vascularized
lymph node transfer can improve patient quality of life
and dramatically reduce the risk of dangerous lymphedema cellulitis in affected individuals.5–14
This case challenges the previous notion that the
supraclavicular donor site is free from postoperative
lymphedema risk. Careful patient selection and anatomical dissection, surgeon experience with the vascularized lymph node transfer procedure, and the
use of reverse lymphatic mapping may reduce such
donor-site risk.
DOI: 10.1097/PRS.0000000000001253
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Fig. 2. Right supraclavicular lymph node transfer donor site.

Fig. 4. Lymphoscintigraphic findings before (left) and after
(right) supraclavicular lymph node harvest. Note loss of tracer
uptake in the right axilla in the postoperative image.
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Fig. 3. Right upper extremity lymphedema following
v ascularized lymph node transfer from the right supraclavicular area.
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Novel Penile Splint and Its Use in Microsurgical
Penile Replantation
Sir:

T

raumatic penile amputation is an infrequently
encountered injury, the current standard of treatment for which is microsurgical replantation of the
amputated part. Currently, there is no standard protocol regarding the postoperative care of penile replants.
In this case report, we present the use of a novel penile
splint to assist in the postoperative care of a patient
who underwent microsurgical penile replantation.
The authors believe that the use of this novel splint can
effectively support the replanted part and can prevent
wound healing complications.
A 30-year-old male patient was brought into the
emergency department with multiple stab wounds to
the chest and abdomen and a traumatic amputation

of the penis. The amputated phallus was placed in
saline-soaked gauze, placed in a sterile plastic bag,
and then kept in an ice bath. After all structures were
identified, the urologic surgeons performed an endto-end urethroplasty and a corporoplasty. The plastic
surgeons repaired the left corpus cavernosal artery,
and the tunica albuginea was then closed. Subsequently, the deep dorsal vein and a deep dorsal artery
were repaired. Another superficial vein was anastomosed. The remaining soft tissues were closed.
On postoperative day 9, a small area of wound
separation was noted on both the ventral and dorsal
surfaces of the penis at the area of the suture line.
Dressing changes were instituted, and the patient was
restricted to bedrest. Concerns were raised among
the various treatment teams that prolonged bedrest
in a patient with multiple injuries could pose serious
health risks. For this reason, New England Orthotic
and Prosthetic Systems, in conjunction with an adult
novelty store, fabricated a specialized penile splint
(Figs. 1 and 2) that would provide support to the
replanted part while the patient was ambulating.
After local wound care, the patient went on to heal
without further event. In total, the patient wore the
splint for 3 months.
As microvascular techniques have improved, surgeons performing replantation have become more
focused on reestablishing the vascular integrity of the
penis. Cadaveric studies have demonstrated adequate
collateral blood flow between the deep and superficial
systems,1 which suggests that performing anastomoses
on one set of arteries is adequate to maintain the survival of the replanted part.
To date, there are no established protocols delineating how to support the replanted part or when to
liberalize activity restrictions. The concern with allowing the patient to ambulate without support is clear.
Our patient had suffered multiple injuries and
would have been at risk of postoperative complications if kept in a prolonged period of bedrest.2–4 The
use of this penile splint allowed the surgeons to liberalize the patient’s activity without the fear of further
wound dehiscence.
The treatment of penile amputation has seen considerable improvement in the past quarter century.
Further investigation is necessary to optimize the care
of these individuals. The authors hope that the description presented will allow for improved postoperative
care of these patients.
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