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Results: Using Integra™ for volar soft tissue defects gave us unreliable cover in terms of
durability, bulk and cosmesis. In contrast, coverage of dorsum of hand and wrist with
Integra™ has given us pleasing results in terms of durability, suppleness, adequate thickness
and cosmesis compared to usual flaps. Coverage of finger tip amputations with Integra™ has
been particularly disappointing and we have abandoned its use for this purpose. Presently,
whenever a defect involves the tip of a finger, our first choice is a homodigital neurovascular
island flap (HNVI). These flaps not only helped us preserve stump lengths but also provided a
reliable sensate flap with excellent cosmesis.

Conclusion: Integra™ or similar products are an excellent reconstructive alternative in
covering defects of the dorsum of hand and wrist. Volar defects however, are better covered
with flaps to provide durability, bulk and sensation.

TITLE: MINIMAL ACCESS CARPAL TUNNEL RELEASE

AUTHOR('S): SM Ridwan Mia (Ward 494, Johannesburg Academic Hospital, Jubilze Road, Parktown 2193
Telephone { 011 ) 488 3494 OR (011) 717 2181, Email smrmia@yahoo.com); Dale Geoffreys and Marshall
Murdoch (Division of Plastic & Reconstructive Surgery, University of the Witwatersrand & Charlotte Maxeke
Johannesburg Academic Hospital)

Introduction: Release of the transverse carpal ligament for carpal tur-nel syndrome is
regularly performed. The standard access incision involves a palmar incision, crossing the
volar wrist crease and extending along the volar wrist skin for a variaktle distance. Smaller
access incisions have been described in an attempt to improve scarrirg, pillar pain and return
to activities of daily living.

Méthods: We review of a group of patients that had a limited access carpal tunnel release over
two years with a similar patient group that had the standard procedure undertaken during
the same period. The Boston Pain Scale, the presence of pillar pain pcst-operatively and the
resulting scars were compared. The minimal access incision is 2-3cm long, just ulnar to a

line connecting the 3rd intermetacarpal space and the ulnar border of the Palmaris tendon.

It affords visualisation of the transverse carpal ligament as well as acczss to the distal 1.5cm

of the antebrachial fascia which is routinely divided. The wound is closed in 2 layers with 5/0

“monocryl subcuticular sutures and adhesive tape, (dressing. No drain is used.
- Results: All patients did well. There were no instances of damage to the palmar cutaneous

nerve. There were no s1gn1f1cant wound healing problems, however oae patient developed a
suture granuloma around the monocryl suture. Post-operative pain, stiffness, parasthaesia

- and the accompanying movement restriction was improved in the limited access group.
- Conclusion: There was a difference in the minimal access incision patients compared to the

control group with regard to post operative pain levels, wound tenderness, long term sensory

’ loss, ab111ty to perform daily activity and overall satisfaction levels. The results of the Boston
N o scale questlonnalre were compared to illustrate the benefit of the minimal access incision.

TITLE: MANAGEMENT OF THE MUTILATED HAND

AUTHOR(S): D F del Pifial

Toe to hand transfet'has become a safe operation and the indications have widened
considerably in the last few years. From a personal experience of 240 cases (success rate
98.5%) we have developed several tips and techniques in order to imgrove the cosmetic and

. - functional outcomes.
“The rationale to 1nd1cate a second toe in different modalities of finger amputations is

discussed. Ba51cally 1n our hands any finger where the PIP joint is preserved can be a
candidate to have a toe transfer. This concept is important as in our hands toes do not move
much and are much shorter than the fingers (fig 1). The goal to be sought in major injuries is
always the ‘acceptable hand’ (one with three fingers, with near normal length, near normal
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