
Letters to Editor

author concludes that by advancing implant, particularly 
large implants through small incisions have a risk of 
pneumothorax due to local barotrauma. Fayman[4] 
suggested that air drainage should be introduced as a 
routine step in breast augmentation procedures in order 
to prevent the development of pneumothorax. Verma 
and Hodgkinson[5] propose that pneumothorax should 
be included in the informed consent prior to the surgery 
and the necessary equipment for treating should be kept 
ready.

Also, patients may be counselled to note down 
any chest discomfort or breathlessness after breast 
augmentation procedure and report to the nearest 
doctor. The doctors involved in the treatment of these 
cases or the emergency physicians if happened to see 
such cases shall consider pneumothorax as a possibility 
and evaluate them accordingly and intervene if required. 
Thus, patient empowerment helps to recognise such 
unusual complication much earlier and assist physicians 
to mitigate sufferings and consequences.
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Evidence-based demerits 
on the use of rectus 
abdominis musculo-
peritoneal flap for bladder 
augmentation in children 
with exstrophy bladder

Sir,
We read the article “Closure and augmentation of 
bladder exstrophy using rectus abdominis musculo-
peritoneal flap (RAMP).”[1] The authors reported the 
results of RAMP for primary bladder augmentation 
(BA) in children presenting late with bladder exstrophy 
(BE) with poor bladder template.[1] The technique 
claimed to decrease the morbidity and postoperative  
complications.[1] We would differ with these 
observations. The ideal management of BE aims not 
just to achieve an anatomical closure of the defect, as 
illustrated in the present study,[1] but also to achieve a 
compliant urinary reservoir of adequate capacity with 
preserved upper urinary tract along with continence 
and cosmetically pleasing external genitalia.[2] The 
major limitation of this report[1] is the nonassessment 
of the functional status of the reconstructed bladder 
by uroflowmetry and filling cystometry. Moreover, 
the postoperative ultrasonography (USG) mentioned 
just about bladder capacity and failed to mention 
the status of kidneys, ureters, and postvoid residual  
urine.[1] Though USG and intravenous pyelography are 
useful tools to assess upper tract dilatation, yet they 
lack functional information. In the absence of the renal 
radionuclide scans, the assessment of upper urinary 
tracts in this study[1] is incomplete. It is also pertinent to 
learn from the authors that when they intend to do the 
epispadias repair, as the mean age at presentation was 
8 years and patients already had a follow-up of 3 years.[1]
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The animal studies[2] cited to justify the use of RAMP for 
BA bear little significance. The experimental animals, 
unlike BE, had normal bladder histology. Morphometric 
analysis of smooth muscles in BE had shown decreased 
muscle component, and increased type III collagen in 
the bladder wall of exstrophy patients.[3]

An ideal substitute for BA should be able to distend 
at low pressures with no spontaneous pressure 
generation.[4] Follow-up urodynamic studies[5] in 
children with RAMP augmented BE, conducted at a 
mean follow-up of 4 years, failed to show any increase 
in bladder capacity and compliance with a mean 
maximum cystometric capacity of 73 ml and compliance 
of 5.2 ml/cm H2O. They eventually needed an additional 
BA with bowel and stomach.[5] RAMP augmented BE, 
thus, had small capacity and poor compliance, due to 
its propensity to shrinkage and fibrosis,[5] which if left 
uncorrected can lead to upper tract damage. These 
urodynamic findings[5] critically question the role of 
RAMP as BA substitute for BE in children and limits its 
role for closure of large post-traumatic bladder defects.
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Snapping wrist due to 
lunate malformation

Sir,
The bony block causing snapping of the wrist is an 
infrequently encountered phenomenon. We came across 
such a situation in our clinic, which has been described. In 
our rare clinical situation, we encountered a phenomenon 
of lunate remodelling where the lunate, due to a constant 
wrist flexion and loose dorsal capsule (secondary to 
burn contracture) got remodelled and was blocking the 
wrist extension. Bony deformities are liable to occur 
due to imbalance of muscle power and poor posture. 
There is also disuse atrophy of muscles, which may 
eventually lead to bone remodelling. This phenomenon 
has been well explained in postpolio deformities.[1] As 
the pathology in this case is fibrosis, adhesions and 
contracture, capsulectomy and removal of bony block was 
considered appropriate as mentioned by Curtis RM in the 
management of neglected postburn stiff hands.[2,3] Curtis 
has explained the need of the capsulectomy in managing 
the proximal interphalangeal joint (PIPJ) contractures after 
analysing 50 patients with various injuries to the PIPJs.[2] 
The snapping of the wrist has been previously described 
by Jackson et al.[4] due to scapholunate subluxation. In 
the same article, they have mentioned few cases causing 
snapping due scapholunate subluxation and they have 
stressed on the need of fluoroscopy in such cases. The 
snapping was mainly on the radial and ulnar deviations 
of the wrist, and was associated with pain. None of the 
reports or studies has reported bony remodelling as 
the cause for snapping. This report describes a rare and 
interesting incidence in a postburn contracture of the 
wrist and the management by eliminating the block and 
capsulectomy.

A 26-year-old teacher presented to us with a postburn 
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