
Plastic surgery for 
undergraduates: The basis 
of exceptional doctors as 
demonstrated by India

Sir,
A competent plastic surgeon is expected to draw on 
basic biomedical and surgical knowledge, experience 
and technical expertise, ethical and interpersonal skills 
to provide a high standard of patient satisfaction. “Plastic 
surgery” (from the Greek plastikos meaning “able to be 
moulded”) can be broadly regarded as interventions that 
reconstruct, repair and cosmetically improve damaged 
skin and tissue in cranio-maxillofacial structures, breasts 
and trunk, musculoskeletal abnormalities, skin, hand, 
extremities or external genitalia systems.

With all these skills and application of both medical 
and surgical knowledge, plastic surgery is one of the 
few specialties that could enhance the undergraduate 
curriculum, but is currently not taught in the United 
Kingdom. We have recently carried out work comparing 
the UK medical graduates knowledge of burns, in 
comparison to those from their Hungarian equals.[1] 
We  have also assessed the desire for plastics surgery 
to be present in the undergraduate curriculum.[1] What 
we have found, is UK medical students have poor basic 
knowledge surrounding burns management, yet they 
have a desire to be taught it.[1]

Yet the accident and emergency departments remain able 
to cope with burns on presentation. This is largely (and 
anecdotally) attributed to Indian doctors, whose training 
is at the forefront of undergraduate medical education 
in relation to plastics surgery.[2] The best asset in our 
argument for plastics introduction to undergraduate 
medical education is arguably Indian trained doctors 
using plastic surgery to integrate both their clinical, 
medical and surgical knowledge.

Plastic surgery has a place in all doctors repertoire, in 
encourages and exemplifies integration of thought and 
good practice. It’s a shame so many choose to ignore this.
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Turquoise iatrogenic 
tattoo of seborrheic 
keratoses following wide 
local excision: A novel 
phenomenon

Sir,
Following excision biopsy of a suspicious pigmented 
lesion on his lower back, an octogenarian male 
underwent wide local excision and sentinel lymph 
node biopsy. The initial lesion measured 1.2-cm-wide 
and 1-mm-tall. It was a nodular melanoma of 3.2 mm 
Breslow thickness with a Clark level of 4. There was no 
lymphovascular invasion. There were ulceration and 
a mitotic rate of 38/10 hpf. At our multi-disciplinary 
meeting, it was decided a further 3 cm margin wide 
local excision of the scar was recommended with a 
sentinel lymph node biopsy. The resulting pathology 
was a complete excision of the scar which showed 
no further residual malignant melanoma cells and no 
metastatic cells in the lymph nodes biopsied in his left 
axilla. This was confirmed by negative Melan A staining 
[Figure 1].
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As part of the sentinel lymph node biopsy, 4 ml of 
methylene blue dye was injected subdermally with a 
blue hypodermic needle over the centre of the scar to be 
excised. This was performed just after the patient had 
been anaesthetised and left to work for 15 min before 
the scar was excised. The scar was excised in the relaxed 
skin tension line, and primary wound closure achieved. 
At the time of surgery, there was no spill of the blue 
dye that may have caused the adjacent staining, and it 
was noted that the seborrhoeic keratosis adjacent to 
the wound was not blue. During 3 months follow-up in 
the outpatient clinic, it was noted that several bright 
blue lesions had appeared around the scar site. These 
were clinically diagnosed as seborrhoeic keratoses and 
this lesion had been present prior to the excision of 
the melanoma, hence, ruling out a satellite lesion. In 
his recent 6 months follow-up, the blue seborrhoeic 
keratosis mentioned was still present and had not 
changed.

Wide local excision and sentinel lymph node biopsy is a 
procedure that is commonly performed in the treatment 
of malignant melanoma.[1,2] It is well known that transient 
staining of the skin occurs in the early post-operative 
period and patients are warned that their urine will be 
blue. There are no previous reports in the literature that 
benign skin lesions adjacent to the operative site can be 
dyed from methylene blue injection. This phenomenon 
requires further investigation to ensure it does not 
represent any sequelae of the underlying disease process.

The patient was told that the bright blue lesions were 
likely iatrogenic in origin, and did not elect to undergo 
any further management or investigation.[3] He was not 

concerned by the cosmetic appearance and declined 
to consider their removal for a definitive histological 
diagnosis [Figure 2].

Seborrhoeic keratoses are benign overgrowth of 
epidermal keratinocytes, which are of unknown 
aetiology. Perhaps, due to their rate of turnover and 
uptake of the dye from lymph, the blue pigment has 
remained even at 3 months post-operatively. The dye 
from the scar site has most likely been taken up by the 
seborrhoeic keratosis via lymphatic channels. Of note, 
black stained radio-nucleotide tracer active sentinel 
lymph nodes secondary to cutaneous tattooing have 
been described which further demonstrate the flow 
of lymph from the skin to nearby lymph nodes.[4] 
Methylene blue does come with side effects and these 
should be made known to the patient. Side-effects such 
as staining of the skin and discolouration of the urine 
are common. Rarer side-effects include haemolytic 
anaemia in G6PD deficient individuals, dizziness and 
abdominal pain.

We found that this is a newly reported phenomenon 
of methylene blue dye administration. Patients should 
be consented for “tattoo” sequelae (temporary or 
permanent) in the use of methylene blue dye. Patients 
with any new colour changes to a lesion should be offered 
excision biopsy for histological diagnosis.
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1Plastic Surgery Department, Aberdeen Royal Infirmary, 
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Figure 1: Photograph of back demonstrating relation of scar 
and seborrheic keratoses

Figure 2: Photograph demonstrating the surface blue dye 3 months 
post-sentinel node biopsy
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Iatrogenic metacarpal 
fracture complication 
secondary to K-wire fixation

Sir, 
We present a K-wire-related complication in the 
management of a Bennett fracture and would 
like to highlight the importance of planning K-wire 
placement and minimising the number of K-wire passes.

After having fallen from a roof, a 42-year-old patient was 
referred to our hand trauma unit with a Bennett fracture; 
he had previously had pinning across the first and second 
metacarpals with 1.1 mm K-wires at another hospital 
[Figure 1]. According to our protocol, we reviewed him 
at 5 weeks, removed the K-wires and began mobilisation.

Three days later, he noted the acute onset of pain 
at the base of the second metacarpal. A radiograph 
of his hand was taken in the emergency department 
that demonstrated a unicortical fracture through the 
second metacarpal where the K-wire had entered 
the bone [Figure 2]. He was treated with a volar cast for 
the second fracture and made an uneventful recovery.

Fracture through a previous K-wire tract is a known 
complication of K-wire treatment.[1] From our literature 
search on Medline and Embase using keywords like 
‘complications of K-wires’ , collateral K-wire damage in 
an adjacent bone has not been reported.

When using K-wires, their thickness, relation to each 
other, number of passes, fracture geometry, surrounding 
soft tissues including neurovascular structures and 
tendons must be considered.

Multiple passes of the K-wire onto cortical and 
cancellous bone, resulting in blunting of the K-wire 
and subsequent heat generation. A zone of necrosis 
around the pin site can lead to subsequent loosening 
and loss of fixation.

K-wires crossing the fracture site can cause fragment 
distraction. K-wire convergence can create a pivot 

Figure 2: Radiograph demonstrating the adjacent second metacarpal fracture 
post removal of K-wires

Figure 1: Radiograph demonstrating anterior-posterior and oblique views post 
K-wire fixation
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