
Letters to Editor

ability to last long? Is it the size of the introitus at the 
end of repair or first intercourse? Or is it the ability of the 
repair to bleed at first intercourse?

The author prefers the surgery under spinal anaesthesia 
for better muscle relaxation, but in our experience, many 
a time these patients attend the clinics looking for a 
quick fix without admission, these being super-secretive 
procedures and follow-up is difficult. Another question 
that needs to be answered is who is qualified to perform 
this procedure, it not being part of the medical curriculum.

We conclude by saying that it is time to answer these 
unanswered questions with evidence-based approach 
and to make the procedure more scientific.
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Authors’ Reply

Sir,
We are pleased to learn that this article has evoked a 
good response. I congratulate Dr. Shirol and his team for 
excellent questions. I would like to answer all their queries 
and clarify certain technical issues. 

The sole purpose of hymenoplasty is to cause bleeding 
from torn vaginal tissue at the time of the first intercourse. 
There being so many anatomical variations of a normal 
hymen, it is never possible to recreate the shape and 
texture of the original  hymen.  In our  view,  the hymen 
that serves the purpose regardless of its shape shall be 
considered good.

The surgeon and the patient’s comfort decide the type of 
anaesthesia. Scheduling the surgery early in the morning 
and the usage of Xylocaine  Heavy  injection  for  spinal 
anaesthesia allows the patient to be discharged by the 
evening. 

The vaginal tissue flaps are not planned in one circular 
line; instead they are staggered so that there are no 
chances of vaginal stenosis or septum creation. None of 
our patients have ever complained of dyspareunia.

Vaginal tissue flaps are random-patterned flaps and there 
is always a risk of flap necrosis if narrow flaps are designed 
and at the same time there is a risk of non-rupture at 
the time of the first sexual intercourse if wider flaps are 
planned. In our experience, 1 cm width has worked out 
to be the optimum. 

Just like superiorly-based pharyngoplasty, the flaps are 
designed and lined in such a way that the donor area gets 
closed and none of the flap area remains raw. Non-lined 
flaps may shrink considerably, resulting in large ports that 
may allow penile penetration without the hymen getting 
ruptured. In our experience none of the four ports after 
crisscross should allow more than one finger. Immediate 
appearance of hymen after the repair or the size of the 
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introitus at the end of repair is not important, but bleeding 
at first intercourse is important.

This reconstructed hymen should last lifelong if sexual 
activities are not restarted. Performing surgery at least one 
to two months before marriage gives ample time for the 
complete dissolution of vicryl sutures. However, chromic 
catgut can be used as well if little time is left before 
marriage. 

As it is a super-secretive procedure for the patient, 
follow-up is definitely very difficult. It may sound a little 
unscientific, but from all our patients we do receive a 
telephone call after the marriage saying “Doctor, the 
operation is successful,” followed by a box of sweets.

Hymenoplasty cannot remain a domain of one specialty. 
Anyone with a basic knowledge of plastic surgery can 
perform this surgery. 

We end by saying that apart from satisfying the cultural and 
religious needs, hymenoplasty can save women of social 
embarrassment and grant them a chance to live with honour.
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Anticoagulation therapy 
and hand surgery: Do we 
worry too much?

Sir,
Prophylactic anticoagulant therapies in the form of 
warfarin, clopidogrel or aspirin are commonly prescribed 
for patients who are at risk of thromboembolism. 
Examples of such patients include those with mechanical 
heart valves, chronic atrial fibrillation, a past history of 
venous thromboembolism and those thought to be at 
cardiac risk. Such patients requiring surgery can pose a 
challenge, as one has to weigh the risk of bleeding-related 
complications against the elevated risks of a potentially 
fatal thrombotic episode occurring should anticoagulants 
be halted for surgery. Despite existing literature 
exemplifying a low risk of peri-operative bleeding in 
dental, eye, joint, endoscopic procedures [1] and authors 
advocating no interruption of the anti-thrombotic 
therapy in such surgeries (provided patients’ international 
normalized ratio [INR] are within normal therapeutic 
range), there still exist no clear guidelines or data to 
define this risk in hand surgery. [2] Anecdotally, it is still 
common practice in many units to stop anticoagulation 
therapy prior to hand surgery based mainly on surgeon 
preference. Wallace et al. [3] have described that they, as 
early as 1996, had been performing hand surgeries without 
altering the patient’s anticoagulant regimen, as long as 
the INR was <3. Retrospective analysis of all his patients 
who underwent surgery from 1996 to 2003 portrayed that 
there were no additional days of stay related to bleeding 
complications. In the same year, Smit and Hooper[2]  
arrived at a similar conclusion after reviewing the 
records of their patients who underwent surgery either 
for carpal tunnel release or Dupuytren’s contracture. Of 
the 852 procedures carried out, 22 patients were found 
to be on warfarin and despite not stopping or altering 
therapy, no peri or post-operative bleeding was reported. 

More recently, two prospective studies concurred that 
the continuation of anticoagulation for hand surgery is 
safe.[4,5] As described by Nandoe Tewarie and Bartels, of 
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