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simple, time saver and effective to get better skin 
graft uptake percentage.

After proper preparation of wound [Figure‑1], skin graft 
is placed. The graft is fixed with skin stapler on margins 
and some staples placed to quilt the graft. Non‑adherent 
Jelonet dressing with Neosporin (R) ointment placed over 
the fixed graft. Saline wet cotton bolster placed on it after 
squeezing it. Rolled margin of the sterile glove is fixed with 
staples outside to one margin of grafted wound [Figure 2] 
then glove is stretched over the cotton bolster and fixed 
with staples on outside of opposite margin [Figure 3]. 
Immobilisation supplemented with plaster of Paris.

We use this glove technique in 20 patients. Five 
posttraumatic, three diabetic, three post‑burn contracture 
neck and elbow, three knee contracture, two donor defect 
in the leg and four chronic ulcers included in the study. 
Preparation of wound bed done in standard manner, then 
the authors ‘glove technique’ used for grafting. First 
dressing change is done on 5th post‑operative day with 
the	removal	of	the	glove.	About	90–98%	of	graft	take	was	
observed in all wounds in the 1st week and 100% of the 
wound completely healed in the 3rd week.

The classic ‘tie‑over’ dressing[1] and other bolstering 
methods include stapled non‑adherent gauze[2] staples 
interlaced with sutures and sterile foam compressed with 
an adhesive dressing were reported in the literature.

The authors ‘glove technique’ provides sufficient pressure 
over the graft. This technique requires sterile glove, skin 
stapler, cotton and all these materials are easily available in 
any operation theater. The pressure of the stretched glove 
ensures the non‑formation of hematoma and seroma under 
the skin graft and provides immobilization. Furthermore, 
the technique is very easy, quick and effective. This 
technique can be used anywhere in the body (upper limb, 
lower limb, abdomen, chest, back, axilla, neck and head, 
face and perineum) as glove can be modified accordingly. 
The gluteal region, perineum, abdomen, axilla, and neck 
are the difficult areas where this technique is far better 
than others for securing skin graft.

In our experience, the authors ‘glove technique’ is an 
effective, simple and quick way to secure the skin grafts.

Financial support and sponsorship
Nil.

Conflicts of interest
There are no conflicts of interest.

Sumer Singh, Yogesh C. Bhatt,  
Piyush Doshi, Sanjay G. Vaghani

Department of Plastic and Reconstructive Surgery, 
Sumandeep Vidyapeeth University, Vadodara, Gujarat, India

Address for correspondence: 
Dr. Sumer Singh, Department of Plastic and  

Reconstructive Surgery, Sumandeep Vidyapeeth  
University, Vadodara, Gujarat, India.  

E‑mail: sumeryadav2004@gmail.com

REFERENCES

1. Johnson TM. “Skin grafts.” In: Ratz JL, editor. Textbook of 
Dermatologic Surgery. Philadelphia: Lippincott Raven; 1997. p. 204.

2. Hoffman HT, La Rouere M. A simple bolster technique for skin 
grafting. Laryngoscope 1989;99:558-9.

Access this article online
Quick Response Code:

Website: 

www.ijps.org

DOI: 

10.4103/0970‑0358.182247

How to cite this article: Singh S, Bhatt YC, Doshi P, Vaghani SG. 
‘Glove technique’ to secure skin grafts: A novel technique. Indian J 
Plast Surg 2016;49:127‑8.

This is an open access article distributed under the terms of the Creative 
Commons Attribution-NonCommercial-ShareAlike 3.0 License, which allows 
others to remix, tweak, and build upon the work non-commercially, as long as the 
author is credited and the new creations are licensed under the identical terms.

Achieving optimal leg 
position for fibula flap 
harvest

Sir,
Fibula flap harvest needs access to all compartments 
of the leg. Optimal position of operating site leads to 
comfortable and easy harvest with better assistance. Many 
times, the main focus of assistant will be maintaining 
optimal position of the limb. Flexion and internal 
rotation at hip, flexion at knee and well‑supported ankle 
is the desired position. The difficulty is, maintaining 
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Figure 1: Knee and hip flexion maintained by bundled drapes below thigh. 
Foot stabilised by dorsiflexing foot end of operating table

Figure 2: Limb position maintained by bandage fixed to the opposite side 
of the table

Figure 3: Bandage fixed to metal side railings on the opposite side and held 
with towel clips

this position consistently throughout the surgery. Our 
technique of achieving optimal leg position for free fibula 
harvest is reproduced below.

Technique: Limb is manually exsanguinated, tourniquet 
is raised, and the limb is kept in desired position. A 
rolled sheet kept between the thighs avoids excessive 
internal rotation. Rolled sterile sheets are kept below 
thigh to maintain flexion at hip. Foot end of the table 
can be flexed by 30‑45° [Figure 1]. This keeps the foot 
in dorsiflexion and stabilises the ankle against the 
raised foot end of table preventing sliding of leg. If 
the limb is short, additional rolled sheets kept over a 
flexed foot end of the table are useful. Another option 
is placing a folded drape underneath the ball of the 
foot, but the leg is still unstable, as the drapes can 
slide down compared to firm elevated foot end of the 
table.

This position is maintained by a roller bandage wrapped 
above the knee and fixed to side bars at the opposite 
side of the table [Figure 2]. The roller bandage is rolled 
at the edges of metal side bars under adequate tension 
over the drapes and anchored with a towel clip to the 
drapes [Figure 3]. This should be done after tourniquet 
inflation to avoid venous congestion. Anchoring the 
leg to the metal side bars and fixing is more stable 
and secure, additionally maintaining internal rotation 
at the hip. Adequate internal rotation at hip improves 
visualisation especially during pedicle dissection. This 
helps positioning of scrub nurse and other operating 
team more comfortable compared to anchoring to IV 
stand, which can lead to restriction of movement.

This technique maintains good stability throughout the 
surgery.
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Concern with the use of 
electrodes in perforator 
marking

Sir,
We read with great interest the recent article, ‘A simple 
technique of marking the perforator of a free flap for 
post‑operative monitoring’[1] published in your reputable 
journal. The authors have demonstrated a reproducible 
alternative to conventional methods for marking 
perforator vessels and boast a decrease in caution calls 
due to doubts about the vascular status over the past 
3 years.[1] However, it would also be interesting to know 
the resulting rate of nosocomial infections in this period.

Use of electrocardiogram (ECG) electrodes may provide 
a moist site for colonisation of Gram‑negative bacteria. 
This can be true for both reusable and single‑use ECG 
electrodes.[2,3] I would like to direct your attention to a case 
study involving a patient who underwent cardiac bypass 
surgery. In the immediate post‑operative period, the 
patient developed tachycardia, pyrexia and hypotension. 
Post‑operative blood cultures detected Gram‑negative 
Bacilli. In the absence of clinical or bacteriological 
evidence of a primary infection, further investigations 
confirmed that the culprit was ECG electrodes 
contaminated with Klebsiella. Further investigations of 
such electrodes showed potential for contamination with 
both Pseudomonas and Klebsiella strains.[3]

Trend et al.[4] have suggested the role electrode gel plays 
in protecting microorganism environment. It noted that 
Venkatramani et al. have applied electrodes during the 
period where flap failure risk is the highest resulting in 

regular monitoring of flap viability.[1] We speculate that the 
hands‑on clinical monitoring and use of gelled Doppler 
probes could increase the potential for contamination of 
ECG electrodes and harbouring of bacteria.

Compared to conventional methods, the author describes 
this method as ‘better’ because there is no need to worry 
about loss of site due to erased markings. However, in 
practice, electrodes can lose adhesive strength secondary 
to movement, scratching or moisture. Although bad 
practice, it is not uncommon for single‑use electrodes 
to be reused as a cost‑saving measure. Daley et al. have 
demonstrated the cross‑infection potential for reused 
single‑use electrodes harbouring skin flora or potential 
pathogens.[2] Thus, it must be questioned whether 
inappropriate use of electrodes in a plastics ward or 
proximity of healing wounds is a viable option.

Since the case previously described, there have been 
advances in disposable electrodes and most of the current 
literature compares disposable to reusable electrodes. 
Despite showing the clear benefit of disposable ECG 
leads over their reusable counterpart, there is a lack of 
concrete evidence, suggesting disposable ECG electrodes 
are not a site for pathogens. In an era where patient safety 
and infection control are emphasised, it would seem 
detrimental to both patient and multidisciplinary team 
to introduce an unnecessary potential site for pathogen 
manifestation in the immediate post‑operative period.

Although the authors have demonstrated an interesting 
alternative to conventional marking methods, the lack 
of research into the infection potential of disposable 
electrodes post‑operatively makes it unclear whether they 
pose a risk or not to flap survival. In light of the caveats 
described above, the infection potential of such a method 
should not be underestimated. Thus, it is suggested that 
until further studies bring clarity to the conundrum, 
conventional marking methods remain superior to ECG 
electrode placement in marking perforator vessels unless 
appropriate infection prevention methods are in place.
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