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Successful replantation for amputation injury during preg-
nancy is very rare, and only a single report has been pub-
lished so far.1 Multiple factors deter salvage attempts 
concerning maternal and fetal safety. We present a rewarding 
experience of replantation in full-term pregnancy, followed 
by an uneventful delivery.

In June 2016, a 29-year woman with 36 weeks of second 
gravida pregnancy sustained left index finger amputation in 
the domestic kitchen and arrived within 4 hours of injury 
from a distance of 100 km. The injury was a sharp oblique 

amputation across the distal interphalangeal joint (DIPJ) 
approximately 5 mm proximal to the nailbed at the ulnar 
side through the articular surface of the middle phalanx 
(►Fig. 1A, B). The obstetrician’s evaluation and ultrasonog-
raphy ascertained a healthy fetus without premature uterine 
contractions. After due deliberations, the decision to replant 
was made. 

The considerations for the lengthy procedure besides the 
safety were as follows: a) optimal maternal position and 
fetal monitoring, b) type of anesthesia, c) use of heparin 
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Fig. 1  Sharply cut amputation (A and B), osteosynthesis with K-wire and dorsal venous anastomosis (C), healthy mother, the newborn and 
replanted digit (D), 4-year postop photographs sent by the patient (E, F).
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and other systemic medications, d) postoperative position, 
e) consent for emergency cesarian section, if needed, and 
f) dealing with unexpected outcomes and failures. After the 
wrist block with 1% lignocaine, she was placed in a left lat-
eral tilted position with a cushioned wedge as mechanical 
support to the lower back, in order to prevent the gravid 
uterus from pressing on the pelvic venous system. The surgi-
cal procedure lasted for 130 minutes, which included osteo-
synthesis with 1-mm K-wire without bone shortening, repair 
of tendons, radial digital artery and nerve, and a dorsal vein 
with 10–0 nylon suture. No systemic heparin or sedation was 
used except for a single prophylactic dose of cefotaxime 1 g. 
Fetal heart was monitored throughout the procedure. The 
replanted digit maintained good perfusion.

The patient proceeded to normal labor after 3 days and 
delivered a healthy baby. The postnatal period was unevent-
ful, and both were discharged after 7 days (►Fig.  1D). The 
K-wire was removed after 6 weeks and advised physio-
therapy locally. Four years following the replantation, we 
contacted her over the phone. She expressed overall satis-
faction with the salvage, appearance, sensation, and daily 
living activities but with a limited range of motion at DIPJ. 
Although she could not visit the hospital due to logistics, she 
consented to this publication and sent present photographs 
(►Fig. 1E, F). Several favorable factors that yielded positive 
results included flexor zone-I sharp amputation, regional 

anesthesia, quicker surgical procedure, minimal systemic 
medications, and constant fetal surveillance.

There are no specific recommendations available for non-
obstetric surgeries in pregnancy. Nevertheless, no emergency 
procedures should be denied in any trimester, and surgeries 
in the 3rd trimester are relatively safe, although the poten-
tial for preterm delivery exists.2. Fetal monitoring during the 
procedure will guide the secure positioning of the patient. A 
screening and high suspicion for deep vein thrombosis are 
necessary for prolonged procedures.2 A multidisciplinary 
approach with swift planning is essential for successful out-
come and safety of pregnancy.
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1  Sharply cut amputation (A and B), osteosynthesis with 
K-wire and dorsal venous anastomosis (C), healthy mother, the 
newborn and replanted digit (D), 4-year postop photographs 
sent by the patient (E, F).


