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Commentary: Unilaterally 
absent palmaris longus: 
A golden opportunity

There are two important conclusions from this 
work. The first is obvious, but the second although 
subtle is more important.

The obvious conclusion, that can be further strengthened 
if it is confirmed, is that unilateral absence of the palmaris 
longus tendon is a highly sensitive and specific physical 
finding for avoiding the superficial ulnar artery trap.

The second and more important conclusion is that by 
carefully documenting physical findings and without costly, 
complicated, high‑tech instrumentation, the authors were 
able to produce high quality clinical research that can be 
used by any clinician who understands the paper.

With the vast populations of patients seen in India, 
a golden opportunity exists to mine clinical data and 
produce similar high quality research.

Readers of IJPS should rise to this challenge.
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Rare tumours of the hard 
palate

Sir,
We read the case report on soft tissue chondroma of the 
hard palate associated with a cleft with great interest.[1] 
As mentioned by the authors correctly, this is a very rare 
presentation. We would like to share our experience with 
a tumour of the hard palate.

A 7‑year‑old boy presented to our outpatient department 
with a painless slowly growing swelling on the hard 
palate, the size little larger than a peanut, from last 
3 months [Figure 1a]. The child gave a history of trauma 
to the palate by the back of the pencil at his classroom 
about 3 months back. A provisional diagnosis of a mucus 
retention cyst was made and a differential diagnosis of 
dermoid cyst was kept. Excision of the swelling with its 
short pedicle was done up to the depth of the periosteum 
of the hard palate under general anaesthesia. The residual 
defect was left open and allowed to heal secondarily. The 
specimen cut into half a revealed a yellowish fibrous core 
surrounded by a capsule [Figure 1b]. A histopathological 
study of the specimen stained with haematoxylin and eosin 
demonstrated characteristic solid sheets of monotonous 
round‑to‑polygonal cells with granular cytoplasm and 
small round nuclei and well circumscribed by stratified 
squamous epithelium  [Figure  1c]. Immunohistochemical 
evaluation of the tumour cells demonstrated positivity for 
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vimentin [Figure 1d] but negativity for S100. The diagnosis 
was congenital granular cell tumour (CGCT). Follow up at 
3 months did not reveal any recurrence [Figure 1e].

CGCT or congenital epulis of the newborn  (CENB), also 
commonly referred to as gingival granular cell tumour 
and Neumann’s tumour, was first described by Neumann 
in 1871.[2] The tumour is postulated to originate 
from undifferentiated mesenchymal cell, fibroblasts, 
myofibroblasts, histiocytes, Schwann cells, or odontogenic 
epithelial cells. It is considered a benign mesenchymal 
tumour of unknown origin. While the exact incidence of 
CGCT is not known, fewer than 250 cases seem to have 
been reported worldwide till date. This tumour has been 
reported to occur ten times more frequently in females 
than males and three times more frequently in the maxilla 
than mandible.[3] To the best of our knowledge, not a single 
incidence of CGCT in a male child has been reported from 
the Indian subcontinent. CGCT commonly occurs on the 
gingiva over the maxilla and mandibular alveolar ridge.[2,3] 
Excision is curative and recurrence is not seen.

CGCT is different from granular cell tumour  (GCT), also 
known as Abrikossoff tumour, which is an uncommon 
neoplasm, probably of neural origin derived from Schwann 

cells in adults.[4] CGCT is very similar to GCT histologically, 
but differs from it epidemiologically as well as in clinical 
behaviour. According to the published literature, CGCT is 
seen exclusively on neonatal gingivae, presenting most 
commonly at birth, having a marked predilection for 
females, while GCT is rare in the first decade of life, being 
most frequently diagnosed between the third and sixth 
decades of life, and affecting a wide variety of visceral and 
cutaneous sites, also having a predilection for the females. 
The difference also lies in the immunohistochemical 
properties of the two. The CGCT/CENB are S100 
negative and Vimentin positive while GCT demonstrates 
immunoreactivity for vimentin, S‑100 and neuron‑specific 
enolase which correlates with its Schwann cell origin.[5,6]

The diagnosis of CGCT should essentially be clinical, but 
usually poses some difficulty as seen in this case because 
of the low level of suspicion. The extreme rarity of 
presentation of CGCT on the hard palate in a 7 year male 
child in this case prompted us to share the report with our 
colleagues.

With more frequent reporting of these rare tumours, 
there arises a necessity to develop a comprehensive 
health registry with guidelines for research and clinical 
management. Furthermore, continued advances in 
molecular biology of such tumours may further elucidate 
the very distinct clinical behaviours of these tumours and 
ultimately provide better solutions to their treatment.
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Figure 1: (a) Soft tissue swelling of the hard palate. (b) Cut specimen showing 
yellowish fibrous core. (c) Haematoxylin and eosin stained specimen showing 
solid sheets of monotonous round to‑polygonal cells with granular cytoplasm 
and small round nuclei. (d) Immunohistochemical staining of the tumour cells 
demonstrating positivity for vimentin, (e) Follow up at 3 months did not reveal 

any recurrence
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Deepithelialization of breast 
in reduction mammoplasty 
using cable tie as breast 
tourniquet

Sir,
Deepithelialization is the first stage of reduction 
mammoplasty in techniques which use dermal, 
dermoglandular pedicles for nipple‑areola complex. This 
stage is known as time consuming and demanding by most 
of the surgeons, especially when the breasts are large and 
when there is no assistant available. For quality and easy 
deepithelialization, there must be adequate tension on 
the skin usually sustained by an assistant’s traction. Many 
surgeons prefer to stabilise the breasts by tying with a 
sterile gauze. Some seek for better and easy techniques 
to shorten the deepithelialization period. Bellioni et al. 
described the braces technique using a tourniquet made 
of an 8½ sterile glove blocked with Kocher forceps 
to tighten the breast skin.[1] Barr et  al. advocated the 
use of electrocautery device instead of scalpels for 
deepithelialization and found it to be quick and safe.[2] 
Khan described his own technique with scissors[3] as Sinha 
enhanced deepithelialization with scissors using what he 
called maze pattern incisions.[4] Simone et al. emphasised 
the use of infiltration solutions to ease this stage.[5] We 
used to perform deepithelialization by tying the breast 
with sterile gauze and using scalpels, sometimes scissors. 
Nowadays, we prefer plastic bracelets commercially 
available as cable tie. They can be available in the market, 

they are very cheap and easy to use. It can be sterilised 
by ethylene oxide before the operation. During the 
operation, they are easily set, tightened as needed and 
never loosen [Figure 1]. It achieves appropriate tension 
for smooth deepithelialization and the surgeon may 
perform the operation without an assistant.

Evren ISCI1, Halil Ibrahim canter2, Yucel ERK3

Department of Plastic and Reconstructive Surgery, 
1Bahcelievler Private Aile Hospital, Istanbul, 2Acibadem 

University Faculty of Medicine, Istanbul, 3Hacettepe 
University Faculty of Medicine, Ankara, Turkey.

Address for correspondence: 
Dr. Evren ISCİ, 

E‑mail: meddocevren@yahoo.com

REFERENCES

1.	 Bellioni M, Delli SG, Loreti A, La Pinta M. Shortening deepithelialization 
time in reduction mammaplasty: The braces technique. Plast 
Reconstr Surg 2006;117:1065‑6.

2.	 Barr  ST, Young RB 3rd, Widenhouse  BG, Davis  D. Bloodless 
pedicle deepithelialization in reduction mammaplasty. Plast 
Reconstr Surg 2003;111:493‑5.

3.	 Khan HA, Oudit D. Deepithelialization of breasts with scissors. 
Plast Reconstr Surg 2005;115:1798.

4.	 Sinha M. Deepithelialization of pedicle in breast reduction: The 
maze technique. Plast Reconstr Surg 2006;118:276‑7.

5.	 Simone  P, Carusi  C, Palazzolo  D, Persichetti  P. An extremely 
simple and systematic approach to deepithelialization during 
breast reduction and mastopexy. Ann Plast Surg 2007;58:348‑9.

Figure 1: Application of cable tie around the breast
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