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make the use of the Hardinge introducer a threat to the integrity
of the bone. The use of a 2.0-mm threaded guide wire produces
a sound, safe and accessible construct for the insertion of the
cement restrictor. In our experience, migration of the restrictor
has not been observed. Figure 2 demonstrates the device’s efficacy.
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BACKGROUND

Laparoscopic common bile duct exploration is an accepted alter-
native to laparoscopic cholecystectomy with endoscopic retro-
grade cholangiopancreatography (ERCP) and is of particular use
in those patients who are unable to undergo ERCP for whatever
reason as an alternative to open surgery.1,2 Recent UK guidelines
recommended laparoscopic common bile duct exploration as the
treatment of choice for patients with common bile duct stones
undergoing laparoscopic cholecystectomy.3 Commonly, stones are
retrieved using a choledocoscope and Dormier basket technique;
however, this technique can prove inadequate for management of
particularly large stones impacted at the ampulla.

TECHNIQUE

Standard laparoscopic cholecystectomy with on-table cholan-
giogram via the cystic duct is performed. Where the on-table
cholangiogram or pre-operative imaging suggests an impacted
large stone, a longitudinal choledochotomy is made and the find-
ings confirmed on choledochoscopy. Where it proves impossible
to remove the stone with a Dormier basket, the stone can be

crushed using a Lithocrush Mechanical Lithotriptor (Olympus UK
Ltd). Whilst it is not possible to pass this device down the 3-mm
working channel of a choledochoscope, it can be inserted into the
abdomen through a 5-mm port and then passed into the common
bile duct through the choledochotomy alongside the choledocho-
scope (Fig. 1). The stone is then grasped with the lithotriptor
under direct vision and crushed into small fragments which can
then be extracted with ease using the Dormier basket (Fig. 2).
After confirming that the duct is clear, the choledochotomy is
closed in a standard manner.

DISCUSSION

Our method for managing impacted large common bile duct
stones with a mechanical lithotripsy device provides an accept-
able alternative to open surgery for patients unable to undergo
ERCP.
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Figure 1 Demonstration of the set-up with the mechanical lithotripsy device
inserted within the common bile duct alongside the choledochoscope.

Figure 2 Stone fragments being withdrawn using the Dormier basket.
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BACKGROUND

Dermatotraction techniques for delayed primary closure of fas-
ciotomy wounds have only been reported in the last two decades.1

Flap necrosis following breast reconstruction leaves patients with
very large wounds which need skin grafting for closure and can be
technically demanding. We describe a technique for closure of
such wounds using Foley catheter dermatotraction.

TECHNIQUE

Following breast reconstruction, flap necrosis is a recognised
complication (Fig. 1). Removal of the dead and necrotic tissues
leaves patients with a large wound which requires skin grafting. A
12-Ch Foley catheter is used to provide traction to the wound
edges to allow successful subsequent closure of the defect. The

technique involves fixing the catheter in a ‘zig-zag’ arrangement
between the wound edges (Fig. 2). The catheter is secured to the skin
approximately 1 cm from the wound margin using clips, before being
manually tightened and secured. The wound is cleaned daily and the
catheter loops are tightened at 48-h intervals until primary closure
can be achieved using interrupted mattress sutures (Fig. 3). We
applied this technique successfully to close a large breast wound
measuring 20 × 12 cm following TRAM flap necrosis.

DISCUSSION

In its application to breast surgery, this technique provided all the
benefits previously shown in the closure of fasciotomy wounds; it is
cost-effective, provides good cosmetic results without the need for
skin grafting. The procedure does not require additional equipment
or training. Furthermore, this technique allows daily inspection of the
wound and toilet if needed. Possible limitations include larger
defects and the risk of pressure-related necrosis to the tissues.
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Figure 1 Necrotic TRAM flap resulting in an extensive wound.

Figure 2 Application of dermatotraction technique in breast wound.

Figure 3 Successful breast wound closure following dermatotraction.


