
	 643	 Indian Journal of Orthopaedics | November 2013 | Vol. 47 | Issue 6

Letters to Editor

Internal fixation of 
fractures of both bones 
forearm: Comparison of 
locked compression and 
limited contact dynamic 
compression plate

Sir,
We read with interest the article by Saikia et  al.1 titled 
“Internal fixation of fractures of both bones forearm: 
Comparison of locked compression and limited contact 
dynamic compression plate” and would like to discuss a 
few issues regarding this manuscript.
1.	 The authors have not mentioned whether they have 

bent  (contoured) the plate used for radius in both 
limited contact dynamic compression plate (LCDCP) 
and locking compression plate  (LCP) groups as is 
often necessary. It is an accepted norm that restoration 
of the radial bow is essential for good functional 
outcome.2 Bending an LCP is often difficult and it might 
theoretically increase the area of plate bone contact.

2.	 The authors have not mentioned as to how many of the 
cases were fixed with lag compression screws as it would 
definitely reduce the amount of callus formed (which is 
used as a criterion for the final outcome in the study) 
as it aims for primary healing.

3.	 The authors have initially claimed to have had only 
six patients in the LCP group and three patients in 
the LCDCP group to be nonanatomically reduced. 
However, in the same paragraph later on, the authors 
claim that nine out of ten forearms in the LCP group 
and three out of four forearms in the LCDCP group 
that were nonanatomically reduced showed evidence 
of callus. The numbers do not tally.

4.	 Considering that nine forearms in the LCP group out 
of the eighteen patients were nonanatomically reduced, 
it may be the cause for decreased functional outcome 
in the patients with LCP as opposed to only three 
forearms out of the eighteen patients in the LCDCP 
group that were nonanatomically reduced. It is a well 
known fact that anatomic reduction is a requisite for 
optimal outcome and restoration of functions.3,4
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Tru‑cut biopsy as the initial 
method of tissue diagnosis 
in bone tumors with soft 
tissue extension

Sir,
I read with great interest the article by Joshi et  al. 
titled “Tru‑cut biopsy as the initial method of tissue 
diagnosis is bone tumors with soft tissue extension.”1 
The authors have stressed that a Tru‑cut biopsy can 
be carried out with ease without much training, at 
peripheral nonspecialized centers and have a high yield 
and accuracy. The study is appreciable, but I want to 
highlight a few points.
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It is unclear from the manuscript whether the local imaging 
magnetic resonance imaging (MRI) was performed before 
the biopsy for all patients, if yes then MRI (the modality 
of choice for local evaluation) can easily guide a surgeon/
clinician to target the area of high yield and palpatory 
method may not be of much relevance.2

The article states that biopsies can be carried out by 
“untrained” residents or clinicians who are aware of the 
principles of musculoskeletal biopsy. It definitely sounds 
practical, especially in developing countries where many 
specialized sarcoma treatment centers are not available. 
However, it must be guided or done in consultation with 
the treating surgeon who will be doing the final surgery. 
Young clinicians and residents may not be experienced 
enough to decide the final plan of surgery in all cases and 
errors are more likely.3

The authors have also compared their study with published 
studies, which have used various imaging modalities for 
guided biopsy. This may not be appropriate, since the 
clinical spectrum of cases is strikingly different. In the 
present study, all cases have a large extraosseous soft tissue 
component while most of the western studies are on patients 
who have small tumors without palpable lesions and thus 
may require image guidance. Hence, the two groups are 
not comparable.

Although the numbers are small, the study stresses the 
need to train more and more general orthopedic surgeons 
and residents, in doing basic evaluation procedures like 
Tru‑cut or open biopsies in an oncologically appropriate 
way. This is very essential in developing countries where 
a considerable mismatch exists between the ratio of 
specialized sarcoma centers and the catering population. 
Tru‑cut biopsy is less invasive, less morbid and cost 
effective, has a shorter learning curve and appear more 
forgiving as compared to open biopsy. This however, 
requires an expert pathologist and seamless clinical, 
radiological and pathological correlation to have a high 
yield of accurate diagnosis. It can also be concluded that 
the extraosseous soft tissue component of a bone tumor 
is easily biopsiable and has comparable yield with bone 
biopsy if appropriate areas are selected by prior local 
imaging.
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Author’s reply

Sir,
We appreciate the concerns raised by Ashish Gulia1 on 
our article “Tru‑cut biopsy as the initial method of tissue 
diagnosis in bone tumors with soft tissue extension”.2 We 
would like to clarify our views on the points raised.

First of all, we agree to the point that magnetic resonance 
imaging (MRI) will tell us (cognitive sense) the exact target 
area and we performed MRI in all of our cases; however, 
the somatosensory and tactile sensation  (palpation) will 
definitely be needed to have a feel of where the needle is 
going. In our series, by saying palpation technique we mean 
that no additional locating devises were used to confirm the 
location of the needle.

Who should perform the biopsy is still a matter of 
debate. As far as the diagnostic accuracy is concern, 
Rougraff et  al.,3 reported that there was no evidence to 
address who is the best suited to perform the biopsy. 
Existing literatures have failed to address the technical 
aspect of biopsy scar placement by various physicians 
doing biopsy  (Orthopedicians, Surgeons, Radiologists 
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