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as needed. After experimenting with mineral oil, the 
results have been very satisfying.

The technique is as follows. Mineral oil is kept 
in a small bowl during surgery. Before each use, the 
burr is dipped into the bowl, turned on in a slow-
to-medium revolution setting to coat the entire 
burr, and removed from the bowl while still revolv-
ing. This allows excess oil to spin off such that no 
significant amount is left in the patient. After each 
use, the burr is wiped clean with a lap sponge, and 
the process is repeated.

Mineral oil has long been used as a lubri-
cant for dermatomes in skin grafting and more 
recently for correction rods in scoliosis surgery.1 
However, we believe that this is the first com-
mentary describing its use in preventing bone 
adherence to an oscillating burr. Although there 
has been mention of rare side effects,2–5 our 
patients have not experienced any allergic reac-
tions, and we deem mineral oil to be safe in its 
refined form.
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Prevention of Bone Adherence to an  
oscillating Burr
Sir:

The oscillating burr has enabled cosmetic facial sur-
gery to be faster, easier, and more precise. In our 

practice, for example, we primarily use it to soften the 
supraorbital rim and to modify the nasal dorsum. How-
ever, cleaning the interstices of the burr often remains 
difficult and time consuming. We therefore suggest a 
simple, inexpensive method to avoid this issue.

The initial thought was that there should be a 
nonstick surface to prevent bone from adhering to the 
burr in the first place—much like a frying pan coated 
with Teflon (DuPont, Wilmington, Del.). Because this 
was not available, we sought a substance such as PAM 
(ConAgra Foods, Omaha, Neb.) that could be applied 

80 percent, whereas patient mortality rates are as low 
as 0 to 6 percent if blocked appropriately.3,4 Although 
the labetalol our patient received does have some 
alpha affect, it is predominantly a beta blocker. Beta 
stimulation causes peripheral vasodilation, and if this is 
blocked, the vasoconstrictive affects of alpha adrener-
gic stimulation go unopposed, raising blood pressure 
to even higher levels. Once out of acute crisis, alpha 
adrenergic blockade should be continued for at least 2 
weeks before resection of the tumor.5
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