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Reconstruction of the Limb using Latissimus Dorsi Free Flap

Joo Sung Kim, M.D.¥, Goo Hyun Baek, M.D.,
Jun Mo Jung, M.D. and Moon Sang Chung, MLD.

Department of Orthopedic Surgery, Seoul National University
College of Medicine, and Hyun Dae Hospital*

Latissimus dorsi(LLD) muscle is the largest transplantable block of vascularized tissue. Since LD free
flap was introduced in 1970’s, this flap has been widely used for the reconstruction of large soft tissue
defect of the limb. From 1981 to 1996, we had experienced 37 cases of LD free flap. Serratus anterior
muscle was combined with LD in two of them whose defect was very large. The average age of the
patients was 31(range:4-74 years), and thirty one patients were male. Trauma was cause of the tissue
defect in every case. For the recipient sites, the foot and ankle was the mot common(2?2 cases);and the
knee and leg(11 cases), the elbow and forearm(2 cases), the hand(2 cases) were the next. The duration of
follow-up was averaged as 16 months(range:3 months-12 years). Thirty one cases(84%) out of 37 were
successful transplantations. In one case the failure of the flap was due to heart attack and subsequent
death of the patient. One failure was caused by sudden violent seizure of the patient who had organic
brain damage. Immediate reexploration of the flap was performed in 4 patients, and the flap survived in
three of them. There was a necrosis of the grafted split-thickness skin on the survived LD flap. LD free
flap was considered as one of the good methods, for the reconstruction of the large soft tissue defect of
the limb.
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Reliability of Monitoring Flap for the Reconstruction of the
Buried Free Tissue Transfer

J.H. Lee M.D., B.C. Cho M.D., B.S. Baik M.D.

Department of Plastic & Recounstructive Surgery, Kyungpook National Unvierity Hospital,
Taegu, KOREA

The ability to monitor the status of flap perfusion or its viability is of critical importance in the preven-
tion, recognition, and treatment of complications. Numerous tests, both subjective : color, capillary
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blanching, warmth, bleeding from stab wounds and objective : ultrasound Doppler flowmetry, Laser
Doppler flowmetry, are available to aid this endavor.

For the buried free tissue transfer such as esophageal or mandibular reconstruction, it is very difficult
to monitor the status of the flap. We made an additional small flap to the main buried flap to monitor the
main flap supplied by perforating branches or segmental branches of the main vessels as monitoring flap.

During 5 years, 65 buried free flap were operated. Among them, there are 28 radial forearm flap and 5
jejunal flap for the pharyngoesophageal reconstruction, 26 free fibular transfer for the treatment of avas-
cular necrosis of femoral head and 5 free fibular transfer for the reconstruction of mandibular defects. We
observed the status of the flap through the monitoring flap . We checked the color of the monitoring flap ,
capillary blanching and bleeding from the stab wounds. In case of suspicision, we performed the ultra-
sound Doppler flowmetry over the vascular pedicle and/or Laser Doppler flowmetry over the monitoring
flap.

There were 9 monitoring flaps which showed abnormal conditions. Among them 5 true vascular
occlusions were confirmed in the emergency operations. 8 monitoring flaps showed signs of venous
occlusion and there were 4 true venous occlusions which means high rate of false positive but there was
no false negative. This means monitoring flap is sensitive but not specific for monitoring the buried free
tissue transfer. There was one case of arterial occlusion. 63 flaps survived and two flap were lost inspite
of vascular revision.

For the better results, we recommand a little bit larger monitoring flap, do not skeletonize the perforat-
ing branches but add enough fasciocutaneous tissue, put the special care in positioning the pedicle of the
monitoring flap to avoid kinking or compression by the surrounding soft tissue.
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