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Rectus Abdominis free Musele Transplantation

Jun-Mo Lee,M.D. and Ki-Young Chang,M.D.

Department of Orthopedic Surgery, Chonbuk National University
Hospital, Chonju, Korea

The rectus abdominis muscle is versatile alone or as a musculocutaneous flap and useful
for defects of moderate size requiring well vascularized tissue in the extremities. The
muscle is long, thin and thus well suites for the hand, anterior tibial and ankle defects. The
anatomical location makes dissection convenient for the working teams simultaneously in
the same field.

Authors have performed rectus abdominis free muscle transplantation in 10 cased to fit
defects or cavities in the lower extremities at Chonbuk National University Hospital from
June 1992 through August 1994.

The results were as follows:

1. 7 cases of the 10 were exposed lower extremities from the vehicle trauma and rectus
abdominis free muscles were transplanted at average of the 40th hospital day.
2. In chronic osteomyelitis, saucerization and parenteral antibiotics infusion therapy were

‘combined with in 2 cases.

3. 9 of 10 cases were in complete success except 1 case, 67-yrs-old female, who was
sustained the high-energery motor vehicle trauma.

4. Split thickness skin graft was performed on the well-grown surface of the rectus
abdominis muscle in the extremities at the 4th postoperative week and taken well
without any complications.
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(Table 1).

Table 1. Site of injury

Case Location Cases

TA Tibia  upper 1/3 1
middle 1/3 5
lower 1/3 1

Chronic OM Tibia  upper 1/3 1
middle 13 1

Machinery Calcaneus medial 1

injury

% TA : traffic accident
OM : osteomyelitis
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Table 2. Duration from injury to surgery

Case Duration(day) Cases
TA

Referred 455 4

Native 33 3
oM 7 2
Machinary

injury 37 1
Average 30.6

*Native : Patients transferred direct from the traffic acci-
dent.
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Table 3. Analysis of cases
No Age/ Causes of Site Duration Wound state  Angio- Vessel Donor Recipient Result
Sex injury (leg) graphy
1  61/M Unknown prox. 1/345 yrs  chronic OM (—) Ant tibial artery DIEA s*
GSV vC
2  67/F Incar TA prox. 1/340 days Exposed P&S (+) Descending genicular a. DIEA F*
GSV vC
3 24/M Autobike TA mid 1/3 22 days Open type lIb (+) Ant. tibial artery DIEA S
vC VC
4  47/M Autobike Ta mid 1/3 39 days Open type b (—) Ant. tibial artery DIEA S
’ GSV 2VC
§  30/F Incar TA mid 38 days Open type lIb (—) Ant. tibial artery DIEA S
vC vC
6  30/F Roller injury heel 37 days Exposed S-pin {(—) post.tibial a DIEA S
fixation GSV 2VC
7  27/M Outcar TA  mid 1/3 51 days Open type b (—) ant. tibial a. DIEA S
: GSV 2VC
8  30/M Minor trauma mid 1/3 3 yrs Chronic O-M (—) ant. tibial a. DIEA S
vC vC
9 22/M Outcar TA  mid 1/3 33 days Open type b (—) ant. tibial a. DIEA S
vC vC
10  29/M Autobike TA distal 1/346 days Open type llb (=) ant. tibial a. DIEA S
\4 VC

% DIEA : deep inferior epigastirc artery
GSV : greater saphenous vein
VC : vena comitantes

Successful : S
Fail: F
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Fig. 1-A. Exposed mid-tibial bony fragment and defective soft tissues
after fixation.

B. Rectus abdominis, 12cm in length and 7cm in width, was isolated
after ligation of the deep inferior epigastric vessels.

C. Rectus abdominis muscle transplantation was performed by a stan-
dard microsurgical technique.

D. Exposed leg was covered and showed no evidence of
osteomyelitis.
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Fig. 2-A. Chronic osteomyelitis with draing pus discharges at mid-and
upper-1/3 of the tibia. ‘

B. Paramedian incision showed deep inferior epigastric vessels(ar-

row, bottom).
C. Split thickness skin grafted.

D. Well-healed state with satisied contour of the leg.
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