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Reconstruction of the Extremity Injury using by Free
Rectus Abdoninis Muscle or Myocutaneous Flap

Ki Young Ahn, M.D., Kyoung Soo Jang, M.D., Dong Gil Han, M.D.

Department of Plastic and Reconstruction Surgery, College of Medicine,
Taegu Catholic University, Taegu, Korea

Severe upper and lower extremity trauma may result in soft tissue loss with exposed
bone and the subsequence of risk of chronic osteomyelitis or malunion of fracture
fragments. Such injuries present a major reconstructive problem. But Since the
introduction of microsugical technique, free muscle and myocutaneous flaps were
employed to provide coverage of severely injured defects.

Since Tai and Hasegawa(1974) first reported a breast reconstruction using by rectus
abdominis myocuraneous flap, the free rectus myocutaneous flap has been widely
employed for breast reconstuction, head and neck reconstruction, and extremity
reconstruction in these days. The authors present their successful experience with free
rectus abdominis muscle and rectus abdominis myocutaneous flaps for uppor and low
extremity reconstructron.

From Nov. 94, to May 95, Five cases of severely injured extremites due to trauma or
contact burn were treated with free rectus abdominis muscle flap or free rectus abdominis
myocutaneous flap. All flaps except 1 case were survived without severe complications.

As free muscle or myocutaneous flap, the free rectus abdominis flap has the advantages
of a reliable pedicle, easy dissection, and an acceptable donor site, so it seems logical to
apply the free rectus abdominis flap to apply in upper and lower extremity reconstruction.
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PREOPERATIVE ANGIOGRAM

Fig. 1. Preoperative angiographs of the three patterns of
the rectus muscle.
A. Type I: The vessel ascended as a'single intr-
amuscular atery.
B. Type II : The deep inferior epigastric artery
divided at the arcuate line into two major intr-
amuscular vessels.
C. Type Il : The deep inferior epigastric artey
divides into three branches at the arcuate line
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Fig. 2. A 19 year old man with soft tissue defect on left knee joint(case I}

A. Preoperative view showing soft tissue defect on left knee joint, about 16 x 12cm in size
B. Intraoperative view showing that the flap was anastomosed with ant tibial artery and vein.

C. Immediately postoperative view
D. Postoperative view, 3 months later
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Fig. 3. A 36 year old man with left open tibial fracture. (case 2)
A. Preoperative views showing soft tissue defect on left tibia, about 220 x 17cm in size

B. Intraoperative view showing that flap have been anastomosed with dorsalis pedis artery and vein.

C. Postioperative anteiror view, 3 months later
D. Postioperative lateral view, 3 months later

Table 1. Case summary

Case Sex/age  Defectarea Dignosis Defect size Flap type Recipient A.

i M/19 knee knee open fx. 16x12 myocutaneous ant. tibial A.

2 M/36 lower leg tibia open fx. 20x17 myocutaneous dorsalis pedis A.

3 M/26 lower leg tibia open fx. 8x5 muscle+STSG reverse

dorsalis pedis A.

4 M/39 hand dorsum contact burn 10x7 muscle+STSG radial A.

5 M/28 forearm ulnar open fx. 8x8 muscle-+STSG reverse radial A.
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Fig. 4. A 26 year old male patient with right open tibial fracture. (case 3)
A. Preoperative views showing soft tissue defect on right tibia, about 8 x 6cm in size
B. Intraoperative view showing that flap have been anastomosed with dorsalis pedis artery and vein.
C. Postoperative view, 2 weeks later
D. Postoperative view, 2 months later
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burn. (case 4)

Fig. 5. A 39 year old male patient with soft tissue defect‘a

nd tendon exposure on the left hand dorsum due to contact

A. Preoperative views showing soft tissue defect on the right hand, about 10 x 8cm in size
B. Intraoperative view showing that flap have been anastomosed with radial artery and vein.

C. Postoperative view, 2 months later

D. Postoperative view on the donor site, 2 months later
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Fig. 6. A 28 year old male patient with left open ulnar fracture. (case 5)
A. Preoperative views show soft tissue defect above the right forearm, about 8 x 8cm in size

B. Immediately postoperative view
C. Postoperative view, 2 weeks later

a partial necrosis of muscle flap was seen
D. Postoperative view, 2 months later
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