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Reconstruction of the Shoulder using Rotational Latissimus
Dorsi Flap in the Malignant Fibrous Histiocytoma

Chung Soo Han, M.D., Duke Whan Chung, M.D., Young Ho Lee, M.D., Yang Jin Im, M.D.

Department of Orthopaedic Surgery, School of Medicine, Kyung Hee University, Seoul, Korea

Introduction : The Functional muscle transfer is used to reconstruct the injuried muscle and
paralysis of the shoulder. Especially transfer of the trapezius has been the treatment of choice but
it has disadvantages of inadequate function and deformed contour, and instability of humeral head
in case of acromion resection. We report an operation for shoulder reconstruction after wide resec-
tion of malignant fibrous histiocytoma, using rotational latissimus dorsi flap and review the opera-
tion method and clinical outcome.

Materials and Methods : A patient, 53 year old, with malignant fibrous histiocytoma in the
acromioclavicular joint area had been underwent wide excision, including the deltoid, clavicular
head of pectoralis major, part of trapezius, lateral 1/3 of clavicle and acromion including scapular
spine. The rotational latissimus dorsi flap with its neurovascular pedicle was dissected and then
placed over the resected area and transfer of muscle attached at coracoid process was done to
achieve stability of the humeral head. The range of motion of the shoulder and test of muscle
power were evaluated for functional outcome. Total follow-up period is 2 years 11 months.

Results : At last follow-up, the range of motion of the shoulder is abduction 90°, flexion 907,
internal rotation 40°, external rotation 50° and the muscle power is 4 grade in all direction and then
we obtained good functional results. There are no complications such as instability or subluxation
of the humeral head and deformed contour and he is a disease-free survival state.

Conclusions : The transfered latissimus dorsi flap provides adequate lever arm and stabilization
and covering of the humeral head by sufficient muscle volume and width. This procedure can be
useful not only for the paralysed deltoid reconstruction but also for use in reconstructive surgery
after wide resection of the shoulder for malignant tumor.
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Fig. 1. A. Preoperative plain radiograph of the shoulder. Radiograph shows soft tissue mass on the shoulder. B. At 2
years 11 months after operation, no bony invasion of tumor and bony structure destruction.
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Fig. 2. A. Axial image T2WI, B. Coronal image T2WIL. MRI on the shoulder reveals soft tissue mass, sized 5x7x 10 cm,
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which is noted at subcutaneous layer of anterior and superior aspect of acromion and clavicle. Invasion of trapez-
ius, deltoid and pectoralis major muscles is noted and erosion or signal change of bony structures are not visible.
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Fig. 3. A. After dissection of the latissimus dorsi. perserving the neurovascular bundle. Note the two marker sutures
placed 10 cm apart as a record of its resting physiological tension. B. The transposed muscle is placed in a
wide subcutaneous tunnel .The proximal margin is pulled up through the tunnel and sutured into trapezius

under normal tension.
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Fig. 4. A. Resection margin includes distal clavicle 1/3, acromion, spine of scapular, coracoacromial and coracoclav-
icular ligament. B. Tendon transfer is completed for stability of the humeral head.

Fig. 5. A. At post-operative 2 years 11 months, clinical photograph of lateral side of the shoulder shows the good
range of motion B. clinical photograph of posterior side of the shoulder
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well positioned flap and mild deformed contour.
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Fig. 6. A. At post-operative 2 years 11 months, recipient site of latissimus dorsi flap. B. Lateral aspect of shoulder:
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