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Modified Design of Anterolateral Thigh Free Flap for Hypopharyngeal Reconstruction

Sung Chan Kim, M.D., Eun Key Kim, M.D., Ph.D.
Department of Plastic Surgery, Asan Medical Center, University of Ulsan, College of Medicine, Seoul, Korea

Purpose: Defect after ablation of hypopharyngeal cancer often requires reconstruction by free tissue
transfer. Since neo-hypopharynx is totally buried, various methods have been suggested for monitoring.
We propose a modified design of anterolateral thigh (ALT) free flap for reconstruction of pharyngolaryn-
gectomy defect, which has an exteriorized part for clinical monitoring and allows for primary closure.

Materials and Methods. Three consecutive patients with hypopharyngeal cancer were reconstructed
with ALT flap with modified design: 1) distal part of flap was elongated into fusiform shape and used as
exteriorized monitoring segment with a deepithelized bridge and 2) proximal part was designed as curve
so the maximum width of the flap was reduced to less than 10 cm.

Results: Patient 1, 2 had uneventful postoperative course with healthy skin color and fresh pin prick
bleeding. In patient 3, defect after cancer ablation was shorter than usual and deepithelized bridge was
longer. When the general hemodynamic status of the patient was aggravated in postoperative course, the
color of monitoring skin was changed. Viability of the whole flap was confirmed by endoscopy.
However, leakage developed after 3 weeks and repair was necessary. In al patients the donor sites were
closed primarily.

Conclusion: By the modified design of ALT flap, clinical monitoring can be possible by examining
exteriorized monitoring flap and also donor site can be closed primarily. However possibility of false pos-
itive exists and technical caution and patient selection is needed because of danger of leakage.

Key Words: Pharyngoesophageal cancer, Hypopharyngeal cancer, Hypopharyngeal reconstruction,
Anterolateral thigh free flap, Flap monitoring
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Fig. 1. The defect with proximal circumference of 12 cm, dis-
tal circumference of 6 cm and length of 11 cm after
total pharyngolaryngectomy in hypopharyngeal cancer
patient.
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Fig. 2. Modified anterolateral thigh free flap design. Proximal
and distal elongation alows for primary closure and
monitoring with the exteriorized skin paddle.
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Fig. 4. Donor site defect was closed primarily.
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Fig. 5. 1 month after operation. Exteriorized monitoring seg-
ment was well taken.
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Fig. 6. After cancer ablation, distal stoma was placed about 3cm above the tracheostoma, subsequently deepithelized
bridge was longer and tension-free closure was impossible.

Fig. 7. Exteriorized monitoring segment became dark and
sluggish and the color of the skin started to change
from the tip.
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