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graft or replantation. The fingers in 36 patients were involved in long term follow up more than 6 the nonsensate
flaps were 6.4 and 10.4 mm retrospectively. Our patients were usually satisfied with the end result of these flaps
aesthetically and functionally.

We consider that reverse digital island flap is a safe reliable procedure with high survival rate and excellent
choice for coverage of defect of distal phalanx.

No. 12
Scapular Free Flap

Duke Whan Chung, M.D.*, Chung Soo Han, M.D., Chang Moo Yim, M.D.

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

There are many kinds of free flaps for management of-extensive soft tissue defect of extremities in orthopaedic
field. Free vascularized scapular flap is one of the most useful and relatively easy to application. This flap has
been utilize clinically from early eighties by many microsurgical pioneers. Authors performed 102 cases of this
flap from 1984 to 1995. We have to consider about the surgical anatomy of the flap, technique of the donor
harvesting procedures, vascular varieties and anatomical abnormalities and success rate and the weak points of
the procedure. This flap nourished by cutaneous branches from circumflex scapular vessels emerges from the
lateral aspect of the subscapular artery 2.5-5cm from its lateral origin passing through the triangular
space(bounded by subscapularis, teres minor, teres major, long head of triceps). The terminal cutaneous branch
runs posteriorly around the lateral border of the scapular and divided into two major branches, those transeverse
horizontally and obliquely to the fascial plane of overlying skin of the scapular body. We can utilize these arteries
for scapular and parascapular flap. The vascular pedicle ranged from 5 to 10cm long depends on the dissection,
usually two venae comitantes accompanied circumflex scapular artery and this major branches. The diameter of
the circumflex scapular artery is more than 1mm in adult, rare vascular variation.

Surgical techniques:The scapular flap can be dissected conveniently with prone or lateral decubitus position,
prone position is more easier in my experience. There are two kinds of surgical approaches, most of the surgeon
prefer elevation of the flap from its outer border towards its base which known easier and quicker, but I prefer
elevation of the flap from its outer border because of the lowering the possibilities of damage to vasculature in the
flap itself which runs just underneath the subcutaneous tissue of the flap and provide more quicker elevation of
the flap with blunt finger dissection after secure pedicle dissection and confirmed the course from the base of the
pedicle. There are minimal donor site morbidity with direct skin closure if the flap size is not so larger than 10cm
width. This flap has versatility in the design of the flap shape and size, if we need more longer and larger one, we
can use parascapular flap or both. Even more, the flap can be used with latissimus dorsi musculocutaneous flap
and serratus anterior flap which have common vascular pedicle from subscapular artery, some instance can
combined with osteocutaneous flap if we include the lateral border of the scapular bone or parts of the ribs with
serratus anterior. The most important shortcoming of the scapular free flap is non sensating, there are no
reasonable sensory nerves (o the flap to anastomose with recipient site nerve.

Results:Among our 102 cases, overall success rate was 89%, most of the causes of the failure was recipient site
vascular problems such as damaged recipient arterial conditions, and there were two cases of vascular anomalies
in our series. Patients ages from 3 years old to 62 years old. Six cases of combined flap with latissimus dorsi, 4
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cases of osteocutaneous flap for bone reconsturction, 62 parascapular flap was performed - we prefer parascapular
flap to scapular. Statistical analysis of the size of the flap has less meaningful because of the flap has great
versatility in size. In the length of the pedicle depends on the recipient site condition, we can adjust the pedicle
length. The longest vascular pedicle was 14 cm in length from the axillary artery to the enter point cutaneous
tissue. In conclusion, scapular free flap is one of the most useful modalities to manage the large intractable soft
tissue defect. It has almost constant vascular pedicle with rare anatomical variation, easy to dissect great
versatility in size and shape, low donor morbidity, thin and hairless skin. The only problem is the sensory of the
flap which can not solved yet, we need more research works about that point.

No. 13
Free Flap Transplantation to the Injured Foot

Jun-Mo Lee, M.D.*, Yun-Sang Song, M.D. and Byung-Yun Hwang, M.D.

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

The aims of free tissue transplantation in the injured foot are to cover the exposed blood vessels, nerves,
muscles, tendons and bones, to clear up infection, to lessen the morbidity, to shorten the hospitalization, and to
prepare for further surgical procedures when no local or transpositioning flaps are available.

Authors have carried out free flap transplantation in 13 cases of crushing injury, osteomyelitis and electrical
burn in the foot at Chonbuk National University Hospital from June 1992 through May 1996.

The results were as follows:

1. 9 cases of 13 (69%) were sustained from the traffic accident.

2. The dorsalis pedis free flap transplantation has been performed most frequently in 5 cases(38.5%), followed
gracilis muscle flap in 4 cases(30.7%), rectus abdominis muscle flap in 2 cases(15.4%), latissimus dorsi
muscle flap and upper arm flap in 1 each.

3. 6 muscle flaps were covered with split thickness skin graft 20 days after microsurgical anastomosis.

4. All of 13 cases were survived after microsurgical procedure and showed excellent coverage in the foot.
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