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-Abstract-

Reconstruction of Wrist and Forearm with use of Anterolateral
Thigh Free Flap in High Tension Electrical Burn Patients.

Hyung No Yun, M.D., Jun Hyup Lee, M.D., Tae Seop Lee, M.D.*,
Dong Eun Lee, M.D.

Department of Plastic and Reconstructive Surgery, Hanil General Hospital, Armi Aesthetic Clinic *

The wrist and forearm are a frequently damaged area in high tension electrical injury as an input
or output of the current. Electrical burns affecting the wrist and forearm may produce full thick-
ness necrosis of the skin and damage deep vital structures beneath the eschar, affecting the local
tendons, nerves, vessels, even bones and joints which result in serious dysfunction of the hand.

From January 1997 to December 2001, we had treated 20 patients with high tension electrical
burn in the wrist and forearm using anterolateral thigh free flap. Average follow up period were 24
months and we get satisfactory results both in functional and aesthetic aspects. This flap is consid-
ered useful in one-stage reconstruction of wide and large soft tissue defect combined with arterial
injuries.
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Table 1. The Patient List.
Case Age Flap Injury Arterial Injury Secondary Follow up
Dimension ~ OP Duration on Angiography Reconstruction Duration
1 29 Rt 20X 5 cm 6+ ulnar Tendon graft 27714
2 37 Lt 14X 7 cm 5% intact - 32709
3 42 Lt 14X 7 cm 6 ulnar Median N graft 367014
4 29 Lt 18 X8 cm 45 radial Tenolysis 24719
5 37 Lt 14X 7 cm 4 ulnar - 2671€
6 25 Rt 10X 5 cm s ulnar Tendon graft 5179
Tenolysis
Median N graft
7 41 Lt 18 X8 cm 5% ulnar - ThE
8 26 Lt 15X 7 cm 4% intact - 29714
9 27 Lt 20 8 cm 6T ulnar Tenolysis 32714
10 42 Lt 14X 6 cm 4% ulnar Tendon graft 1971€
Rt 16 X8 cm 6 ulnar Tenolysis
11 47 Rt 16 X 11 cm 4 intact Tendon graft 23714
12 41 Lt 18 X7 cm 103 radial Tendon graft 1875
Rt 16 X7 cm 14 ulnar Tendon graft
13 29 Rt 10X7 c¢cm 4= ulnar - 4070 ¢
14 37 Lt 12X 6 cm e radial - 307104
15 38 Rt 12X 8 cm 33 radial - 10704
16 30 Lt 11X7cm 3F ulnar - 1970
Rt 12X 8 ¢cm S ulnar -
17 23 Lt 8X6cm 8F intact - 137§ ¢
18 41 Lt 18 X 10 cm 4= ulnar - 100 ¢
19 26 Rt 15X 7 cm 43 radial - 157014
20 31 Lt 12X 8cm 8F intact - 29714
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Fig. 1. Anterolateral thigh flap design

Fig. 2. Flap elevation and Pedicle dissection: 7x 15 cm  Fig. 3. Harvested Anterolateral free flap, Pedicle length:

sized flap based on the Musculocutaneous per
frator.
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Fig. 4. Case 1. A. Soft tissue defect with exposure of Nerve and Tendons.

B. Postoperative view, two days later.

Fig. 5. Case 2. A. Soft tissue defect with exposure of Tendons.

B. Postoperative view, six months later.

The Patient has functional hand.(flexion & extension).
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Fig. 6. Case 3. A. Soft tissue defect with exposure of Muscles, Tendon, and Ulna bone.
B. Postoperative view, two months later.
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