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— Abstract —

Adipofascial Flap Reconstruction for the Soft Tissue Defect

Hyoung-Min Kim, M.D., Seung-Koo Rhee, M.D., Seok-Whan Song, M.D.,
Yang-Guk Chung, M.D., Joo-Yup Lee, M.D., Nan-Kyoung Ha, M.D.,
H-Nam Son, M.D., IlI-Jung Park, M.D.

Department of Orthopedic Surgery, The Catholic University of Korea, Seoul, Korea

With advances in techniques and instrumentation, the primary concern of microsurgeons has
shifted from flap anatomy and survival toward flap refinement and donor-site function and aesthet-
ics because flap survival rates have risen 96 percent. However, the problem still remains on regard
that most flap has disadvantages that flap itself is too bulky or leaves unaesthetic scar to the donor
site. These problems can be solved by using adipofascial flap instead of fasciocutaneous flap. The
adipofascial flap not only has minimal donor site morbidity, but also can be retained thin. It seems
that its advantages can be applied on soft tissue defect of exposed body part.
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Fig. 1. Most fasciocutaneous flap has disadvantages that A#dES ol &3sld AER Ads AY = HAF F
flap itself is too bulky or leaves unaesthetic scar A 2FE 24891, ofd W& wE AAE oA
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Table 1. Clinical data of patients
. Size of i f ski L
Case Sex*/Age  Etiology Defect site ﬂalpfe(;c(x)n) Used flap* Tgllenff:t(z d:y;n Complication
1 F/65 TA? Hand dorsum 8x4 Lateral arm (F) 0 nil
2 F/45 TA' Heel 7X9 Lateral arm (F) 7 nil
Contracture Arterial
3 M/13 Foot dorsum 8§X4 Lateral arm (F) 0 . .
release insufficiency
4 M/56 Crushing  G. toe amputee 5X9 Lateral arm (F) 7 nil
5 M/51 Crushing Hand dorsum 4x8 Lateral arm (F) 7 nil
6 M/20 TA'? Foot dorsum 15X 10  Lateral arm (F) 0 nil
7 M/66 TA' Heel 14X 10  Lateral arm (F) 7 nil
8 F/11 TA?® Heel 6X6 Lateral arm (F) 7 nil
. . nil
9 F/44 Crushing Distal forearm 11X6 Lateral arm (P) 7 Grafted skin
necrosis d/t
10 M/26 i Distal 1
Crushing istal leg 10X 8 Sural artery (P) 5 infection
1 MR0 TA' Handdorsum ~ sxg edialfoream (B) nil
Homodigital
12 F/60  Infection Fingerdorsum - 2 adipofascial 0 nil
3X3 turn-over (P)

*M: Male, F: Female 'TA: Traffic accident 'F: Free flap, P: Pedicle flap
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Fig. 2. A 36 year old male patient was admitted with a painful swelling of his right great toe by crushing injury. (A)
The initial radiographs showed comminuted fracture on the proximal and distal phalanx of great toe. (B) Open
reduction and internal fixation were done. (C) After 2 weeks later, all crushed soft tissue was necrotized. (D)
We performed debridement of necrotic tissue and lateral arm free flap. After surveillance of flap survival for 7
days, skin graft was done. Flap itself and covered skin well survived.
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Fig. 3. A 26 year old male patient had transferred to our
hospital due to soft tissue defect after surgery
on right distal tibia fracture in other hospital. (A)
The initial radiographs showed internal fixation
state. (B) Soft tissue defect was found on anteri-
or and medial aspect of distal leg. Tendon and
bone was directly exposed with evidence of
infection. (C) Sural artery adipofascial flap was
elevated, (D) passed through subcutaneous tun-
nel and spreaded on defect site. (E) Finally thin
flap and its covered skin well survived and lin-
ear scar was remained on donor site.
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