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FASCIOCUTANEOUS PEDICLED FLAPS FROM POSTERO-
LATERAL & LATERAL THORACIC REGION

Pravon Kuumar, R. Citanpra axp S, P Buacia

SUMMARY

The detailed analomy of the lateral and posierolateral thoracic region and observations n five cadaveric

dissections are being described.

In 13 selected patients, parascapular, lateral thoracic and subaxiliary

flap has been used clinically. The results of the study have been analysed.

The vascular supply to the skin of the late-
ral thoracic region is derived from—-
(a) Musculocutaneous perforators: Fromthe thora-
codorsal artery, the inter-costal arteries
and the lateral thoracic artery.
Direct Cutaneous arteries: To lateral thora-
cic region from subscapular thoracodorsal
arterial axis, lateral thoracic artery, the
pectoral branch of acromiothoracic artery
and sometimes the accessory lateral thora-

(b}

cic artery.

Based on the above anatomy the parasca-
pular flap (Tolhurst & Haesker, 1982), the
lateral thoracic flap (Bhagia & Chandra, 1987)
and subaxillary fasciocutancous flap (Chandra
et al, 1987) have been designed from the late-
ral thoracic region.

Material and Methods

The patients for the present study have
heen selected from those attending the Depart-
ments of Plastic Surgery, Orthopaedics and
General Surgery. Parascapular fasciocutane-
ous flap has been used in five patients of post-
burn axillary contractures. Lateral thoracic
fasciocutaneous flap has been used in four pa-
tients of defects on the dorsum of hand and sub-
axillary fasciocutaneous flap in four patients of
defects on the dorsum of hand and middle finger.

During the present study we have dissec-
ted five cadavers to find out the details of the
vascular anatomy of fasciocutanecous flaps of
ihe lateral thoracic region.

Cadaver Study

(1} The parascapular artery: In all the dissec-
tions the artery was arising from the circum-
flex scapular artery. Within 1-2 cms. after
its emergence from the omotricipital space it
was found to pierce the deep fascia. Running
parallel to the lateral border of scapula, it could
be traced upto the inferior angle of scapula in
all the cadavers (Fig.l).

(2} The direct cutaneous branch from subscapular-
thoracodorsal arterial axis: Out of the five cada-
veric dissections in 4 dissectionsit wasfound to
arise from the thoracodorsal artery and in one
dissection it was seen arising from the subsca-
pular artery. In all cases below the level of
4th intercostal space in mid axillary line its
course was relatively fixed. It was secen run-
ning 1-1.5 cms. anterior to the lateral border
of latissimus dorsi muscle (Fig. 2), Rowsell et
al (1984) in 100 cadaveric dissection, have
demonstrated its presence in 829, of cases.

(3} The lateral thoracic artery: Lateral thoracic
artery (accompanied by two venae commitantes)
was found to be covered by pectoralis major
muscle, only for 3-4 cms. in the upper part
in all the specimens. In the rest of its course
it becomes superficial. This artery could be
dissected for 12-15 cms. (Fig. 2. Two fascio-
cutaneous perforators at the lateral border
of pectoralis major could be dissected in only
one specimen.

(4} Accessory lateral thoracic artery: This could
be found in only one dissection.




(6}
-~

et

Fig. 1. Cadaveric dissection showing Parascapular (P)
and Scapular (S) arteries emerging on the back through
the triangular space.

Design of the flap
Parascapular fasciocutancous flap:

The long axis of the flap is parallel to the
lateral border of the scapula (Fig. 3). The para-
scapular artery lies in the central axis of the
flap. Base of the flap lies at the triangular
space. A flap of ratio 1:3 or more can be
raised safely.

Lateral thoracic fasciocutaneous flap:

The long axis of the flap is oriented verti-
cally downwards in lateral thoracic region
(Fig. 4). The base of the flap lies at the 3rd rib
or 3rd intercostal space in mid axillary line.
Anterior incision lies over a vertical line drawn
from the coracoid process. Posterior incision
lies on a vertical line drawn from a point 2
cms. medial to the free border of latissimus
dorsi muscle at the level of the 3rd rib. The
lower limit can be extended 3-4 cms. beyond
the costal margin.

Subaxillary fasciocutaneous flap:

The long axis of the flap lies parallel to the
vascular pedicle running 1-1.5 cms. anterior
and parallel to the free border of latissimus
dorsi (Fig. 5). The base of the flap lies atabout
the level of the nipple. Flap with a length:
breadth ratio of 3:1 can be raised very safely.
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Fig. 2. Dissection showing lateral thoracic vessels (1)
and the cutaneous branch from subscapular thoracodorsal
arterial axis (2).

Operative techniques:

Like other fasciocutaneous flap, all these
three flaps are raised with deep fascia, leaving
bare muscle in the donor area,

Care of donor area:

‘The donor defect is closed primarily after
extensive mobilization, but large defects may
require split skin graft as a cover.

Cbservations

During the present study we have used para-
scapular flap as transposition flap for resur-
facing defects of axillary contractures in five
cases. (Fig. 6a & 6b). Abduction splint was
removed after 2 weeks. Patients were then
kept on physiotherapy. No recurrence was
noticed in any of these cases of axillary
contracture. The subaxillary flap has been
used to resurface defects of the dorsum of
the hand in 3 cases (Fig. 7). In one case
exposed middle phalanx and interphalangeal
joints of middle finger following an electric
burn has been successfully covered by the
subaxillary flap (Fig. 8). Donor area was
closed primarily in all cases. The lateral
thoracic flap (Fig. 9) has been wused to
resurface large defects over dorsum of hand
following hand injury in 3 cases and following



FASCIOCUTANEOUS PEDICLED FLAPS

Tig. 3. Design of the parascapular flap.
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D-—Distarice between inferior angle of scapula and mid Fig. 4. Design of the lateral thoracic fasciocutaneous

point of spine of scapula.

flap. I—Lat thoracic, II—Accessory lateral thoracic,

III—Cutaneous br. from subscapular thoracodorsal

arterial axis, IV—Musculocutaneous perforators from
thoracodorsal artery.

Fig. 5. Design of subaxillary fasciocutaneous flap.
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Photograph showing Post-burn axillary Fig. 6 (b). Post-operative result. Parascapular flap
contracturc. has been used as transposition fap,

Subaxillary fasciocutaneous flap has been used Fig. 8.

Subaxillary fasciocutaneous flap used to cover
to resurface defect of the dorsum of hand. exposed middle phalanx and P. I. P. joint of middle finger.
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Fig. 9.

Lateral thoracic fascicentancous flap used to cover the large

defect over the dorsum of the hand.

release of post-burn extension contracture of
the hand in one case.

For resurfacing defects of hand subaxill-
ary and lateral thoracic flaps provide a posi-
tion of immobilisation which is quite comfor-
table. These flaps are thin and provide non-
hairy skin.

Infection and loss of skin graft was noticed
in one case of hand injury where lateral tho-
racic flap was used to cover the defect over

dorsum of the hand.

Discussion

Based on the various direct cutaneous arte-
riovenous systems, free lateral thoracic flap
(Harii et al, 1978) and free thoracodorsal axill-
ary flap (de Coninck, 1975; Baudet 1976)
bave been designed.

After the success of fasciocutaneous flap of

Ponten (1981), the lateral and posterolateral
thoracic region has been explored for fasciocu-
taneous flaps by Tolhurst & Haesker (1982},
Nassif (1982), Cormac & Lamberty (1983),
Chandra et al (1987) and Bhagia & Chandra
(1987;.

From the point of view of vascularity, the
flaps from lateral thoracic region are very re-
Jiable. In the present study of thirteen cases
flap necrosis was not secn in any of the case.

Tolhurst & Haesker (1982) has used 15
parascapular flaps for axillary contractures

without any complication. Bhagia et al (1986;
have successfully used parascapular flap to
salvage the amputation stump with exposed
neurovascular bundle. In the present series
of five cases of post-burn axillary contractures
the flap was used without any regrets.

Taylor and Daniel after twenty cadaveric
dissections proposed a free skin flap based on
the subscapular vessel system in 1975. He did
not report any clinical case. Chandra et al
(1987) have designed subaxillary pedicled fascio-
cutaneous flap based on the direct cutaneous
branch from subscapular thoracodorsal arterial
axis and used it in 12 patients for defects
of fingers, thumb, web spaces, adduction
contracture and dorsum of the hand. They
noticed superficial necrosis in one case only.
In the present series we have used this flap for
resurfacing defects of dorsum of hand and ex-
posed proximal inter-phalangeal joint of middle
finger without any complication.

Bhagia & Chandra (1987) have designed
and used lateral thoracic flap in fifteen patients
without any problem. They have used this
flap as a local transposition flap in cases
of axillary contractures, as distant flap in cases
of hand injury, ipsilateral upper arm resur-
facing, adduction contracture and circumferen-
tial resurfacing of distal forearm in a case of
Volkmann’s ischemic contracture and as a tube
pedicle on a wrist carrier for a defect of the leg.
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We have used it in four cases with large defects
over dorsum of the hand with wound infection
and loss of graft from the donor area in one
casc.

In our experience the donor defect in lateral
thoracic area upto 5 cms. can be closed pri-
marily after undermining with minimal scar
stretching.  Between 5-7 cms., the defect can
be closed after extensive undermining and
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tension stitches are left for about 14 days.
Defect larger than 7 cms. require split skin
graft as a cover.,

Conclusion

The pedicled fasciocutaneous flaps of the
lateral and posterolateral thoracic regions are
relatively new, reliable and versatile flaps and
can be clinicaliy used in different situations.
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