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Summary: This is a study of the use of myocutaneous flaps by general surgeons in a district general
hospital over a 5 year period, and shows that such work can be satisfactorily performed by general
surgeons.

Introduction

infrequently general surgeons find themselves
required to close large tissue defects caused by surgery,
disease, trauma or radionecrosis. The following series
of patients reveals the nature of tissue replacement
problems that presented to three general surgeons in a
5 year period at The Kent and Canterbury Hospital.
The majority ofcases underwent breast reconstruction
and the management of pressure sores and their
resultant tissue deficits. Previously such cases required
referral to busy plastic surgeons, but the techniques of
tissue reconstruction were felt to be applicable for use
by the general surgeons of this unit. This paper is a
review of the first 5 years experience.
Not

Patients and methods

During the course of a 5 year period 43 cases presented
to three general surgeons. Twenty seven of these cases
were for breast or chest wall reconstruction, consisting
of 8 cases of breast reconstruction for previous radical
mastectomy. A further 15 cases consisted of combined
simultaneous mastectomy and breast reconstruction
as a primary treatment for breast carcinoma. In
addition there were four cases of chest wall reconstruction for locally recurrent breast carcinoma.
Ten cases of pressure sores related to a variety of
neuropathic and recumbency problems occurring in
the ischiorectal areas. There were also three cases of
tissue deficit in the perineum requiring myocutaneous
flap closure subsequent to radical surgical resection of
perineal malignancy.8 In addition there were two cases
of longstanding fistulae subsequent to previous laryngotracheal surgery and one problem of tissue deficit in
the orbit subsequent to radical exenteration for malignant melanoma that required the use of a
myocutaneous flap for treatment.7
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The myocutaneous flaps that were used in this series
are all long established4 and well described.'2 The
majority of the cases were dealt with using just three
flaps, the latissimus dorsi,3 the transverse rectus5 and
the gluteus maximus flaps6 (Table I). The following
four cases are selected examples from the series to
demonstrate the scope of treatment that can be
provided by the general surgeon.
Case 1 - latissimus dorsi flap for breast reconstruction
A 63 year old woman with a previous right sided
radical mastectomy for carcinoma, presenting with
local tumour recurrence in her scar and chest wall.
This was widely excised locally, including involved
chest wall and underlying pleura, with the proposed
flap viability having been established by angiography
prior to surgery. Prolene mesh was used to close the
defect in the chest wall with a standard latissimus dorsi
myocutaneous flap closing the tissue deficit above.
Full primary healing without complications was
achieved.

Table I Patients and

Number

Useage
Breast reconstruction

27

(ischiosacral)

10

Perineal reconstruction

3

Laryngotracheal defects

2

Closure of orbit

1

Bedsores

procedures
Flap type

14
Latissimus dorsi
13
Transverse rectus
6
Gluteus maximus
Posterior thigh flap 2
Gracilis
1

Biceps femoris

Gracilis
Tensor fascia lata
Sternomastoid

Platysma

Sternomastoid

1

2
1

1
1
1
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Case 2 - gluteus maximus flap for bedsore
An 80 year old paraplegic man with a sacral bedsore
which failed to heal with attempted debridement and
suturing with primary closure. He required a left sided
gluteus maximus island flap that was raised and
tunnelled into the defect with good result. No complications in wound healing occurred.
Case 3 fistula

platysma flap

for closure of

tracheostomy

A 20 year old man with laryngeal papillomatosis who
required surgery and the formation of a tracheotomy
at thelage of two presented with a chronically discharging fistula despite several previous attempts at
closure. He required a left platysma flap to close the 8
centimetre defect following excision.of the scar and
fistula. This case was complicated by a serous ooze
from the flap margin, which settled, with complete
closure of the wound on conservative management
after 2 weeks without further complications.
Case 4 - simultaneous
rectus reconstruction

mastectomy

and transverse

year old woman who had undergone previous
lumpectomy and radiotherapy for breast carcinoma
then presented at follow-up with recurrent tumour in
the same breast. In view of the first tumour being
medially positioned within the breast and the second
tumour being laterally placed it was thought that this
was a second primary despite previous irradiation.
Simultaneous mastectomy and breast reconstruction
was carried out using a transverse rectus
myocutaneous flap, with excellent result. Subsequent
nipple and aerolar formation was also carried out by
tissue sharing from the other breast.
A 42

Results
In the series of 43 flaps, a total of 30 had a completely
successful uncomplicated outcome. A total of 13 had a
postoperative complication during their treatment,
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but all of these cases had a successful final outcome.
Whilst not a single flap in the series was lost, three
partial flap losses (less than 15% of total flap area)
occurred, all of which did require surgical revision to
achieve a satisfactory result. One patient, who had a
massive tissue deficit requiring two separate
myocutaneous flaps to close the defect, did require
secondary adjustment of the flaps to effect a good
result. One patient requiring a larger than normal
sized flap to close the tissue defect resultant from wide
excision of recurrent carcinoma after mastectomy and
radiotherapy needed partial thickness grafting of the
donor site. This became infected and took 6 weeks to
achieve full healing. Two patients had wound infections, one of which required a subsequent split skin
graft to achieve satisfactory healing. One patient had a
wound haematoma that required surgical drainage.
Finally there were five patients who had a degree of
wound separation after operation, but none of these
five needed further surgery, all obtaining satisfactory
wound closure eventually.
Discussion
The bulk of problems requiring closure presenting at a
district general hospital, are breast, chest wall and
ischiorectal defects.
The single vascular pedicle and relatively constant
anatomical nature of the basic flaps give them a great
surgical versatility. With the latissimus dorsi,
tranverse rectus and gluteus maximus flaps, a large
proportion of the problems presenting can be safely
dealt with by the general surgeon. The mobilization of
a myocutaneous flap for tissue replacement is no more
demanding than the mobilization and anastomosis of
an intra-abdominal composite flap such as the left
colon on the marginal artery of Drummond in an
anterior resection. Despite recent discussion, often
heated and protective of the specialists,9'" we would
argue that our results, both in the successful outcome
and acceptable level of complications should
encourage the general surgeon to deal with a good
proportion of cases presenting at a district general
hospital. This would allow our plastic surgical colleagues to concentrate on the more demanding and
specialized problems of reconstructive surgery.
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