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ABSTRACT 

  

Eleven patients had soft tissue cover with the abdominohypogastric flap over a six year period (January 2000 to December 2005). There were eight males and three females. Their ages ranged from two years to 47years. The injuries were mainly post traumatic/crush and defects following release of post burns contractures. All flaps had satisfactory survival and complications were few. Limitations such as relative bulk and hand maceration are noted.
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INTRODUCTION 

  

Axial pattern flaps based on the inguinal branches of the femoral artery, have been of great use in soft tissue reconstruction of large defects of the hand. These flaps include the groin flap, hypogastric flap and the abdominohypogastric flap. Of these, the groin flap followed by the hypogastric flap has been most widely used for hand reconstructions (McGregor and Jackson, 1972). Better skin texture, and better oriented and concealed donor scar are some of the reasons adduced for choosing the groin flap ahead of the others (Shaw and Payne, 1946) (Bunnell, 1948). Very little has been reported of the abdominohypogastric flap in hand reconstruction from this sub region. This study describes our experience and contributes to the body of literature on this reliable flap. 

  

The abdominohypogastric flap is an axial pattern flap with dual blood supply. The dual cutaneous blood supply are derived from branches of the superficial inferior epigastric artery and from the anterior perforators of the deep inferior epigastric artery. The superficial inferior epigastric artery; the major blood supply to both the hypogastric and abdominohypogastric flaps, has been reported to be absent in 35% of cases (Taylor and Daniel, 1975). In these instances however a large branch of the superficial circumflex iliac artery often passes cephalad to supply the region of the base of the abdominohypogastric flap (Harii , et al 1975) (Schlenker et al, 1980) (Stauch et al, 1998). 

  

In this series, we present 11 consecutive inpatients in which pedicle abdominohypogastric flaps were used to reconstruct diverse soft tissue defects of the hand. 

PATIENTS AND METHODS 

Eleven patients with varied soft tissue defects of the hand were treated using pedicled abdominohypogastric flaps from January 2000 to December 2005.  

Technique 

The size of the defect to be covered was first determined in each case before marking out of the flap dimensions. Where the soft tissue defect followed post burns contractures the contracture was first fully released under tourniquet and the resultant defect measured (figure 1). The path of the inferior superficial epigastric artery from the femoral artery was marked from the femoral pulse vertically upward to just below the level of the umbilicus. The abdominohypogastric flap was then marked out and the flap raised. (Figure 2,3). Flap length ranged from 7 to 26cm, and width from 4cm to 10cm. Subfascial dissection was commenced laterally on the superior then on to the inferior margin of the flap. All flaps were raised superficial to the muscle, with the lower border within one cm above and parallel to the inguinal ligament. Doppler assessment was not done prior to surgery as that facility was unavailable at the time. The superior margin extended medial to the path of the inferior superficial epigastric artery whilst the inferior margin stopped short of it. This was for ease of tubing. (Figure 3). Encountered perforators were sacrificed but care was taken not to damage the inferior superficial epigastric artery. Routine visualization of the inferior epigastric artery was not practiced. Haemostasis was achieved with unipolar diathermy and chromic catgut ligature. In females it was usually noted the subcutaneous fat was thicker than in males. Routine defatting was omitted. Dermal bleeding at the tip was noted before inset of the flap. All donor sites were closed directly in two layers in the first two instances, Chromic catgut was used for the subcutaneous tissues and nylon for the skin. Subsequently interrupted single layer closure with nylon was done. A running stitch was used in two instances. The flap base was always tubed with two to four nylon stitches. In one instance in a child the flap was spilt longitudinally for finger reconstruction. (Figure 4). A corrugated rubber drain was inserted in the first four cases and then omitted subsequently. Operation time was under two hours. Bulky dressing with crepe bandage applied on truck and hand was done. (Figure 5) 

  

Flap division was done 14 days later in all the cases. The medial (tubed) end of the flap in two cases immediately following following division was used for finger reconstruction (Figure 6,7) 

RESULTS 

Eleven (11) inpatients had abdominohypogastric flaps or soft tissue reconstruction of the hand. The summary is in table 1. 

There were eight males and three females. One of the females was epileptic, and suffered three seizures post operatively before flap division. Their ages ranged from 2 years to 50 years. 

Five of the defects resulted from release of contractures while six were post traumatic defects. 

  All 11 flaps showed full survival with no case of flap ischaemia or necrosis, including the medial end in the two cases used for finger reconstruction. No difference was noted in outcome whether a drain was used or not, and when closure was one or two layer. 

Complications 

All patients had some degree of shoulder pain/discomfort, but this was more pronounced in those in whom the ipsilateral flap was used. Scar hypertrophy, wound infection in three instances and a wide scar donor site complications. Maceration of the palm was always present a week after. In one instance hair growth on the flap was pronounced in a hairy man. 

  

 


DISCUSSION 

  

Spilt thickness skin grafting may be used for resurfacing extensive superficial soft tissue defects of the hand, but run the risk of contraction and interference with tendon excursion. It cannot be used over bare bone or bare tendon and it is easily traumatized leading to chronic ulceration. Frequently extensive loss of skin and subcuits are covered with supple skin in the form of cutaneous flaps. This can be provided using pedicle cutaneous flaps, as well as free flaps. Flaps can be local, regional or distant. Associated injuries and donor site defects considerations and appearances favour distant flap use. Flaps based on the cutaneous branches of the femoral artery of which the abdominohypogastric flap is an example, are some of the potential source of such skin. 

The diversity of the defects treated in our patients using this flap, and the age spread shows the practicability of using this flap in soft tissue reconstructions of the hand. 

  

Although we did not have facilities for Doppler assessment at the time of these surgeries, we noted no flap ischaemia or necrosis. While not contesting the need for prior Doppler assessment as emphasized by other authors (Schlener et al, 1980), where this facility is not available, placing the incision for the lower border of the flap within 1 cm above and parallel to the inguinal ligament, and not extending this incision beyond the line of the femoral artery appeared safe. 

  

Flap dimensions of up to 26cm in length and 10cm in width, without the need for prior delay shows the sizeable amount of tissue provided by this flap; much bigger than that provided by the hypogastric flap (Staunch et al, 1998). With this sizeable amount of available tissue and better oriented and concealed donor scar, we choose the abdominohypogastric falp ahead of the hypogastric flap, whenever both flaps are available for use. In 35% of cases where the superficial inferior epigastric artery is absent, the presence of a large branch of the superficial circumflex iliac artery often passing cephalad to supply the region of the base of the abdominohypogatsric flap (Harii , et al 1975), (Stauch et al, 1998) makes it a more reliable flap than the hypogastric flap. The marking for the abdominohypogastric flap are simpler than that of the groin flap and the results of using either in our environment are comparable (Opara et al, 2006). 

  

Shoulder pain, a complication common to the use of the pedicled abdominohypogastric, hypogastric and groin flaps in hand reconstruction, appeared less severe when the contralateral flap was used. The contralateral flap may therefore be preferable when available. 

  

CONCLUSION 

Pedicled abdominohypogastric flap resurfacing of the hand is a practicable and safe option for extensive soft tissue reconstruction of the hand. 

 


