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Editorials

Free Flaps in Surgery

Free flaps have been a major advance over conventional skin coverage
techniques because they permit reconstruction of large defects anywhere in the
body in one stage. This involves the transfer of a composite segment of skin and
subcutaneous tissue to a defect at a distant site using microvascular techniques
to anastomose the artery and vein of the flap to similar vessels in the recipient
area. Goldwyn' in 1963first reported the transfer of free flaps"indogs. Thereafter,
rapid progress was made in microsurgical techniques and at the same time new
concepts of cutaneous vascularization evolved with an emphasis on axial pattern
and myocutaneous flaps.v? The first clinically successful free flap transfer was
reported by Daniel and Taylor' in 1973, followed by similar reports from other
centres.>?

The most common indication for free flap transfer is injury to the extremities
which has resulted in skin losswith exposure of the underlying bones and tendons.
These injuries are particularly common in the lower leg. Free flaps are also used
in the reconstructive surgery of the head and neck. Other indications for free
flap transfers include reconstruction of burn scars and irradiation ulcers, bridging
bony gaps with vascularized bone grafts, reconstruction of the thumb or fingers
by toe transfer and reconstruction of paralysed muscles by free muscle transfer.
They are also used for covering defects in specialized areas such as the sole of
the foot which has to bear weight and the skin of the thumb and finger tips
where a high degree of sensory function is required.

Conventionally, large defects which'cannot be reconstructed with skin grafts
or local flaps are repaired by raising a flap at a distant area. Such a flap may be
brought directly to the defect as in a cross leg flap or indirectly by 'tubing' it and
using an intermediate carrier like the wrist. Free flaps avoid such cumbersome
reconstruction which requires multiple operations.

In India most patients with large skin defects resulting from trauma and plan-
ned surgery are treated by conventional techniques which frequently result in
unstable scars and non-healing ulcers. Free flap transfers allow coverage of
these large defects with simultaneous or subsequent reconstruction of the
underlying structures with minimal morbidity. In selected cases of oral cancer,
a common malignancy in India, free flaps are the best modality for reconstruction.

The main disadvantage of a free flap transfer is the prolonged operating time
(4 to 8 hours). This can be decreased with experience and a two-team
approach. However, compared to the total time required for multiple opera-
tions using conventional techniques, the difference is minimal. The second dis-
advantage is the need to sacrifice a recipient blood vessel. The extremities nor-
mally have a dual blood supply and one can be sacrificed without any untoward
effect. However, if one of the vessels is damaged by injury, it is unwise to use
the second for a free flap transfer because gangrene of the limb might set in.
The third disadvantage is the increased risk associated with prolonged anaes-
thesia.

In India, rapid industrialization and the use of motorized machinery in
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agriculture frequently results in accidental limb injuries with tissue loss. Legis-
lative measures to protect manual workers from such accidents are inadequate
and the economy is unable to support these patients during their recovery. An
early return to work is of paramount importance to them and this can be
achieved in many patients by free flap transfers:

The cost of starting a microsurgery programme is high. The equipment and
instruments are expensive and an experimental animal facility is a prerequisite
for the training of surgeons. The long term gains achieved by a decreased mor-
bidity and reduction of hospital stay will far outweigh the disadvantages of the
high initial cost.

At present, free flap transfer facilities are limited to a few major cities. There
is a need to set up regional microsurgery centres with an emphasis on training
which should be acquired by surgeons specializing in either plastic or
orthopaedic surgery. A period of at least 6 months is essential for an already
trained surgeon to acquire such expertise with the time divided equally bet-
ween the operating theatre and the laboratory. Our aim should be to have the
technique offree flap transfer available in all major hospitals in India.
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Road Accidents and Doctors

.1

Deaths from road accidents in India are increasing (from 5106 in 1960to 30 471
in 1983).1 The number of deaths in 1988 are likely to exceed 40000. Injuries
from road accidents are expected to be one hundred times the number of deaths
and in a country like USA 10% (400000) of the victims would require hospital
admission.

Despite the large number of road accidents, doctors in India have shown
interest only in the treatment of accident victims and, unlike their counterparts
in some higher income countries, are yet to play any role in creating a greater
public awareness of road safety or undertaking epidemiological studies on road
traffic accidents. The first chief ofthe National Highway Safety Administration
in the USA was Dr William Haddon-a graduate in Medicine and Public
Health, and a pioneer of injury research.e+ In Australia, a general surgeon
campaigned for seat belt laws and measures against drunken driving. Doctors
have promoted organizations such as the American Association for Automo-
tive Medicine and the National Road Trauma Committee of the Royal
Australasian College of Surgeons. Doctors have collaborated with engineers


