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Abstract: Background: Considering the burden of oral cancers in Indian subcontinent many patients
undergo ablative surgery for oral cancer. Buccal mucosa and tongue are commonly affected due to etiology
being chewable tobacco. Radial forearm flap is commonly selected to reconstruct buccal mucosal or tongue
lining. Material And Methods: 100 patients are selected who underwent ablative surgery and
reconstruction by free radial forearm flap. Full thickness graft was harvested in all those form groin area
and groin was closed primary. The results were evaluated for graft take, aesthetic appearance and hand
functions from grade 1 to 5. Result: In most of patients graft take was almost 100%. Epidermal loss was
noted in some patients but dermal take was present. None of the patients required to undergo re-grafting
or debridement for forearm. Majority of patients were in grade V; 82 for cosmetic analysis and 83 for
functional analysis. Mean value for cosmetic was 7.73+0.7 and for functions it was 4.78+0.52. Conclusion:
Full thickness skin graft provides stable and better outcomes. Graft loss is a major fear but is good
technique and post op care if taken, that serves as much better option. [Shah G Natl J Integr Res Med,
2023; 14(3): 28-30, Published on Dated: 18/05/2023]
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Introduction: South Asia and Indian subcontinent Inclusion Criteria: Radial forearm flap was

are areas where smokeless tobacco consumption
is seen wide spread. This leads to development of
carcinoma of buccal mucosa commonly™?.

Surgical excision and neck dissection are
commonly the choice of treatment as ablative
surgery. Buccal mucosa provides lining for mouth
and similarly tongue defects also requires
replacement in form of lining. Radial forearm flap
is a common choice of flap for such
reconstruction.

Radial forearm flap is easy to harvest, has good
pedicle length and diameter of vessels and
superficial system of veins is also available.

The major disadvantage of this flap s
requirement of graft to cover donor site and
resultant depressed scar. Usually split thickness
skin graft is used to cover donor site deformity
but cosmetic results are not comparable. We
have used full thickness skin graft (FTSG) and
studied their take, and aesthetic results.

Material & Methods: We had done retrospective
cohort of 100 patients. Informed consent was
taken from all the patients as per declaration of
Helsinki 1964.

harvested as form of reconstruction. Full
thickness skin graft (FTSG) was used to cover
donor site defect.

Exclusion Criteria: Cases where primary closure
was obtained over donor site. Patients suffering
from skin disorders that influence take of graft.

In all patients Allen’s test was performed
preoperatively to check ulnar flow. We had
chosen non dominant limb as donor site. Under
tourniquet by standard technique proximally
based skin paddle was marked and subfascial flap
was harvested. Care was taken to preserve
paratenon over flexor muscles. Tourniquet was
deflated once flap is raised. Flow through the flap
was checked and pedicle was ligated noting
ischemia time. The wound was flushed with
normal saline and primary closure of primal site
was done in 2 layers.

Full thickness skin graft was taken form groin fold
as thin as possible with help of BP blade and
handle. Graft was perforated and placed over
forearm defect and secured with non-absorbable
sutures. Vaseline gauze and bolster was secured
with sutures over graft to secure the graft.
Dressing was done and neutral position splint
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was given. After 5 days dressing was done and
after 9 to 10 days 2nd dressing was done. We
check graft take and presence of infection to
donor site. Sutures were removed on 10th post
op day.

Results: We had carried out survey on all patients
based on following parameters on grade of 1 to

5. Grade | is least acceptable and grade V is most
acceptable cosmetic appearance or functional
outcomes. Cosmetic evaluation was based on
stony brook’s scar evaluation score. Cosmetic
analysis (colour and depth matching with rest of
forearm) Functional outcomes (Hand
movements, contractures).

Table 1: Acceptance of Cosmetic Analysis Vs Functional Outcomes

Gradel | Gradell | Gradelll | Grade IV | GradeV
Cosmetic Analysis 1 3 6 8 82
Functional Outcomes 0 0 5 12 83

From the results we can extrapolate that those
patients with better cosmesis had better
functions.

We did Chi square test to check for correlation
but p value is 0.578 so is statistically insignificant.
Mean value for cosmetic was 4.73 with standard
deviation 0.70 and mean value for functions was
4.78 with standard deviation 0.52.

Discussion: Radial forearm flap was first
documented by china and was published first as
free flap by Yang in early 1970s>. Later use was
also published as pedicled flap for proximal hand
reconstruction®.

Early stable soft tissue coverage is recommended
to allow early mobilization and to reduce
treatment length and cost. Local flaps have many
limitations and so free flaps are the choice of
treatment for those.

There are many flaps that provide soft tissue
coverage including anterolateral thigh flap,
medial sural artery flap and parascapular flap but
radial forearm gives best replacement as
lining®”®. The advantage of flap is easy to harvest,
good pedicle length and good diameter of vessels
which makes it more reliable and predictable.

The major drawback of that is need of graft to
cover donor site®’.

There are various ways to manage donor site but
we found four main methods of closure of the
donor site: full-thickness skin grafts (FTSG); split-
thickness skin grafts (STSG); modified techniques
for raising the flap and closure of the wound by
local flaps; and others (such as allografts,
expanders, and vacuum bandages™. The donor

site can be closed primarily if the flap is
harvested less than 5-cm wide. Primary closure
may be achieved in many cases still need of graft
cannot be avoided in all patients™*2. Split
thickness skin graft is usually chosen to cover

donor site as graft take is more predictable
compared to full thickness graft. Many studies
have been done to compare results of split
thickness versus full thickness skin graft™’.

For any closure special attention should be paid
to the coverage of the flexor tendons. FTSG give
better aesthetic results than STSG.

Closure by local flaps may achieve primary
closure of the donor site without a third surgical
site, but the techniques are limited by the
amount of tissue required at the site of the
defect®.

Dressing also pays very important role for graft
take. Suction dressings or firm dressing to secure
the graft in place over tendons is necessary.
Movement of fingers should be restricted in
initial postop period to facilitate take of graft'**>.

In our study with proper technique and
postoperative protocols we had not seen any
case with complete loss of graft. Epidermal loss
was seen in about 12 cases but total dermal loss
was not noted in case.

Need for any further re-exploration or second
surgery was also not needed in any of our cases.
Longer dressing was needed in those with
epidermal loss but re-grafting was not needed.
We have followed up patients for scar massage
with oil and hand physiotherapy to allow
mobilisation of flexor tendons. In any of our
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series we had not noticed contracture or flexion
deformity of donor site.

Conclusion: We recommend use of full thickness
skin graft for coverage of radial forearm donor
site. It gives same predictable take of graft and
better aesthetic results. Still more studies are
required to validate its significance. Post-
operative care and dressing is also very important
for graft take.
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