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AOPOI'ON YUTATEAD!

Br1 aepoxuTe B pykax odepeaHOH, yoke 38, HoMep
KypHaAa «Bompochl peKOHCTPYKTHUBHOM U IAACTH-
JeCKOH XUpyprum>. Haut sxypHaa mmpoko ussecTeH
B IPO(eCCHOHAABHOM XHPYPTHIECKOM COOOIIeCTBE,
IIOCKOABKY PEryAspHO UeThIpe pasa B TOA BBIXOAMUT
B cBeT ¢ 2001 ropa. ITybaukanuu HayIHO-IIPUKAAA-
HOTO XapaKTepa CTaAM O4YeHb BOCTPeOOBaHHBIMU
B xupyprudeckoir cpeae. IloaTBepxxaeHueM demy
SBASIIOTCS. MHOTOYMCAEHHbIe OT3bIBBL ‘ame moao-
JKUTEAbHBIE, HO OBIBAIOT U C SIBHO KPUTHIECKUM Ha-
CTPOEM O TOI HAHM HHO¥ paboTe. ITO FOBOPHT O TOM,
YTO JKYPHAA <« KUBOH>», HMHTEPECHBIN, HY>KHBIN.
W3 orpoMHOro 4mcAa Hay4yHBIX JKYPHAAOB TaKOIO
BHMMAHHMs YUTATEAEH YAOCTOEHBI AMIIb €AMHHIIbI,
Y MBI PAABL, YTO B UX YMCA€ OKA3aACS HAIll XKypHaA!

C 2011 roaa >xypHaa «Bompockr pekoHCTpPyK-
THUBHOM U TIAACTHYECKON XUPYpPIHK> BXOAUT B Ile-
pedyeHb SKypHAAOB, peKoMeHAOBaHHBIX BAK aas
myOAMKAIHil pParMeHTOB KAHAUAATCKHUX U AOKTOP-
CKMX AMccepranuil. JKypHaA cTaa ouIIMaAbHBIM
opranoM O6mecTBa KuCTeBbIX XuUpypros Poccuu
(Kucresas rpymma).

WspaBaTh B Hamle BpeMs HayYHO-TIPaKTHIeCKHUH
XKYPHAA C YeTKOM NepUOAMYHOCTBIO OYEHDb TPYAHO.
OTO CBSI3aHO, IPEXAE BCErO, C PE3KMM COKpallleHH-
eM IIPUKAAAHBIX HAyYHBIX HCCAEAOBAHUI B 00AACTH
xupypruu. Macca Bpayeii 3aHsTa CyTy60 IpoIieccoM
BbDKMBaHUsA. VIM He A0 TBOpUYECTBa, HE AO HAy4HBIX
M3BICKAaHHI. JTO KACaeTCs He TOABKO IPAKTHUYECKO-
IO 3APaBOOXPAHEHH ], HO U MEAUITMHCKUX aKaAeMUH,
U yHUBepCcHUTeTOB. [109TOMY MbI aKTUBHO ITpHBAEKa-
eM Bpayel, y4eHbIX-MEAUKOB M3 MHOTHX CTPaH MUpa
K COTPYAHMYECTBY C HAIIMM >XypHaAoM. M aTo Ham
YAQeTcsl.

Xouy cKa3aTb HECKOABKO CAOB O MOAE B XHPYp-
run. OKaspIBaeTcs ecTh Takoe mousTHe. He ctoapko
B )KH3HH, CKOABKO Ha cTpaHuIax nevatu. [Tocaepnee
BpeMs B Poccu cTaau roBoputh, HampuMep, O TOM,
YTO PEKOHCTPYKTHUBHAS U MAACTHUYECKAs MUKPOXH-
pyprus ymepaa, Au60 Mopa Ha Hee mpomaa. M aro
B TO BpeMs, KOTAQ HACTYIaeT 9pa «TKAHEBOW HH-
JKEHEPUH>», KOTOpasi B OAIDKariliee BpeMs MOXeET
COCTaBUTb CEepbe3HYI0 KOHKYPEeHIMI0 OpraHHOM’
AAAOTPAHCIIAQHTOAOTHU. AASL peaAM3aliii TeXHO-
AOTHHU OPTaHHOM TKAaHeBOI MH>KeHepHU HeOoOXOAU-
Mbl Cepbe3Hble MHKPOXMPYPIUUCKHE TeXHOAOIMU
IO CO3AAHHUIO COOTBETCTBYIONIEIO COCYAHMCTOIO
PycAa B «BBIpAIMBaeMOM OpraHe>. B koHIe MioHs

2011 roaa B XeAbCHHKH 3aBepIIHA PabOTy Odepe-
Hoi Illecroir Konrpecc Muposoro obmecrsa pe-
KOHCTPYKTHBHOMN Mukpoxupypruu (WSRM), B pa-
00Te KOTOPOro MPUHSAM y4aCTHE yIeHble M BPadn
u3 45 crpan (oxoro 1000 ueaoBek). Konrpecco
IPOXOAST 4epe3 KaXKAble 2 FOAd U MMEIOT OIIeAOM-
ASTIOIIMI yCIeX U TIOAAEPXKKY co croponsl IIpasu-
TEAbCTB CTPaH-yCTpouTeAe. Mbl He IpoIryckaem
1 opuH Konrpecc WSRM, akTuBHO y4yacTByeM B
ero pabore. XoTUM BEpUTD, YTO HACTYIHUT OAAro-
IpHATHOE BpeMs U B Halllell CTpaHe, KOTAA paboTa
OTeYeCTBEHHBIX MHKPOXUPYPIOB, 3aHHMMAIOIIMXCS
XUpPYypruei «KadecTBa KU3HU >, BHOBb CTaHeT, KaK 1
B COBETCKO€ BpeMsl, BOCTPeOOBAHHOM U [TOYUTAEMOI.

C ysaxcenuem,

Thasnuiii pedaxmop,
3acaymcennuiii spay PO,
npogeccop B. O. Batimunzep
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CLASSIFICATION

Axial skin flap.

VASCULAR PEDICLE

A perforator 0,4 mm in diameter that emerges
from the proper digital artery 10 mm proximal to
the proximal interphalangeal joint. Secondary vas-
cularization stems from the vascular arcade over the
extensor tendon border (Fig. 1).

ANATOMY AND SURFACE MARKINGS

1. The skin over the proximal interphalangeal
joint is pinched and the amount of skin that can be
removed while still allowing for direct closure is de-
termined (Fig. 2).

2. The point of emergence of the main pedicle
(ie, 10 mm to the proximal interphalangeal joint)
is marked (Fig. 3).

3. Secondary vascular bundles that travel along
the lateral margins of the extensor tendons are
marked on the skin to guide dissection (Fig. 3).

4. The junction between the palmar and dorsal
skin is visualized and reflects the point of maximal
palmar dissection.

POSITIONING THE PATIENT

Dorsal decubitus, with the patient’s arm placed
at right angles to the body and supported on a surgi-
cal hand table. The limb is prepared and a tourni-
quet inflated.

RAISING THE FLAP

After releasing the scar on the volar aspect of
the finger, the skin defect is measured. The flap on
the dorsal side of the proximal interphalangeal joint

Figure 1. Anatomical dissection of the lateral as-
pect of the index finger after green latex injection
into the brachial artery. Note the perforators locat-
ed 10 and 15 mm proximal to the proximal inter-
phalangeal joint (PIP). Also note the vascular ar-
cade over the extensor tendon border, which links
the perforators

Figure 2. Maneuver to determine the amount of
skin that can be removed while still ensuring direct
closure

is outlined. The skin is incised down to the fascia,
which should be left in place. At the extensor tendon
margin, the skin is separated from the subcutaneous
tissue, and the subcutaneous tissue is divided for
a length of 10-15 mm, parallel to extensor tendons
and toward the metacarpophalangeal (MCP) joint
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Figure 3. Flap design and vascular pedicles, including
the distal perforator and subcutaneous tissue on the
side of the finger

Figure 4. Schematic representation of flap harvest-
ing. The flap is raised superficial to the fascia. At the
base of the flap, the skin is detached from the subcu-
taneous tissue, which then is incised along the lateral
margin of the extensor tendon

Figure S. Representative clinical case. Left upper corner: preoperative view of scar retraction, post burn in-
juryin a child. Right upper corner: intraoperative view of the dissection of a perforator proximal interphalan-
geal flap on the index and middle finger. Left and right lower corners: 12-month postoperative views
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(Fig. 4). The entire flap is raised superficial to the fas-
cia. Dissection proceeds towards the palmar aspect,
stopping at the projection of the meeting zone of
palmar and dorsal skin. The flap is transposed pal-
marly and sutured in place. The donor zone is closed
directly. This helps to maintain the proximal inter-
phalangeal joint in extension, so that a plaster splint
is needed for only 10 days. After this period, the pa-
tient is instructed to flex the finger gradually.

CLINICAL PERSPECTIVE

Skin coverage of the palmar surface of the proxi-
mal interphalangeal joint® (Fig S.).

HITS AND TIPS
The flap design is oblique and the tip of the flap

should not invade the skin on the lateral portion
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