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 MeiraGTX – clinical trial support (xerostomia study)

 LivaNova – clinical trial support (hypoglossal nerve stimulator study)



How would you reconstruct these defects?



Reconstructive Ladder

Free Flaps

Axial Flaps

Random Flaps

Tissue Expansion

Full Thickness Skin Graft

Split Thickness Skin Graft

Delayed Primary Closure

Primary Closure

Secondary Intention

Increasing preference for 

free flap reconstruction

Increasing applicability of 

vascularized reconstruction



I don’t do micro!

 Should we:

 Refer out

 Put up a Pec Flap

 Consider other “non-micro” reconstructive flaps



Consider the Ideal Flap for the Reconstructive Surgeon

 Versatile

 Reliable

 Efficient

 Safe/Minimal Morbidity



Pectoralis Flap

 Tried and true

 Very bulky – even in the emaciated cancer patient

 Limited reach – can not typically go above the zygoma

 Long neck or short chest can be detrimental

 Remember to tack skin to the muscle

 Remember to have at least 2/3 of the skin paddle over the muscle



Supraclavicular Flap

 Fasciocutaneous flap

 Axial flap

 Perforator based

 Supraclavicular artery



Vascular Anatomy

 Subclavian

 Thyrocervical trunk

 Transverse cervical (93%)

 Suprascapular (7%)



History & Evolution

 1949 – Kazanjian & Converse

 “in charretera” flap

 Acromion flap



History & Evolution

 1979 – Demergasso, Piazza

 Trapezius myocutaneous 
flap

 1979 – Mathes, Nahai

 Lateral extension onto arm



History & Evolution

 1983 – Lamberty, Cormack

 “cervicohumeral flap”



History

 Flap fell out of favor in the 80s

 Increased popularity of the pectoralis and DP flaps

 Varying failure rates; distal tip necrosis

 ? Vascular supply reliability

 Revisited more recently



Question

 How can the pedicle of the flap be identified and preserved 
reliably?



Vascular Anatomy

 Pallua et al

 Detailed cadaveric studies with India Ink injection

 Primarily skin overlying the ventral deltoid

NOT THE TRAPEZIUS OR PECTORALIS



External Landmarks

 Transverse cervical sits in the 
posterior triangle



Further Evolution

 1997 Pallua et al: 
supraclavicular artery island 
flap

 Tunneled flap

 Island flap



Further evolution

 2005 Di Benedetto

 Fascial pedicled flap

 Not an “island” flap



Supraclavicular Flap



Supraclavicular Flap



Supraclavicular Flap



Supraclavicular Flap



Supraclavicular Flap





Donor Defect

 Close primarily with broad undermining

 Place drain

 Consider skin graft for skin defects > 16cm width



Contraindications

 Previous Level V neck dissection

 Possible prior sacrifice of transverse cervical

 (Relative) prior radiation to posterior neck

 Prior surgery in region of skin paddle (i.e. pacemaker, etc.)



Pre op Imaging?



Applications

 External skin defects

 Contour defects

 Laryngectomy

 Oral cavity/Oropharynx?

 Lateral Skull Base/Auriculectomy defects



Cervical Hardware & Pharyngeal/Esophageal Fistulas

 Patients with prior radiation or infection history and ACDFs

 Hardware exposure with esophaeal or pharyngeal fistula



Outcomes

 No muscle weakness or shoulder dysfunction

 Recent literature cites >90% flap reliability (many report 100%)

 Low rate of surgical site infection

 No difference in speech/swallow for OC/OP 



Highlights

 Fasciocutaneous pedicled flap

 Based off of supraclavicular artery

 Paddle design should lie over ventral surface of deltoid

 Good skin color match to defects in H&N

 Donor site can be closed primarily

 Versatile flap with good reach and good reliability



Submental Flap

 Musculocutaneous flap

 Axial flap

 Submental artery



Vascular Anatomy

 Submental artery

 5-6.5cm from ECA

 2mm lumen

 Submental vein

 From facial vein

 Drain to IJV

 Usually branch to EJV



History

 1983 – Mathes, Nahai

 1983 – Hurwitz, Futrell

 “platysma flap”

 Based off submental artery

 1993 – Martin

 “submental” flap



Flap Design

 Skin paddle size dependent on 
skin laxity in submental region

 6cmx12cm paddle possible



Technique



Approach

 Anterior incision

 Approach Level 1B

 Trace facial vein



 Inferior incision

 Raise distal to proximal

 Raise mylohyoid and anterior 
belly of digastric with flap





Modifications



Limitations

 Hair bearing skin in men

 Limited by laxity of the neck

 Limited arc of rotation based on vessel pedicle (Relative)



Contraindications

 Prior Level 1 neck dissection

 (Relative) Evidence of Level 1 positive nodes at time of surgery





Applications

 Oral cavity/Oropharynx

 Cutaneous defects of the lower face

 Contour defects

 Higher defects with modification



The Parotid Defect





 10 total parotid defects

 Average follow up = 21 months (range 14-37.5)

 No flap losses

 No significant volume loss over follow up period

 All received post op XRT

 Flap sizes as large as 6x8cm with primary closure of the donor 
defect



Highlights

 Reliable musculocutaneous axial flap based off of submental 
artery

 Facial vein anastomoses with EJV, can be used to extend rotation 
of flap

 Take ipsilateral mylohyoid and digastric to ease protection of 
pedicle

 Hair bearing area for men



Why consider either of these pedicled flaps?

 Patient co morbidities 

 Decreased operative time

 Reliability

 Modifications to flap elevation can help 
preserve the pedicle

 Minimal Defect Morbidity

 No affect on function

 Can be incorporated into incision design



Why consider either of these pedicled flaps?

 Complication Rates

 Infection rates 

 Readmission rates

 Need for Blood Transfusion



Thank You
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