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Retrieval of the radial forearm sentinel skin flap 

Introduction: 

The vascularised sentinel skin graft is a composite tissue allograft and its function is 
to provide an easy method of immunological monitoring or organs transplanted 
from the same donor. It has been used in the context of intestinal transplantation 
but may also be of value in other transplant types in which the organ transplanted is 
difficult to monitor (for example the pancreas). There is increasing evidence that the 
skin demonstrates early signs of rejection (erythema, rash) before there are any 
clinical signs of rejection of the organ, thereby enabling anti-rejection treatment to 
be commenced promptly before major damage has been caused. This technique 
enables the patient to monitor his/her own graft and notify the transplant team if 
there is any cause for concern. 

Procedure: 

A longitudinally orientated radial forearm flap comprising the forearm skin and 
underlying fat and fascia is retrieved. This overlies the radial artery and its venae 
comitantes, together with the cephalic vein and the lateral cutaneous nerve of the 
forearm. 

A tourniquet using an esmarch bandage is applied to the upper arm. A 12 cm long 4-
5 cm wide ellipse of skin is marked over the course of the radial artery (this follows 
the ulnar edge of brachioradialis), with the centre of the flap 2 cm more distal than 
the mid –forearm level. The origin of the radial artery lies at the centre of the ante-
cubital fossa just medial to the biceps tendon.  

 

Figure 1. The left forearm showing the flap design and outline in black. The red line 
indicates the course of the radial artery and venae comitantes. The blue line shows 
the course of the cephalic vein. The orange line shows the course of the lateral 
cutaneous nerve of forearm. 
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The flap is raised by incising the distal half of the skin markings through skin and 
fascia and dividing the distal end of the artery and its venae comitantes at the wrist 
after ligating or liga-clipping it. The pedicle and flap are then dissected from distal to 
proximal dividing the fascial tissue and little branches between the pedicle and the 
muscles lying on either side and deep to the radial artery. The flap and vascular 
pedicle are raised away from the forearm facilitating dissection. The remainder of 
the skin is incised through skin, fat and fascia. On incision of the proximal skin the 
cephalic vein and the adjacent lateral cutaneous nerve of forearm should be liga- 
clipped or ligated and tagged for later coaptation/ anastomosis.  The proximal radial 
venae comitantes are ligated and divided but the radial artery is just divided.  

Storage: 

Once raised, the flap is perfused with 20 mls of cold UW solution through the radial 
artery. The flap is then stored in a sterile plastic bag that is placed in another bag 
containing cold saline, which is then placed in a further bag containing cold saline 
and ice. 

The donor site: 

 The donor site is closed directly. The width of skin retrieved is planned to allow 
direct closure of the defect; a 4-5 cm defect is usually compatible with direct closure 
of the skin. If there is difficulty in closing the skin, the forearm muscle bulk can be 
reduced by resecting some muscle, thus facilitating closure. 

 


