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The Value of Local Flapsin Lower Extrimity Reconstruction
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Purpose: The aim of this study was to evaluate the outcome and the effectiveness of local flaps in
lower extremity reconstruction.

Materials and Methods: We have performed lower extremity reconstruction with local flap in 14
cases (10 males and 4 females) from May 2006 to February 2008. The mean age was 40.1 years (range,
16~67). The defect site was the tibiain 5 cases, the ankle in 1 case and the foot in 8 cases. The local flaps
were reverse flow sural artery flap in 7 cases, gastrocnemius flap in 3 cases, lateral supramalleolar flap in
2 cases, dorsalis pedisflap in 1 case and medial hemisoleus flap in 1 case.

Results: All flaps were survived. Venous congestion was developed in 1 case of the rerverse flow sural
artery flap but healed with secondary rotational flap. Other flaps were good without any complications.

Conclusion: If we choose precisely indicated local flap in lower extremity reconstruction, the resultant
coverage of defect would be excellent.
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Table 1. Clinical Data of Patients
Case  Age/Sex Cause of defect Site of defect Size of flap (cm) Kind of flap Complication

1 M/26 Traffic accident Proximal tibia 12x9 Gatrocnemius flap None

2 F/16 Traffic accident Proximal tibia 10x6 Gatrocnemius flap None

3 M/42 Traffic accident Proximal tibia 9% 6 Gatrocnemius flap None

4 M/61 Melanoma Heel 77 Sural flap None

5 M/67 Melanoma Hedl 6Xx6 Sural flap Venous congestion

6 F/29 DM foot Hedl 8x7 Sural flap Venous congestion

Hematoma

7 M/63 Traffic accident Tibia 10x 5.5 Surdl flap Venous congestion

8 F/25 Fall down Heel 5x6 Sural flap None

9 F/55 Traffic accident Heel 9x7 Surd flap Venous congestion

10 M/35 Fall down Hedl 8x6 Sural flap None

11 M/24 Traffic accident Ankle 11x6 Dorsalis pedis flap None

12 M/24 Direct trauma Foot 5x5 Lateral supra None

malleolar flap
13 M/43 Direct trauma Foot 9.5%3 Lateral supra None
malleolar flap
14 M/52 Traffic accident Distal tibia 7%x3 Hemisoleus flap None
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Fig. 1. (A)The picture showing knee joint capsule, patellar lowe pole, paterllar tendon
and soft tissue defect with exposure of distal femur articular cartilage. (B)
Patellar tendon was reconstructed with auto hamstring muscle. (C)
Gastrocnemius muscle medial head was splitted. (D) 9x 12 cm size defect was
covered with gastrocnemius muscle flap. (E) Wound was healed perfectly with-
out any infection. (F, G) At last F/U, full range of knee joint ROM was achieved
and plantar flexion power was not decreased.

Fig. 2. (A) 24-year-old man. Soft tissue defect with exposure of lateral malleola on the Lt. ankle was noted. (B) The defect site was
covered with 11 X 6 cm size dorsalis pedis flap. (C) Thin flap was taken at original defect site and there was no specific prob-
lem at donor site.
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Fig. 3. (A) Post-traumatic soft tissue defect over the Rt. Foot dorsal aspect in a 43-year-old man. (B) 9.5 3 cm size lateral supra-
malleolar flap was designed. (C) The flap raised and rotated with reverse flow pattern. (D) The flap survived and defatting

procedure was performed.
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