
Letters to Editor

The tunneled perforator flap

We read with great interest the article on the ‘throw over 
perforator flap’, by Bajantri et al.[1] When no appropriate 
perforators were found adjacent to the defect on the 
same side of the leg, the authors had used perforators 
from the other side of the leg. The authors had then 
incised the normal intervening skin, and had ‘thrown 
over’ the flap to cover the defect. They  have termed this 
technique based on the mode of transfer.

We would like to differ from the authors on two things:
1.	 The technique of incising the normal intervening 

skin between the perforator and the defect has been 
previously described by Bhattacharya et al.[2] In their 
article on the retrograde skeletonised perforator 
flaps, they state that in more distally-located defects 
the intervening normal tissue is incised and raised as 
two skin flaps, to accommodate the vascular pedicle 
and the adjacent part of the flap.

2.	 The authors have harvested a perforator flap on a 
non-adjacent perforator, not in continuity with the 
defect, from the other side of the leg. We believe that 
a perforator on the other side of the leg does not 
make it non-adjacent. Although not in continuity with 
the defect, it is still adjacent; only on the opposite 
side.

The concept of the use of perforators from the opposite 
side of the defect from the non-traumatic zone, proposed 
by Bajantri et al.,[1] is laudable, and we have used this 
technique after the authors described it, with good 
results.

We have had the opportunity to manage two patients 
of groin defects, where an anterolateral thigh perforator 
flap was used to cover the defect. The flap was harvested 
from an area that was not in continuity with the defect, 
and was then tunneled below the intervening normal 
skin to cover the defect. [Figures 1, 2]. Muscle flaps are 
regularly tunneled beneath the intervening tissue to cover 
the defect at many centers including ours. To the best of 
our knowledge and literature search, use of the tunneling 
technique in perforator flaps is not yet documented. We 

have termed it as the ‘tunneled’ perforator flap based on 
the technique of transfer.

In case of perforator flaps, due care must be taken when 
using this technique, because the perforators can get 
compressed with the minimal of pressures, leading to 
flap congestion or ischaemia.

An adequate-sized tunnel is of paramount importance when 
using this technique for perforator flaps. It is, therefore, 
indicated only in those areas where there is sufficient laxity 
in the tissues to create adequate-sized tunnels.

An advantage of this technique is that additional scars 
are avoided.

Figure 1: Cutaneous markings of the Anterolateral thigh perforator flap

Figure 2: Well settled ALT perforator flap tunneled beneath intervening normal 
skin
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The intervening skin bridge is already elevated and if of 
adequate size functions as a delayed flap to be used as a 
life boat in case the first flap fails.
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Role of laterality of free 
osteocutaneous fibula in 
complex oromandibular 
reconstructions

Sir,
We read with interest the article regarding donor site 
specificity of free fibula flap for complex oromandibular 
reconstruction by Prabha Yadav et al.[1] We congratulate 
the authors for covering this controversial topic and 
backing it up with a large series of cases. However, there 
are certain issues we would like to highlight. The laterality 
may not be an issue when the defect is located centrally 
or laterally with small mucosal loss or when the defect 
requires only bone for reconstruction. However, when we 
have large intraoral or composite defects requiring fibula, 
osteocutaneous flap laterality has a role. For example, 
a right lateral defect with large mucosal loss with an 

Figure 1: Left fibula osteocutaneous flap for large right sided intraoral defect 
showing intraorally located posterior peroneal septum with skin paddle ideally 

located for the defect with posterior anastomosis

Figure 2: Ipsilateral osteocutaneous fibula for left mandibular body with skin 
defect showing posterior peroneal septum with skin paddle lying extra orally 

for posterior anastomosis

Figure 3: Ipsilateral Osteocutaneous flap ideally suited for skin defect as can 
be seen from this figure after skin inset
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