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Reconstruction of Diabetic Foot by Microsurgery
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In general, amputation has been performed in the treatment of diabetic foot which doesn’t
respond to the conservative treatment. We have evaluated the existence of post-operative infec-
tion, the morbidity of donor site, the degree of recovery of sensation, weight bearing ambulation
and recurrence in the 6 cases(5 patients) of diabetic foot patients among the 230 cases of free flap
transfer done in our department.

In all cases of free flap transfer to diabetic foot, 100% of survival rate was shown. The sensory
recovery was more than average of 40% of the area of the transferred flap, and two points discrim-
ination was shown average of Scm as a result. In all cases, no evidence of post-operative infection
was discovered and the weight bearing gradually became easier, and at the average of 5 months
after operation, the full weight bearing ambulation became possible.

If the infection of diabetic foot and the level of blood sugar could be controlled successfuily, the -
free flap transfer could be considered one of the treatment option to avoid amputation.
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Table 1. Case analysis
No.of case  Sex Age Location of lesion Du. of DM FBS Other complication
1 F 48 heel 5 yrs 287 mg/dl retinopathy
2 M 68 1st metatarsal head 20 yrs 181 mg/dl retinopathy, nephropathy
3 F 61 heel & med. ankle 4 yrs 134 mg/dl )
4 M 64 prox. tibia stump 3 yrs 164 mg/dl -)
5 M 59 heel 10 yr 189 mg/dl neuropathy
Table 2. Flap analysis
No. of case Flap Size(cm?) Ischemic time(min) Op. time(min) Application
1 LD* flap 11.5%11 135 210 heel
2 Forearm flap 9x4.2 90 184 1st metatarsal head
3 LD flap 10x35 80 210 heel & med. ankle
4 LD flap 16x 10 100 210 prox. tibia stump
5 Forearm flap 9.5x7 108 201 heel
Forearm flap 10x8 115 165 heel

* Latissimus dorsi
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Table 3. Clinical results

No. of case Flap Recovery of sensation(%) 2PD*(cm) Morbidity of donor site

1 LD flap 35 7.2 -

2 Forearm flap 50 3.6 -)

3 LD flap 40 6.5 =)

4 LD flap 30 42 hematoma & partial

skin necrosis

5 Forearm flap 45 43 scarring & dysesthesia

Forearm flap 40 4 -)

* 2 points discrimination
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Fig. 1-A. Pre-operative photograph shows a diabetic
ulcer with skin necrosis and draining sinuses
(arrows) with pus discharge.

B. A radial forearm flap with neurovascular pedi-
cle(arrows).

C. The flap is completely healed and the patient is
ambulatory in post-operative 4 years and 5
months.
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Fig. 2-A. Pre-operative photograph shows
defect of soft tissue and bony
exposure(arrow) of right heel.

B. A radial forearm flap(Rt) con-
nected with radial artery(A),
cephalic vein(V) and lateral
antebracial cutaneous nerve(N).

C. A radial forearm flap(Lt) with
neurovascular pedicle.

D. The post operative photograph
shows complete coverage of
both heels using radial forearm
free flap.
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