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I.  Introduction

Reconstruction in patients with scalp and/or calvarial defects can be simple or complex. Over the past
several decades, an improved understanding of the blood supply of local flaps, has greatly contributed to the
ability of plastic surgeons to repair these defects.*

As with reconstructions at other locations, the reconstructive “ladder” applies to scalp and calvarial
reconstruction. Primary closure is the first choice when feasible. Other methods of reconstruction, in ascending
order of complexity, are skin grafts, local flaps with or without tissue expansion, occasionally regional flaps and
free flaps." a carefully planned local transposition or rotation flap may be equally effective, and the technical
difficulties and donor-site problems associated with microsurgical tissue transfer are then avoided.? this case
report is about one such rare case with complete calvarial and scalp defect.

I1.  Case report
A 35 year old male, a worker in a bakery, was brought in the emergency by his wife on the eve of
New Year with a history of having fallen down from the 3rd floor of a building while delivering some New
Year cakes.

On examination the patient was conscious but disoriented and had a full thickness scalp and calvarial
defect with visible exposed pulsatile brain matter. He was immediately admitted in the neurosurgical department
and stabilized. A CT scan showed minor sub arachnoids bleed. Patient was stabilised further with higher
anitibiotics and 1V fluids and local wound care and he gained back his orientation on 4th day. He was then
shifted to plastic surgery for further management.

After complete work-up, patient was taken up for surgery on the 7th day (local flap cover). General
anaesthesia was given and a transposition flap was marked on the left lateral aspect of the wound. Haemostatic
sutures were taken. Flap was raised and insetted into the defect. Donor area of the flap was covered with split
thickness graft from the left thigh. Post operative period was uneventful and the patient was discharged on the
6th post op day with a plan for cranioplasty subsequently.
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I1l.  Discussion

The management of scalp defects remains a continuous challenge to the reconstructive surgeon
worldwide.® This becomes even so in many centers in developing countries where presentation and dearth of
personnel and equipment’s remains the norm. The timing of reconstruction depends on many factors including
the condition of the patient, associated injuries, and the size and nature of the underlying defect.*

Skull defects in the parietal and occipital areas may represent less of a problem from a cosmetic point
of view but may still require cranioplasty for protective purposes. Defects in the temporal region are less
obvious, being somewhat protected by the overlying temporalis muscle, and thus less frequently require
cranioplasty. Defects in the frontal region warrant cranioplasty for both cosmetic and protective reasons.” A
carefully planned local transposition or rotation flap may be equally effective, and the technical difficulties and
donor-site problems associated with microsurgical tissue transfer are then avoided.?

IV.  Conclusion
In our case, the patient faced life threatening situation with exposed brain matter and had to be
stabilised first in order to save his life. Our plan was a local transposition flap because the patient was the only
earning member of the family and had to get back to work as soon as possible. Owing to the limited facility of
microvascular surgery in our government set up and the known technical difficulties and morbidity of the donor
sites, a local transposition flap worked out as the best option for this patient with sushsequent plan for
cranioplasty after the flap is well settled.
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