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Double Hatchet Flap for Scalp Defect Reconstruction

Dear Editor,
The repair of scalp defects, not suitable for primary 
closures, can be problematic due to the limited mobility 
of the scalp tissue. Traditional local flaps have a limited 
role at this level to restore moderate size defects. 
Second intention healing or skin grafting are reasonable 
options, especially in older patients. However, both 
methods inevitably result in suboptimal cosmetic 
outcomes with depressed, dyschromic, and hairless 
scars. Therefore, new reconstruction approaches are 
always welcome.

The “hatchet” flap is a procedure first described by 
Emmett in 1977, that has been successfully used in recent 
years to repair wounds in different body areas, including 
the craniofacial region, trunk, and limbs.[1,2] In particular, 
the modified double hatchet flap (DHF) technique has 

shown excellent results in the reconstruction of moderate  
to large scalp defects.[3,4]

We report our favorable experience with the use of DHF 
in 22 patients (nine females, 13 men) with skin defects 
in different scalp sites, following tumor excisions. The 
patient ages were 64-88 years (mean age 71 years). 
Defect sizes ranged from 2.5-4.7 cm (mean 3.3 cm). 
Further data are indicated in Table 1. In all cases, two 
hatchet flaps were incised on either side of the defect to  
the defect. The length of each flap was approximately 
1.5 times the wound diameter, while the width of 
the pedicle equaled the defect radius. Dissection was 
usually performed at a subgaleal level. The flaps were 
advanced and rotated to cover the primary defect, 
while the opposite poles were closed in a V-Y fashion. 
Flap edges were sutured with simple, interrupted, 

Table 1: Patient and defect data
Patients Age (years) Aetiology Defect site Defect size (cm) Follow-up (months)

22 (9 f, 13 m) 64-88 10 scc, 4 ka Mid-scalp 10 2.5-4.7 1-10
(mean 71) 7 bcc, 1 ssm parietal/temporal 7

frontal/temporal 4
occipital 1

(mean 3.3) (mean 5.2)

f: Female, m: Male, scc: Squamous cell carcinoma, ka: Keratoacanthoma, bcc: Basal cell carcinoma, ssm: Superficial spreading melanoma
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nonabsorbable sutures, or metallic stitches. Buried 
sutures were added, if necessary. The mean follow-up 
was 5.2 months (range 1-10 months).

All surgical procedures were performed under 
local anesthesia. No relevant complications, such as 
extensive flap necrosis, wound dehiscence, or scar 
retraction were observed during follow-up. Minimal 
flap necrosis occurred on the mid-scalp of three patients 
with prominent actinic damage. Satisfactory cosmetic 
outcomes were apparent in all cases. Some patients are 
illustrated in Figures 1 and 2.

A variety of flap procedures can be achieved to restore 
scalp wounds. Unilateral or bilateral rotational and 
transposition flaps are more often used, particularly for 
losses of the hair-bearing scalp. However, they require 
extensive incisions and mobilization of skin areas, which 
are 4-5 times the diameter of defects, in order to allow 
tension-free closures.[4] Advancement flaps are of little 
benefit on the scalp, with the exclusion of the central 
forehead. 

DHF is a reliable, versatile, and effective procedure 
to reconstruct skin defects of moderate to larger size 
in different scalp regions.[3,4] The combined effect of 
rotation and advancing of these flaps allows coverage 

Figure 1: (a) Frontal/temporal scalp defect after excision of basal cell carcinoma and design of double hatchet flap, (b) double 
hatchet flap incision and mobilization, (c) view of suture, (d) result after a month
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Figure 2: (a) Defect of the vertex after excision of 
keratoacanthoma and double hatchet flap marking, (b) flap 
suture, (c) result after a month
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with a distribution of the traction forces in two opposite 
directions from the defect. Although, the flap’s rotation 
is made on a relatively narrow pedicle, ischemic failures 
usually do not occur in areas with a rich vascular network, 
such as the head. To overcome this risk, the flap base 
should not be smaller than half the defect to be restored. 
Finally, DHF should be planned allowing the preservation 
of the hairline, to warrant a better cosmetic result.

In conclusion, DHF is an easy, time-sparing, but effective 
solution for single-stage defect reconstruction in a 
problematic body site such as the scalp.
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Iatrogenic Deep Dermal Wound Due to Chemical Do-It-Yourself Tattoo 
Removal

Dear Editor,
We read with interest the article by Khunger et al. entitled 
“Complications of Tattoos and Tattoo Removal: Stop and 
Think Before you ink”.[1] We believe that this article will 
raise the awareness of complications of tattoos and tattoo 
removal. In this regard, we would like to contribute to 
the same topic by presenting another case highlighting 
a different complication of tattoo removal.

Tattoo removal procedures are expensive and are 
not usually covered by health services.[2] Laser tattoo 
removal often requires long and repetitive visits to 
clinics. When patients seek cheaper and faster ways for 
tattoo removal, they search websites that often belong 
to over-the-counter devices and products or sometimes 
patient forum websites. Strict regulation of product 
marketing in the internet is almost impossible. This 
obstacle provides endless opportunity for manufacturers 
of various over-the-counter tattoo removal devices and 

products. These products and devices have some risks 
including iatrogenic deep dermal wound, hypertrophic 
scarring, hypopigmentation, etc.

A 37-year-old woman presented to our clinic with a third-
degree burn wound on her right lower leg. She had tattoo 
on her leg 21 days ago [Figure 1]. Soon after tattooing, 
she regretted having it. She had been offered Q-switched 
laser tattoo removal in an esthetic clinic. But she could not 
afford the price of the laser therapy. After a web search, 
she read from a patient forum website that acetic acid 
(CH3COOH) could be used for tattoo removal instead of 
laser or surgical tattoo removal. She applied CH3COOH 
on her tattoo. After experiencing pain, she applied silver 
sulfadiazine 1% cream (Silverdine, Deva ilac San. ve Tic. 
AS, Istanbul, Turkey) as advised on the patient forum 
website. On examination, she had a third-degree burn 
on her [Figure 2]. Eschar tissue was debrided with both 
surgical and chemical (Novuxol, Abbott, Collagenase SF, 
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