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INTRODUCTION

The L-shaped incision has become popular since 1993 and is
widely used for the treatment of calcaneal fractures. The incision uses a plastic surgery principle: dissecting a full-thickness
flap from the lateral calcaneal artery, thus reducing the chances
of edge ischemia and secondary incisional problems.
Calcaneal osteotomy is a widely used procedure for the
treatment of either varus or valgus hindfoot deformities and
has recently become popular as an adjuvant for the treatment
of posterior tibial tendon dysfunction.2,3,4,5,6 The classic incision for calcaneal osteotomies is the lateral oblique approach,
from posterosuperior to anteroinferior, which because of its
proximity to the sural nerve may result in sural neuropathy.7
Conversely, the L-shaped approach involves a subperiosteal
dissection with less risk of sural nerve injury because the
incision does not reach the nerve.
A modification of the L-shaped incision with shorter arms
has the advantages of the original incision, exposes the site of
osteotomy, and requires no additional incision(s) for implant
placement. The exposure of the screw insertion site and
osteotomy level aids in estimating the implant size, while
reducing the possibility of the screws entering the subtalar
joint.

Fig. 1: The mini L-shaped incision, with flap elevation and dorsal suture,
which exposes the calcaneal tuberosity and avoids the use of retractors. In
this picture the retractors are used only to expose the heads of the screws.

OPERATIVE TECHNIQUE

An L-shaped incision, approximately half the size of the
standard incision, is made laterally. Subperiosteal dissection
protects the sural nerve. Neither the peroneal tendons
nor calcaneofibular ligament is mobilized. Marginal wound
necrosis is reduced by retracting the apex of the full-thickness
flap and suturing it with 2.0 monofilament nylon. This
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Fig. 2: Schematic representation of the mini L-shaped incision. Note that
the sural nerve and the peroneal tendons are not at risk because the incision
does not reach them.
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exposes the tuberosity of the calcaneus (Figures 1 and 2)
and precludes the use of a retractor, which may damage the
flaps. The osteotomy site is widely exposed and the tuberosity
fragment displaced medially or laterally. Internal fixation is
inserted under direct vision, entering the calcaneal posterolateral wall and directed toward the anterior process, with
the second screw directed into the subchondral bone of the
subtalar joint. Once fixation is complete and the deformity
corrected, hemostasis is obtained, and a two-layered subcutaneous tissue and skin closure is performed. Sutures are
removed at 10 to 14 days, and a short-leg walking cast is
applied for an additional 6 weeks, at which time the cast is
removed and rehabilitation is started.
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