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The Modified UQ Flap: An Alternative for Other Flaps
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Recently, the UQ flap (UQF)1 has been described 
as a safe and convenient method of wound closure 
on the leg.1 However, in some situations, a modified 

UQF can be an arguably better alternative to other flaps. 
Transposition flaps, especially rhomboid flaps, are most 
suitable for such a modification. In these cases, when alter-
natively applying the modified UQF, unlike with the UQF, 
this flap would be “detached” from the bed and moved 
toward the defect. Therefore, the modified UQF is much 
more mobile compared with the classic UQF, permitting 
closure of larger defects.

While the classic UQF is designed for the distal leg, the 
modified UQF is suitable for other skin areas that have 
more favorable blood supply, with advantages explained 
below.

In design, amongst the random pattern flaps, transpo-
sition flaps are the most complex,2 involving more com-
plicated tissue rearrangement than simple advancement 
or rotation. As the rhomboid transposition flap is elevated 
and transposed, all tension on the flap is directed toward 
closing the secondary defect (Fig. 1). The authors suggest 
that the gap between F and C (Fig. 1) is wide (same size of 
the defect), causing significant tension at this level. Also, 
one tip of the flap must be moved a long distance (from 
G to H) to reach its destination. To decrease the tension, 
lengthening of all sides of the flap2 or other modifications 
(Duformentel3 and Webster4) of the rhomboid flap have 
been recommended.

However, with the modified UQ flap (Fig. 2), there is 
no intervening tissue, and there is less tension as the flap 
is moved a shorter distance (green arrow in Fig. 2) com-
pared with its counterpart, the rhomboid flap. Also, its 
unique shape, especially the curved leading edge, makes 
it different from other transposition flaps. The modified 
UQF can be considered for defects with any size for which 
a rotation or transposition flap is warranted.
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Fig. 2. Schematic view of the modified UQ flap. 
The shape and dimensions for a lesion are shown 
in gray color, and the flap movement is shown by a 
green arrow. It should be emphasized that the flap 
is detached from the bed and pulled toward the 
defect so that F reaches E, and the defect is closed.

Fig. 1. Schematic view of the rhomboid flap. The shape 
and dimensions of a lesion are shown in gray color, 
and the flap movement is shown by green arrows.
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When designing the modified UQ flap, the orientation 
of the flap should be in a direction so that the greater 
side-edge (line “CG”; Fig. 2) acceptably aligns parallel to 
relaxed skin tension lines (RSTL), or biodynamic exci-
sional skin tension (BEST) lines (whichever is relevant 
based on the skin laxity of the area). This can be a rule 
unless it causes unacceptable deformation of an adjacent 
anatomical structure such as an eyelid, eyebrow, or nasal 
ala. There are six photo-documented cases for which the 
flap was deployed. The cases were followed up after 2–3 
months, and there were no complications. (See Video 
[online], which provides additional information and pres-
ents two cases of flap deployment.)

We suggest that the modified UQ flap with its unique 
shape and no intervening tissue can be simple for execu-
tion and a safe method of wound closure.
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