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The abductor hallucis flap is commonly used as a pedicled flap (distally or proximally based) in the management of ankle, heel, and mid-foot lesions, where it is
ideally used for closing defects. This study investigates the anatomical details of
this muscle regarding its various forms of insertion and its arterial supply in
15 cadaveric feet. Four types of insertion could be distinguished: type A, insertion
at the proximal phalanx of the big toe (46.7%); type B, insertion by two slips into
the base of the proximal phalanx and the sesamoid bone (33.3%); type C, insertion
at the sesamoid bone (6.7%); And type D, the insertion is divided into superficial
tendinous and deep fleshy parts which are attached to the base of the proximal
phalanx and to the metatarsophalangeal joint capsule of the big toe, respectively
(13.3%). As regards the arterial supply, three patterns were noticed: pattern A (40%)
where the medial plantar artery (MPA) is divided into superficial and deep branches
that supplied the muscle; pattern B (53.3%) where the MPA failed to produce
a deep branch but instead continued as the superficial branch supplying the two ends
of the muscle; and pattern C (6.6%) where the MPA continued as a deep branch
supplying the muscle. A superficial branch of MPA provided a branch to the abductor hallucis muscle from its proximal part. In two specimens (13.3%), the lateral
plantar artery shared in the supply of the most proximal part of the muscle. These
results can be useful in determining the appropriate flap design based on the abductor hallucis type of insertion and the pattern of its arterial supply in the patients.
(Folia Morphol 2010; 69, 1: 54–61)
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INTRODUCTION

nerves. As the tendon of the abductor hallucis always
traverses below the transverse axis of the first metatarsophalangeal joint, the abductor hallucis performs
not only abduction but also plantar flexion of the
first metatarsophalangeal joint, being active in the
late stance and toe-off phases of gait, and is a dynamic stabilizer of the longitudinal arch [2, 3, 24].
Paediatric surgeons are interested in the anatomy
of the abductor hallucis muscle to correct disorders of
the foot [8, 13, 19]. One of the main activities in paediatrics is dealing with hallux valgus. In this case, the
abductor hallucis muscle and its insertion is involved

A detailed anatomy of the abductor hallucis is of
great importance in clinical application. A full anatomical description of this muscle is quite scarce in
literature. The free tendon of the abductor hallucis
muscle originates from the muscle’s belly at about
one or two fingers width proximal to the head of the
first metatarsal bone. The abductor hallucis consists
of three parts, i.e. belly, transitional area, and tendon, and is entirely enveloped in deep fascia. The
abductor hallucis lies along the medial border of the
foot where it covers the origins of plantar vessels and
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in the aetiology as well as in the therapy of this very
common disorder of the foot [2, 6, 23]. Moreover, in
plastic and reconstructive surgery, the abductor hallucis muscle is of increasing interest as it is used as
a graft for flap surgery [10–12, 21].
The abductor hallucis muscle flap is used for deep
defects that lie between the medial malleolus and
the heel [7, 15]. A proximally based abductor hallucis flap constitutes an alternative for coverage of
minor defects at the medial aspect of the calcaneal
or plantar region. The medial plantar artery supplies
both the proximal and distal pedicles of the abductor hallucis muscle and thus is suitable to be dissected for abductor hallucis muscle flap supply [4].
Treatment with abductor hallucis muscle as a pedicled flap (distally or proximally based) with or without
conjoined regional fascio-cutaneous flaps offers a durable alternative to microsurgical free flaps for small
to moderate defects over the weight-bearing area of
the head of the first metatarsal and over the heel with
the calcaneous bone, medial ankle, midfoot, and forefoot with exposed bone, tendon, or joint. These areas
are difficult sites for reconstruction because these areas are predisposed to damage and chronic ulceration
for various reasons [1, 20, 25].
To our knowledge, abductor hallucis muscle flap
is not frequently used due to the lack of detailed
anatomy in literature. The aim of this research is to
study the anatomic basis of the abductor hallucis
muscle flap by reporting its various forms of insertion and its arterial supply, which will provide the
surgeon with more detailed, helpful information.

proximal to its distal attachments, the width of the
muscle belly at the distal end of the flexor retinaculum, and the ratio between the length of the tendon
and that of the muscle were measured. Its various
modes of termination (insertion) were studied.
To trace the complete course of the medial plantar artery and its branches, the abductor hallucis
muscle was cut near its distal end and reflected to
demonstrate the terminal end of the posterior tibial
artery and its two terminal branches: the medial and
lateral plantar arteries. These arteries were identified and dissected starting from their level of bifurcation from the posterior tibial artery.
All the branches of the medial plantar artery
(MPA) up to the abductor hallucis muscle were dissected from their proximal origin to their points of
entry into the muscle belly. The number of branches
of the MPA supplying the abductor hallucis was
counted and studied. The results were recorded,
photographed, and tabulated.

RESULTS
The abductor hallucis muscle arises from the medial
tubercle of the calcaneous, the flexor retinaculum, and
the plantar aponeurosis. The abductor hallucis showed
two types of morphology: straight and arciform (four
and eleven specimens, respectively) (Figs. 1, 2). In the
straight morphology, the muscle described a course parallel to the reference line traced from the calcaneal tuberosity to the head of the first metatarsal bone, whereas
in the arciform morphology, the muscle described
a curved course with the concavity directed downwards.
In analysis of the insertion of the abductor hallucis muscle, three different types of insertion can be
identified:
— Type A — insertion at the proximal phalanx of
the first toe without attachment to the sesamoid bone, seven specimens, 46.7% (Figs. 3–5).
The tendon of the abductor hallucis muscle
traverses the first metatarsophalangeal joint in

MATERIAL AND METHODS
The dissection study was undertaken on 15 embalmed cadaveric feet (six right and nine left) showing no signs of peripheral neurovascular or musculoskeletal disease, such as hallux valgus, pes planus,
or pes cavus, to exclude possible muscle alteration
associated with these clinical conditions.
Precise dissection of the abductor hallucis muscle
was performed. A description of the insertion of the
abductor hallucis muscle and its arterial supply were
made. The posterior tibial artery was exposed through
a vertical incision placed midway between the posterior margin of the medial malleolus and the medial
margin of the Achilles tendon. A 16-gauge cannula
was introduced caudally in the artery, and 50 mL of
red latex were injected manually and slowly. Then the
skin was incised along the margins of the foot and
reflected together with the subcutaneous tissues. The
abductor hallucis was cleaned. Its length from the

Figure 1. The left foot showing the straight shape of the abductor
hallucis muscle (A).
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Figure 2. The right foot showing the arciform shape of the abductor
hallucis muscle (A). Flexor retinaculum (FR), the flexor hallucis brevis
(FHB), the posterior tibial artery (PTA), and the tibial nerve (TN).

Figure 5. The right foot showing the splitting of the tendon of
abductor hallucis (A) into medial and lateral slips attached to
the proximal phalanx. Some fibres of the main tendon (Sl) are
given to the flexor hallucis brevis (FHB). Tendon of flexor hallucis
longus (F); insertion type A.

Figure 3. The right foot with magnification of the area bounded
by the dotted square showing that the tendon of abductor hallucis (A) splits into two slips (*): medial (M) and lateral (L), which
are attached to the plantar aspect of the proximal phalanx, and no
fibres could be traced to the sesamoid bone (S). Tendon of flexor
hallucis longus (F); insertion type A.

Figure 6. The left foot showing the insertion of abductor hallucis
(A). Its medial slip (M) is inserted into the base of the proximal
phalanx. The lateral slip (L) is attached to the sesamoid bone (*).
It does not terminate at the sesamoid bone but further on spreads
to the medial border of the proximal phalanx. Flexor hallucis
longus (F); insertion type B.

Figure 4. The right foot showing the splitting of the tendon of
abductor hallucis (A) into medial and lateral slips (*) attached to
the plantar aspect of the proximal phalanx; insertion type A.

a plantar direction crossing its transverse axis. In
these three right and four left feet, the tendon
splits into two slips which are attached to the
plantar aspect of the proximal phalanx, whereas
the sesamoid bone does not receive any fibres
of the tendon. In one of these cases, some slips
are given to the flexor hallucis brevis (Fig. 5).
— Type B — the medial slip of the tendon of abductor hallucis is inserted into the base of the
proximal phalanx of the big toe. The lateral slip
is attached to the sesamoid bone, five specimens,
two right, and three left feet, 33.3% (Figs. 6, 7).
In some specimens, the lateral fibres of the abductor hallucis do not terminate at the sesamoid bone but further on spread to the medial
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Figure 9. The left foot showing that the distal end of the flexor
hallucis brevis (FHB) joined the abductor hallucis (A) tendon and
fused with it. They are inserted into the sesamoid bone (*). The
fibres of the tendon further spread to the proximal phalanx;
insertion type C.

Figure 7. The left foot showing the insertional areas of abductor
hallucis (A) magnified. The tendon of A is divided into 2 slips.
A large medial slip (M) which passed distal to the opened metatarsophalangeal joint (arrow) to be attached to the proximal phalanx
of the big toe (P). A smaller lateral slip (L) is attached to the sesamoid bone (*). Flexor hallucis longus (F); insertion type B.

Figure 8. The left foot showing that the tendon of abductor
hallucis (A) takes some slips from the flexor hallucis brevis (FHB).
Flexor hallucis longus (F).

Figure 10. The right foot showing that the abductor hallucis (A)
is partially divided into superficial tendinous (S) and deep fleshy
parts (D). The tendinous part extended distal to the joint to be
attached to the base of the proximal phalanx while the deep part
is attached to the joint capsule; insertion type D.

border of the proximal phalanx (Fig. 6). In two
specimens (13.3%), its tendon sometimes takes
some slips from the flexor hallucis brevis (Fig. 8).
— Type C — insertion at the sesamoid bone, one
left foot 6.7% (Fig. 9). The fibres of the tendon
further spread to the proximal phalanx running
in a dorsoplantar direction.
— Type D — close to the insertion, the abductor
hallucis is partially divided into a superficial tendinous and deep fleshy parts in 2 specimens, one
right and one left feet, 13.3% (Fig. 10). The tendinous part extends distal to the metatarsophangeal joint to be attached to the base of
the proximal phalanx while the deep part is attached to the joint capsule.
The mean length of abductor hallucis was 14.29 ±
± 1.47 cm, and the mean width of the belly was 2.20 ±
± 0.43 cm. The mean value of the ratio between the
length of the tendon and that of the abductor hallucis was 0.56 ± 0.07 cm (Table 1).

As regards the arterial supply, it was found that
the main arterial supply of the abductor hallucis muscle is via branches from the smaller terminal branches of the posterior tibial artery. The medial plantar
artery passes forward along the medial side of the
foot with the medial plantar nerve lying on its lateral
side. Proximally and distally, the MPA gives off minor
branches (pedicles) to supply the proximal and distal
portion of the abductor hallucis. The number of
branches that supply this muscle ranged from 4 to
9 with a mean value of 7.06 ± 1.79 (Table 2).
The results of this research confirm the variability of the course of the MPA so as to allow the definition of three main patterns.
Pattern A (40%). In six specimens, the MPA was
divided into two branches that passed deep to the
muscle. The superficial branch supplied the proximal
portion of the abductor hallucis. The deep branch
gave small twigs to the distal part of the abductor
hallucis (Fig. 11A, B).
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Table 1. Characteristics of the abductor hallucis muscle (A)
Case

Side

(A) Shape

(A) Length [cm]

(A) Width [cm]

Tendon/muscle
length ratio

1

Left

Arciform

15.5

2.2

0.67

2

Right

Arciform

15.5

2.0

0.51

3

Right

Arciform

14.5

2.6

0.56

4

Left

Straight

12.5

2.5

0.73

5

Right

Arciform

15.3

2.3

0.62

6

Left

Arciform

14.0

2.8

0.46

7

Left

Arciform

12.5

2.5

0.54

8

Left

Straight

14.0

1.9

0.51

9

Left

Arciform

12.5

1.5

0.53

10

Right

Arciform

16.0

2.0

0.60

11

Left

Straight

14.5

1.8

0.48

12

Right

Arciform

17.0

2.1

0.52

13

Left

Arciform

15.0

1.5

0.56

14

Right

Straight

13.5

2.6

0.58

15

Left

Arciform

Mean ± SD

12.0

2.8

0.53

14.29 ± 1.47

2.20 ± 0.43

0.56 ± 0.07

Table 2. Characteristics of branches of medial plantar artery
Case

Number of branches from SMPA
to abductor hallucis

Number of branches from DMPA
to abductor hallucis

Proximal

Distal

Proximal

Total number of branches
to abductor hallucis

Distal

1

3

2

Absent

Absent

2

5

3

Absent

Absent

8

3

2

0

2

1

5

4

5

2

Absent

Absent

7

5

2

2

Absent

Absent

4

6

3

1

3

2

9

7

6

3

Absent

Absent

9

8

2

2

3

2

9

9

6

1

Absent

Absent

7

10

6

2

Absent

Absent

8

11

1

1

3

1

6

12

4

2

Absent

Absent

6

13

2

1

1

1

5

14

3

2

3

1

9

15

2

2

3

2

9

3.47 ± 1.73

1.73 ± 0.79

1.2 ± 1.42

0.67 ± 0.82

7.06 ± 1.79

Mean ± SD

5

SMPA — superficial branch of medial plantar artery; DMPA — deep branch of medial plantar artery

Pattern B (53.3%). In eight specimens, the MPA
failed to produce a deep branch and instead continued
along the lateral border of the abductor hallucis in the
same manner as the superficial branch supplying the
proximal and distal ends of the muscle (Figs. 12, 13).

Pattern C (6.7%). In one case, the MPA continued as a deep branch supplying the abductor hallucis. A superficial branch of the MPA provided
branches to the proximal part of the abductor hallucis (Fig. 14).
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A

Figure 13. The left foot showing the abductor hallucis (A)
reflected downwards. The medial plantar artery is running
along its lateral border giving it multiple branches (black
arrows). Its distal end also received branches from it (BR)
(black arrow) (pattern B).

B
Figure 11. A. The left foot showing the posterior tibial artery
(PTA), which is divided into medial plantar artery (MPA) and
lateral plantar artery (LPA). The MPA further divided into superficial (Sb) and deep (Db) branches; MPN — medial plantar nerve;
A — abductor hallucis (pattern A); B. A further dissection of the
previous photograph showing the reflected inner aspect of the A.
The MPA is divided into Sb and Db branches. The Sb and Db
supplied it by multiple branches (black arrows). The MPN supplied the A by some branches (arrow heads) (pattern A).
Figure 14. The left foot showing the reflected inner aspect of the
abductor hallucis (A). The medial plantar artery (MPA) continued
as deep branch (Db) on the deep surface supplying both the
proximal and distal parts of A (black arrows). A superficial branch
(Sb) provided smaller twigs (black arrows) to its proximal part;
FHB — flexor hallucis brevis (pattern C).

DISCUSSION
Different opinions exist about the insertion of abductor hallucis. German textbooks report that the muscle inserts at the medial sesamoid bone and spreads to
the medial side of the proximal phalanx of the first toe.
In Anglo-American literature, the insertion is at the
medial side of the capsule of the first metatarsophalangeal joint involving the medial sesamoid bone, and
at the medial side of the proximal phalanx of the first
toe. In French textbooks, this muscle was inserted in
the medial sesamoid and the plantar tubercle at the
base of the proximal phalanx [2].
This study reveals the insertion of the abductor hallucis muscle into the medial sesamoid bone and the
base of the proximal phalanx of the first toe. The German textbooks summarize type B and C, which represent 33.3% and 6.7% of this study, respectively. How-

Figure 12. The left foot showing the medial plantar artery running
along the lateral border of the abductor hallucis (A) supplying its
proximal part by multiple branches (black arrows). Its distal end
also received a branch from it (black arrow) (pattern B).

In two specimens (13.3%), the lateral plantar artery gave calcaneal branches to the abductor hallucis at the proximal calcaneal end together with branches of the medial plantar artery
demonstrating its double source of vascularity
(Fig. 15A, B).
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and Hua et al. [9] stated that the proximal and distal
pedicles of this muscle are supplied only by the MPA.
By carefully dissecting the pedicles to their origin, the
investigators were able to get a suitable pedicle length
that allowed a good range of motion of the flap. In
the current research, it was observed that
a proximal branch from the lateral plantar artery supplied the proximal part of the abductor hallucis in two
specimens in addition to the branches of the MPA.
Schwabegger et al. [22] demonstrated that the distally based abductor hallucis flap received its blood supply from both the dorsal arterial network and the deep
plantar system through communicating branches with
the MPA.
The medial plantar artery gives off 4 to 9 small
branches with a mean of 7.06 ± 1.79 to the abductor hallucis muscle, in contrast to Hua et al. [9] who
noticed that this artery gives off 5 to 10 small branches to this muscle with a mean of 6.9 ± 1.8.
Soft tissue coverage of the medial ankle and foot
remains a difficult, challenging, and often frustrating
problem for patients as well as surgeons. Abductor
hallucis muscle is used frequently as a proximally based
muscle flap in medial midfoot, heel, and ankle defects
and was introduced for treatment of chronic ulcers or
osteomyelitis of the foot and ankle region. It is also
possible to use the abductor hallucis muscle as a distally based flap by reversing the direction of blood flow to
reconstruct a large defect in the forefoot because abductor hallucis flap is a well-vascularised tissue. Special
care should be taken not to injure the medial plantar
nerve because it is functionally important [20, 22]. The
anatomical findings of Michlits et al. [16] mentioned
that the adaptation in pedicle preparation of the abductor hallucis allowed an increase in rotation of the
flap and ease of handling that results in successful coverage of defects overlying the Achilles tendon.
Other investigators used a medial plantar flap with
a functioning abductor hallucis for simultaneous reconstruction of the thenar skin and muscle defects.
The medial plantar flap provides not only stable skin
to the thenar area with sufficient thenar bulk but also
satisfactory abduction of the thumb [10].
A detailed anatomy of the abductor hallucis is also
useful for many operations such as sectioning of the
abductor hallucis tendon for correction of metatarsus varus deformity or correction of varus deformity
of a club foot [14]. Abductor hallucis lengthening can
be performed in treatment of resistant and severe
idiopathic fore-foot abduction deformity. Tenotomy
of the abductor hallucis is also done for correction of
a resistant metatarsus varus deformity. In early se-

A

B
Figures 15. Two specimens of the left feet showing that the
posterior tibial artery (PTA) is divided into medial plantar artery
(MPA) and lateral plantar artery (LPA). The LPA supplied calcaneal
branches to the abductor hallucis (A) at its proximal end (arrow).
A. The MPA gave a proximal branch to it (arrow), demonstrating
its double source of vascularity. B. LPA supplied the proximal part
of the abductor hallucis by two branches (arrows); FR — flexor
retinaculum; TN — tibial nerve; PA — plantar aponeurosis.

ever, they fail to mention type A in which the medial
sesamoid is not involved in the insertion of the muscle.
The Anglo-American version describes an insertion of type B, which represents about 33.3% of cases
in the current study. The French version just represents type C, which accounts for about 6.7% of this
study. These differences may be based upon different geographical prevalence [2].
An insertion of type C with direct attachment to
the medial sesamoid bone presumably would be the
most predisposing type for hallux valgus, as Debrunner [5] stated.
In this work, the mean length of the abductor hallucis ranged from 12 to 17 cm with a mean of 14.29 ±
± 1.47 cm, the mean width of the belly ranged from
1.5 to 2.8 cm with a mean of 2.20 ± 0.43 cm. These
results were in contrast to Hua et al. [9], who mentioned that its total length ranged from 11.2 to 15.2 cm
with a mean of 13.4 ± 1.0 cm and its width ranged
from 1.7 to 1.9 cm with a mean of 1.8 ± 0.1 cm.
Orbay et al. [18] and Michlits et al. [16] stated that
the abductor hallucis receives its main blood supply
from the medial plantar artery MPA. This observation
is in agreement with this study. Schwabegger et al. [20]

60

A.E. Agawany, E.A. Meguid, Insertion and arterial supply of the abductor hallucis

9. Hua J, Entan G, Zheng-Lun J, Mingli Z, Van L (1995)
One stage microneurovascular free abductor hallucis
muscle transplantation for reanimation of facial paralysis. Plast Reconstr Surg, 96: 78–85.

vere or resistant congenital metatarsus varus deformity, correction can be achieved either by division of
the tendon with release of its capsular attachment
or, in more severe deformity, by complete release of
the abductor hallucis muscle from its extensive attachment to bone and soft tissue [17].
The abductor hallucis muscle flap, with the medial plantar artery and nerve as its pedicle, is also used
to reanimate facial palsy and reconstruct lower facial
paralysis. It has many unique advantages such as the
appropriate size and shape of the muscle and adequate bulk, the closely parallel alignment and unvaried anatomy of the main vessels and nerve distribution to the muscle, the easy surgical isolation of the
muscle, its long neurovascular pedicle, and lack of
functional deficit after muscle removal. The nerve and
muscle grafts can be performed by microneurovascular anastomosis in one surgical procedure [12]. The
medial plantar vessels are anastomosed to the facial
vessels and the medial plantar nerve to the buccal
branch of the facial nerve [11]. Abductor hallucis
transplantation is an ideal method to reconstruct
functions of facial nerve and mimic muscles.
The results of the present study will be useful in
determining the appropriate flap design based on
the abductor hallucis type of insertion and the pattern of its arterial supply in the patient.

10. Ibaraki K, Kanaya F (1995) Free vascularized medial plantar flap with functioning abductor hallucis transfer for
reconstruction of thenar defects. Plast Reconstr Surg,
95: 108–113.
11. Jiang H (1992) Microneurovascular free abductor hallucis
muscle transplantation for resuscitation of facial paralysis
in one stage. Chung Hua Wai Ko Tsa Chih, 30: 420–422.
12. Jiang H, Guo ET, Zhang ML, Lu V (1995) One-stage microneurovascular free abductor hallucis muscle transplantation for reanimation of facial paralysis. Plast Reconstr Surg, 96: 78–85.
13. Kelly IP, O’Byrne JM, Mulcahy D, Stephens M (1996) Surgical correction of a simian foot. Foot Ankle Int, 17: 174–176.
14. Lichtblau S (1975) Section of the abductor hallucis tendon for correction of metatarsus varus deformity. Clin
Orthop Relat Res, 110 : 227–32.
15. Masquelet AC, Gilbert AM (1998) Abductor hallucis–
–Lappen. In: Masquelet AC, Gilbert A eds. Atlas der
Lapper plastiken in der chirurgie der Extremitaten. Ferdin und Enke, Stuttgart, pp. 193–196.
16. Michlits W, Gruber S, Windhofer C, Macheiner P, Walsh M,
Papp C (2008) Reconstruction of soft tissue defects overlyig the Achillis tendon using the super extended abductor hallucis muscle flap. J Trauma, 65: 459–1462.
17. Mitchell GP (1980) Abductor hallucis release in congenital metatarsus varus. Int Orthop, 3299–3304.
18. Orbay H, Kerem H, Unlu RE, Esmer AF, Comert A,
Tuccar E, Sensoz O (2007) Vascular anatomy of plantar
muscles. Ann Plast Surg, 58 (4): 420–426.

REFERENCES

19. Saragaglia D, Belton-Champel P, Soued I, Tourne Y,
Butel J (1990) The role of a shortening osteotomy of the
first phalanges associated with soft-tissue release in the
surgical treatment of hallux valgus. Rev Chir Orthop, 76:
245–252.

1. Attinger CB, Ducic I, Coope P, Zelen CM (2002) The
role of intrinsic muscle flaps of the foot for bone coverage in foot and ankle defects in diabetic and non
diabetic patients. Plast Reconstr Surg, 110: 1047–1054.
2. Brenner E (1999) Insertion of the abductor hallucis muscle in feet with and without hallux valgus. Anat Rec,
254: 429–434.

20. Schwabegger AH, Shafighi M, Gurunluoglu R (2005)
Versatility of the abductor hallucis muscle as a conjoined
or distally-based flap. J Trauma, 59 (4): 1007–1011.

3. Cameron A, Rome K, Hing A (2008) Ultrasound evaluation of the abductor hallucis muscle: reliability study.
J Foot Ankle Surg, 1–12.

21. Schwabegger A, Ninkovic M, Ander H (1998) Combined
fascio cutaneous Abductor Hallucis-Medialis Pedis
Transposition Flap for defect coverage of the medial
ankle. Ann Plast Surg, 40: 71–75.

4. Cormack GC, Lamberty BGH (1994) Ankle and foot. In:
Cormack GC, Lamberty BGH eds. The arterial anatomy of
skin flaps. Churchill Livingstone, New York, pp. 258–267.

22. Schwabegger AH, Shafighi M, Harpf C, Gardetta A,
Urunluoglu R (2003) Distally based abductor hallucis
muscle flap: anatomic basis and clinical application.
Ann Plast Surg, 51: 505–508.

5. Debrunner HU (1986) Athiologie und pathogenese des
Hallux valgus. In: Blauth. W ed. Hallux valgus. Heidelberg. Springer, New York, Berlin, pp. 37–44.
6. Garrow AP, Papgeorgiou A, Silman AJ, Thomas E,
Jayson MIV, Macfarlane GJ(2001) The grading of the
hallux valgus, the Manchester scale. J Am Padiatr Med
Assoc, 91: 74–78.
7. Ger R (1990) Abductor hallucis brevis muscle flap. In:
Strauch B, Vasconez LO, Hall-Findlay EJ eds. Grabb’s
encydopedia of flaps. Torso, Pelvis and lower extremities. Vol. 3. Little, Brown, Boston, pp. 1666–1668.
8. Hawkins BJ, Langermen R Jr, Gibbons T, Calhoun JH
(1995) An anatomic analysis of endoscopic plantar fascia release. Foot Ankle Int, 16: 552–558.

23. Shima H, Okuda R, Kinoshita M, Yasuda T, Abe M (2005)
Hallux valgus with rupture of the abductor hallucis tendon: a report of two cases. Japan J Orthop Surg Traumatol, 48: 1089–1090.
24. Wong YS (2007) Influence of the abductor hallucis muscle on the medial arch of the foot: a kinematic and anatomical cadaver study. Foot Ankle Int, 28: 617–620.
25. Wechselberger G, Schwabergger A, Papp C, Mc Craw J
(1996) Reverse first dorsal metatarsal artery adipofascial flap. Ann Plast Surg, 37: 453–454.

61

