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THE CASE

We accepted a transfer of a paraplegic female with
spina bifida aged 34 years who presented to an
outside hospital with left-sided sacropelvic and
femoral osteomyelitis resulting from very large
pressure ulcers (figure 1). Following initial debride-
ment of the ulcers, she became acutely ill. Plastic
surgery, orthopedics, and acute care surgery all
recommended a palliative care consult. Her parents
came to us for a second opinion. On arrival, we
found the patient to be septic, obtunded, malnour-
ished, and in renal failure. For acute management,
she was intubated, resuscitated, and initiated on
broad-spectrum antibiotics. She was then taken to
the operating room (OR) where her wound was
thoroughly explored and debrided, and antibiotics
were tailored to her cultures. She responded well
to initial management, regained renal function, and
was successfully weaned off the ventilator. As she
was lucid, she was included in a conversation about
possible wound management options.

WHAT WOULD YOU DO?

A. Palliative care consult

B. Negative pressure wound vacuum-assisted clo-
sure

Extent of the decubitus ulcer is shown.
Posterior pelvis and femur are exposed in the base of
the wound. The small contralateral decubitus ulcer was
treated successfully with local wound care.

Figure 1
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Figure 2 Mid-shank guillotine amputation followed
by removal of the remaining tibia and fibula and
disarticulation of the femur.

C. Gluteal artery-based myocutaneous flap
D. Fillet of leg flap
E. Hemicorporectomy

WHAT WE DID AND WHY

Once she was stabilized from an infectious perspec-
tive, which included an end sigmoid colostomy
to optimize wound care, we established nasoduo-
denal nutrition with the goal of giving her 2 g/kg
of protein per day. We then had a long discussion
with the patient, her family, and the plastic surgery
team before concluding that if we did not achieve
coverage of her wound and give her a durable, well-
vascularized weight-bearing surface, any attempt
at closure would ultimately fail. In this context,

Figure 3 A step-by-step drawing of the surgical
process. (A) Incision from the gluteal cleft to popliteal
fossa and guillotine distal shank amputation. (B) Sever
all knee ligaments. Remove the tibia and fibula. Remove
femur after distal mobilization and disarticulate hip
posteriorly through the decubitus ulcer. (C) Define
vascular anatomy to avoid injury. (D) The folded newly
created final flap. Created by approximating the skin of
the most distal portion of the flap (the mid-shank) to the
superior most aspect of the sacral decubitus ulcer and
suturing laterally and medially flap to pelvis, then flap to
flap to close the wound.

BM)

Igbal UA, et al. Trauma Surg Acute Care Open 2022;7:€001019. doi:10.1136/tsaco-2022-001019 1


http://gut.bmj.com
http://orcid.org/0000-0001-7852-8102

Figure 4 The mature flap several months postoperatively.

particularly given the fact that she did not use her legs, we
agreed that the least complex operation with the greatest chance
of long-term success was a fillet of leg flap.

We proceeded to the OR the next day with our plastic
surgery colleagues on standby in case we were unsuccessful,
and she required another solution. As her ulcer was quite large,
it afforded easy access to her pelvis and femur. To create our
flap, we made an incision from the gluteal cleft to popliteal
fossa, dissected out and preserved the popliteal complex, and
performed a mid-shank guillotine amputation. Next, we severed
all knee ligaments, removed the tibia and fibula from the shank,
disarticulated the left femur from the pelvis, and deboned the
femur from the thigh (figure 2). This process resulted in the
appropriately named ‘fillet of leg’ flap. The flap was folded,
approximating the skin of the most distal portion of the flap (the
mid-shank) to the superior most aspect of the sacral decubitus
ulcer. We sutured laterally and medially flap to pelvis, then flap

to flap to close the wound. Figure 3 shows a step-by-step line
drawing of this process.

The patient recovered in the hospital for 2 weeks, followed by
4 weeks in subacute rehabilitation. She made a full recovery with
her mature flap shown in figure 4. She has not had recurrence of
any ulcers and has resumed working from home.

From the surgeon’s perspective, the fillet of leg flap offers
ample bulk unlike a myocutaneous or perforator-based flap,
does not require a vascular anastomosis, provides versatility in
coverage and surface area of wound type, and does not require
ligation of the aorta, vena cava, or thecal sac as in a hemicorpo-
rectomy. This flap also reduces donor site morbidity by repur-
posing lower extremity tissue that is available and not otherwise
used and can result in improved functional outcomes allowing
resumption of activities of daily living and wheelchair use.

Ultimately, the fillet of leg flap is a good flap for a bad problem.
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