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One of the most common problems in cord injury is pressure sores. In the early stage of pressure
sores, the wound can be covered by advancing or transpositioning a local myocutaneous flap.
However, it can be a great challenge to treat end-stage paraplegic patient who underwent multiple
prior flaps, where continuous treatment is needed to prevent recurrent pressure sore due to infec-
tion and metabolic drain. In these patients, a local myocutaneous flap may be very difficult for
coverage of the wounds. Therefore, hemipelvectomy may be considered.

The authors performed a hemipelvectomy on a 33 year-old male paraplegic patient who present-
ed with multiple, large wounds seen in end-stage pressure sores. He had had a compression frac-
ture of the lumber spine 9 years ago during a motor vehicle accident. After a wide exicision of the
wound, the anterior flap was used as a fillet-flap for reconstruction. On the sixth day postopera-
tively, secondary repair was done due to wound dehiscence and the postoperative results have
been satisfactory thus far.
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Fig. 1. There were noted multiple opening of the chronic
wound. The previous local flap operation scar was
noted on the left buttock area. The large opening on
the right ischium was 10 X4 cm size. It expanded
through the anterior pubic symphysis, left ischium,
the pelvic wing to the anterior superior iliac spine.
The 3 X 3 cm opening on the right greater trochanter
was separated from the previous pressure sore.



Fig. 2. Right lateral decubitus view. The left leg was
exposed and draped. There were noted multiple
pressure sores and previous operation scar. The
opening of pressure sore on the right ischial area
sore was seen. The elliptical opening on the left
ischial sore was also seen.

Fig. 3. Preoperative pelvic X-ray. There were osteo-
myelitis and osteolysis of left pelvic wing and
ischium, note the absent left obturator foramen.
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Fig. 4. The preoperative angiography. The left side was
the lesion. The feeding vessels of the quadriceps
femoris muscle were intact, but the perforators to
the surrounding muscles of the lesion were not
adequate.
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Fig. 5. The immediate postoperative view. The anterior
fillet flap was used to cover the posterior portion.
The biceps femoris muscle was inserted to the
left ischial portion.

Fig. 6. The postoperative X-ray view. The left ischium
was removed and an osteotomy lateral to the
sacroiliac joint of the pelvic wing was done.
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Fig. 7. Postoeprative 2 months. The remained anterior
flap after hemipelvectomy was a good healing
state. The pressure sore on right great trochanter
was remained yet.

9] A&Al AA olga 4= 2)\1:}11,13)' 2
FEH Folvt THAA F AAEFH AAE o)
A F g o] 83 B ‘

vl A fillet-flape £/ 2 (axial pattern flap)
ol MR, 2, Tuh A% uele BL T
E324 (composite tissue) Holo| sfgeict, wg

P= F31, oF

]
E Egc] g =g o
71 ARl % A, AAE, BF 9 Aee =
d g ek ARt dee] AE 290 Bge 96
AR & ol E Addlor deAe olFe 53
e 2 wxjutof B,

29 8 AAE QDA DS san 22
AEE de 7t sl £= gue gEle 1%
slFjgo] 7]’ HHo] EX nAd, F&
NE BFE AR Ut gk waEba gt
3+ A7 A 39S o] 88 uto) §l
ot A& o
3| golty?,
HE 3 ol
&M

FE AR
oA B
Holi, &

AIE2L Ao 2 3 v
EH TE 8 x.l—"q

°
i
[t
M)
rlo
e}
i
oft
12
o d
M

2
>
¥
f
o
o)

i Ml
%
g
L "
o & 2

e
£

fo & 1

me. ot

\

gl 1
oS
k1
b2}
H
(@31
o
NS

17

o to
o
2
Yo
o
ox M
o o

—_—

B3
-
h=h
we ;ﬁ
(i3
o
-+
30
s
o2,

o
1

)

o

i)
N
2
1=
=4
o2
9
30
2,
2
ne
e
o,
U

rm

=
Al
)y
o
el
ox
i)

o,
)
fr
1A
44
fu
rO
ol

rEI

o
oy
o

H
ofN mf

o mEN AREe A8
o Y Fas] A3 87
BEE AR 2T NYE
W, e 7Y F 4 o]
genic bladder) 22 <13 o[n| AL AHglol
Al gt Feigict.

d&4d A F SO A RRgen
&, OFEd, Ad A4 o @ Fo] P’
a2la W B S B8-S Sw FAL 2
o AEo] Aok o% WE M D £+ e
e B Ev Ix2HE 2E 35 94, B
A TF A F, =909 Slol Al Bs
2 Q71 53] gy e WA gEe] g 4
T Eel & e Aoz dEA i =

gl 21 Aol olv

W e B 9 8 ARt ey of
F 39 TFEAel 4 & duk olsle) gl 4
F 9t $AsoR: A% Aad 484 (via-
bility) o] ®elx AL ol ol E B 3ol
45< g4 47 929 & e BAY. 2 A%
= 2D 2ololq Ae 2

gl ol

4= (wound dehiscence)oldr Az E ). &<
0ol At A xR FgAH @ Az
2 A2 A7) o]F Bisle Hiot},

REFERENCES

1) Strinden WD. Mixter RC. Dibbell DG Sr : Internal
hemipelvectomy as a treatment for end-stage pres-
sure sores. Annals of Plastic Surgery. 22(6):529-32,
1989 Jun.

2) Miller TR : 100 cases of hemipelvectomy: a per-
sonal experience. Surgical Clinics of North Ame-
rica. 54(4):905-13, 1974 Aug



3)

4)

)]

6)

7)

8)

— H@nAesA A 11| A1 2002 —

Danisi FJ : Stromberg BV. Traumatic hemipelvec-
tomy. Plastic & Reconstructive Surgery. 76(6):945-
7, 1985 Dec.

Lawless MW, Laughlin RT, Wright DG, Lemmon
GW, Rigano WC : Massive pelvis injuries treated
with amputations: case reports and literature re-
view. Journal of Trauma-Injury Infection & Critical
Care. 42(6):1169-75, 1997 Jun. 3.

Frey C, Matthews LS, Benjamin H, Fidler WJ : A
new technique for hemipelvectomy. Surgery, Gyne-
cology & Obstetrics. 143(5):753-6, 1976 Nov.
Mnaymneh W, Temple W : Modified hemipel-
vectomy utilizing a long vascular myocutaneous
thigh flap. Case report. Journal of Bone & Joint
Surgery. 62(6):1013-5, 1980 Sep.

Karakousis CP, Vezeridis MP : Variants of hemi-
pelvectomy. American Journal of Surgery. 145(2):
273-7, 1983 Feb.

Kulaylat MN, Froix A, Karakousis CP : Blood
supply of hemipelvectomy flaps: the anterior flap
hemipelvectomy. Archives of Surgery. 136(7):828-

9

—

10

~—

11)

12

~—’

13)

31, 2001 Jul.

Chretien PA, Sugarbaker PH : Surgical technique
of hemipelvectomy in the lateral position. Surgery.
90(5):900-9, 1981 Nov.

Ross DA, Lohman RF, Kroll SS, Yasko AW, Rabb
GL, Evans GR, Miller MJ : Soft tissue reconstruc-
tion following hemipelvectomy. American Journal
of Surgery. 176(1):25-9, 1998 Jul.

Kuntscher MV, Erdmann D, Homann HH, Steinau
HU, Levin SL, Germann G : The concept of fillet
flaps: classification, indications, and analysis of
their clinical value. Plastic & Reconstructive Sur-
gery. 108(4):885-96, 2001 Sep 15.

Chang DW, Lee JE, Gokaslan ZL, Robb GL :
Closure of hemicorporectomy with bilateral sub-
total thigh flaps. Plastic & Reconstructive Surgery.
105(5):1742-6, 2000 Apr.

Butler CE : Reconstruction of an Extensive Hemi-
pelvectomy Defect Using a Pedicled Upper and Lo-
wer Leg In-Continuity Fillet Flap Plastic & Recon-
structive Surgery. 109(3):1060-5, 2002 Mar.



