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DESCRIPTION

A 62-year-old African American man is a T12 paraplegic since the age
of 27. He has had recurring pressure ulcers for approximately 30 years,
with the present ulcer in his right gluteal region having been present for
4 months. He has experienced increased pain and subsequent drainage
over the past month.
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QUESTIONS

1. What is the diagnosis?

2. What are the considerations for ischial defect reconstruction?

3. What are the flap options for reconstruction?
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DISCUSSION

A biopsy of the tissues showed evidence of a superficially invasive, well-
differentiated squamous cell carcinoma in both ulcers. The term for carcinoma
arising in a chronic wound is Marjolin ulcer, but it is also applied to carcinoma
arising in burn scars. The malignant transformation usually occurs between
25 and 30 years following the onset of the chronic wound or burn scar, but
it can occur within as short as 2 years. Pressure sores are the results of
unrelieved pressure over a bony prominence, and are common to hospitalized
patients, long-term care patients, quadriplegics, and paraplegics. Recurrent
pressure sores and or ulcers are the chronic wounds capable of malignant
transformation. The most common type of carcinoma seen in a Marjolin
ulcer is squamous cell carcinoma, followed by basal cell carcinoma. While a
review of the literature revealed bilateral occurrence elsewhere, there was no
reported case of bilateral Marjolin ulcers over the ischial tuberosities. When
compared with Marjolin ulcers arising from burn scars, those arising from
chronic wounds have been shown to be more aggressive and have an almost
doubled metastatic rate. The 2-year survival rate is between 66% and 80%.
Debridement and wide surgical excision with clear margins are indicated
while prophylactic lymph node dissection is not.

The surgical option following wide resection of the Marjolin ulcer located
over the ischium, or debridement in nonmalignant pressure ulcers, is an is-
chial defect reconstruction. This procedure provides well-vascularized and
padded tissue over the bony prominence through the use of musculocutaneous
or fasciocutaneus flaps. It is important to mention that regardless of treat-
ment method, the recurrence rate of pressure sores is between 50% and 75%.
Therefore, the choice of a flap and reconstruction should make every attempt
to not preclude the use of other flaps in the future. The choice of flap will also
depend on the amount of tissue removed during debridement, the ambulatory
status of the patient, and the quality of skin in the surrounding area.

One flap frequently used is a musculocutaneous flap, the inferior gluteus
maximus flap, which has as its blood supply the inferior gluteal artery. This
flap is medially rotated to cover the ischium and has the advantages of pro-
viding ample padding and allowing for the construction of other flaps in the
future. One of which is based on the descending branch of the inferior gluteal
artery, the posterior thigh or inferior gluteal thigh flap. This is a fasciocuta-
neous flap that although does not have the bulk of a musculocutaneous flap but
is very successful and well suited for ambulatory patients. Other musculocuta-
neous flaps include those based on the semitendinosus, semimembranosus, or
biceps femoris so long as the muscle can be advanced far enough. These flaps
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are constructed in a V-Y pattern and are good sources of padding but tend to be
closed under tension and as such can dehisce. Other flaps include gracilis, rec-
tus abdominus, tensor fascia lata, and anterior thigh flaps. The choice of flaps
is ultimately patient specific and may require the use of a combination of flaps.
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Figure 1. Following wide resection of Marjolin ulcers.

Figure 2. Semitendinosus flap.
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Figure 3. Reconstruction showing flap closure and skin graft.
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