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Background Groin wounds occurring after vascular surgical site infection, oncologic resec-
tion, or occasionally orthopedic surgery and trauma may represent a surgical challenge. Re-
construction of these defects by the usual workhorse flaps may be contraindicated following
previous surgery and in patients with lower limb lymphedema or extreme morbidity.
Methods This study included 15 consecutive patients presenting with inguinal wounds after
vascular or general surgery that required debridement and soft tissue coverage. All cases had
absolute or relative contraindications to conventional reconstructive techniques, including a
compromised deep femoral artery network, limb lymphedema, scarring of potential flap har-
vesting sites, or poor overall condition. Abdominal adipocutaneous excess enabled the per-
formance of adipocutaneous advancement flaps in an abdominoplasty-like fashion. Immedi-
ate and long-term outcomes were analyzed.

Results Soft tissue coverage was effective in all cases. Two patients required re-intervention
due to flap-related complications (venous congestion and partial flap necrosis). All patients
fully recovered over a mean + standard deviation follow-up of 2.4+ 1.5 years.

Conclusions Abdominal flaps can be an effective and simple alternative technique for ingui-
nal coverage with reproducible outcomes. In our experience, the main indications are a com-
promised deep femoral artery network and poor thigh tissue quality. Relative contraindica-
tions, such as previous open abdominal surgery, should be considered.
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INTRODUCTION

Wounds in the groin area occurring after vascular surgical site
infection (VSSI), oncologic resection, or occasionally orthope-
dic surgery and trauma may represent a surgical challenge [1].
VSSI alone has a mortality rate reaching 60%, making effective
soft tissue coverage a priority [2,3]. After failure of conservative
treatment with local wound care and/or vacuum-assisted
wound closure, groin wounds may require surgical management
to cover major underlying structures, such as nerves and vessels,
and to protect exposed prosthetic material. Common complica-
tions after reconstructive procedures include delayed healing,
wound dehiscence, and persistence of the infection [4,5]. Stan-
dard reconstruction techniques use myocutaneous, fasciocuta-
neous, or muscular pedicle flaps, all of which commonly rely on
the superficial femoral artery network, as with the sartorius
muscle flap [6], or the deep femoral artery network. Indeed, the
descending branch of the lateral circumflex femoral artery sup-
plies the anterolateral thigh (ALT) flap [7], the rectus femoris
muscle flap [8], and the vastus lateralis muscle flap [9]. The
transverse and medial branches supply the tensor fascia lata flap
and the gracilis muscle flap [10], respectively.

However, previous surgical procedures may limit the recon-
structive options. In VSSI, the jeopardized proximal deep femo-
ral artery network leads to the preferred use of rectus abdominis
(RA) musculocutaneous or muscular flaps based on the supply
from the deep inferior epigastric artery. The sartorius muscle
flap, which is commonly used by vascular surgeons, represents a
suboptimal solution due to its limited bulk [6], as well as its
type IV vascularization; according to Mathes and Nahai [11], it
relies on multiple minor pedicles that may be harmed by de-
bridement. Scar tissue and lymphedema, which are potentially
encountered after vascular access, VSSI, or orthopedic surgery,
may pose issues at the harvest sites of commonly used flaps.
Furthermore, severe comorbidities, such as cardiac failure or
wasting syndrome, are contraindications for complex surgical
procedures. These specific situations require a simple salvage
procedure to promote healing by restoring soft tissue coverage
of the groin area.

Anatomically, the abdominal wall is divided into three areas in
terms of vascular supply, with anastomoses at the borders (Fig.
1). The central abdomen (zone I) is supplied by the superior
epigastric arteries, and the inferior abdomen (zone II) by the
deep and superficial inferior epigastric arteries, the deep and su-
perficial circumflex iliac arteries, and the superficial external pu-
dendal artery. Finally, the intercostal, subcostal, and lumbar seg-
mental arteries supply the peripheral abdomen (zone III) [12].
The caudal excursion of an abdominal adipocutaneous flap
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Fig. 1. lllustration representing abdominal wall vascularization. A
scheme representing abdominal wall vascularization and anastomo-
ses between vascular territories. The venous network is not shown
for purposes of clarity. CFA, circumflex femoral artery; DCIA, indi-
cates deep circumflex iliac artery; DIEA, deep inferior epigastric ar-
tery; EIA, external iliac artery; ICA, intercostal arteries; IMA, internal
mammary artery; LSA, lumbar segmental arteries; SCA, subcostal ar-
teries; SCIA, superficial circumflex iliac artery; SEA, superior epigas-
tric artery; SEPA, superficial external pudendal artery; SIEA, superfi-
cial inferior epigastric artery.

(zone II), similar to what is performed in an abdominoplasty
procedure, guarantees groin coverage in a simple and fast way.
The abdominal adipocutaneous advancement flap has a reliable
vascular supply based on anastomoses among these three areas.
The abdominal adipocutaneous flap technique sacrifices the in-
terior blood supply and therefore indirectly relies on the superi-
or epigastric arteries and the intercostal, subcostal, and lumbar
segmental arteries.

Although previous reports have highlighted the reliability of
abdominal adipocutaneous advancement flaps to reconstruct
inguinal defects after oncologic resection, this has been rarely
tested in case of complex groin defects after vascular surgery or
in cases with infected materials and pressure sores, when stan-
dard techniques are unamenable [ 13,14]. The aim of this report
was to evaluate the adipocutaneous abdominal flap as a salvage
option if the usual groin reconstruction workhorse flaps are un-

available.

METHODS
Study design

We conducted a single-institution retrospective review. All pa-

tients admitted to the plastic surgery unit of a tertiary referral
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hospital between August 2015 and March 2019 who presented
with groin defects were evaluated. In total, 15 patients were in-
cluded. The first inclusion criterion was the presence of a chron-
ic wound requiring debridement and soft tissue coverage by a
flap (e.g., it was impossible to perform skin grafting due to three-
dimensional defects, vessels, or graft exposure). The second
main criterion was a contraindication to perform a standard flap
reconstruction, due to a compromised circumflex femoral artery
network (n=9), lymphedema (n=2) or scarring of the flap har-
vesting site (n=23). A compromised circumflex femoral artery
network was assessed by preoperative Doppler ultrasonography
(e.g, inability to visualize the deep femoral artery or to establish
flow) or after discussion with the consultant vascular surgeon
who had performed the previous operation(s). A final patient
presented relative contraindications for a standard flap recon-
struction procedure (wasting syndrome in an elderly patient),
while still needing a simple soft tissue coverage technique.

The patients presented with complex inguinal defects, as com-
plications following vascular surgery with (n=7) or without
(n=3) prosthetic material (S Omniflow II vascular prosthesis,
Bio Nova International Pty Ltd., North Melbourne, Australia; 1
Gore Propaten Vascular Graft, W. L. Gore and Associates Inc.,
Santa Clara, CA, USA; 2 Silver Graft, Aesculap AG, Tuttlingen,

Table 1. Demographic characteristics
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Germany), prosthetic material infection following general sur-
gery (n=4) (1 DynaMesh-PP light, NBC Meshtec Inc., Tokyo,
Japan; 1 Lubinus SPII, Waldemar LINK GmbH & Co. KG,
Norderstedt, Germany; 1 Versafit CC trio, Medacta Interna-
tional, Castel San Pietro, Switzerland; 1 Natural Knee prosthe-
sis, Zimmer Biomet, Warsaw, Poland) and soft tissue necrosis
following trauma (n=1) (Table 1).

All patients with peripheral artery disease (PAD) were classi-
fied according to the Rutherford classification [15]. Patients’
demographic characteristics and comorbidities are listed in Ta-
ble 1 [16,17]. Informed consent was obtained from all patients,
including approval for photographic documentation. The study
protocol followed the ethical guidelines of the Declaration of
Helsinki (1975).

Surgical technique

Under general anesthesia, all patients underwent extensive de-
bridement and microbiological sampling. An adipocutaneous
flap was raised over the abdominal fascia in a way similar to an
ordinary abdominoplasty procedure (Fig. 2). A deep fat layer
under the superficialis fascia was left intact over the external
oblique muscles when possible, so as to preserve the lymphatic

drainage and prevent seroma [18]. Dissection was pursued in a

NPWT days

Patient Segra)\ge Etiology of inguinal defect Comorbidities Sta%%'gg'gggﬁggﬂ Ctg i prior to (fcljzs)sur gery (kgB]}\r/ITlﬁ)
1 F/74 latrogenic femoral arterio-venous fistula after ~ CKD, DM, HL, HTN, IC, RC Lymphedema 9 40.5
coronarography
2 M/69  ECMO for cardiac failure (LVEF <35%) CKD Compromised CFA network 40 29
3 M/82  Femoro-popliteal bypass for Rutherford 5 PAD  Active smoking, CKD, HL, HTN Compromised CFA network 16 29.3
4 M/64 llio-femoral bypass for Rutherford 5 PAD Active smoking, DM, HL, HTN Compromised CFA network 43 28.7
5 F/55 Infected hip prosthesis after hip replacement - Scarring of potential flap 30 55.9
for osteoarthritis harvest site
6 F/84 Vicryl mesh infection after reconstruction of an  Previous thoracotomy for lumbar Lymphedema 27 231
evisceration (L1) fracture osteosynthesis, HL
7 83/M  Femoral pseudoaneurysm repair HTN, previously operated PAD Compromised CFA network 13 289
Rutherford 5
8 F/65 Aorto-bifemoral bypass after abdominal aorta  Active smoking, CKD, HL, HTN Compromised CFA network 13 27.4
aneurysm repair
9 M/67  Femoro-popliteal bypass for Rutherford 5 PAD  Cardiac failure (LVEF <35%), DM, ~ Compromised CFA network 23 37.2
CKD, HL, HTN
10 F/81 Hip prosthesis for osteoarthritis DM, HTN Scarring of harvest site 12 37.9
11 F/86 Posttraumatic anterior superior iliac spine AF, HTN Poor overall condition 15.6
pressure sore
12 M/74  Femoro-popliteal bypass for Rutherford 5 PAD  Active smoking, HL, HTN Compromised CFA network 34
13 M/62  Necrotizing fasciitis after knee prosthesis Cardiac failure (LVEF < 35%), Scarring of harvest site 34 37
HTN, CRF
14 F/58 Aorto-bifemoral bypass for Rutherford 3 PAD  Active smoking, HL, HTN Compromised CFA network 120 25
15 F/67 llio-femoral bypass for Rutherford 6 PAD Active smoking, DM, CKD, HL, HTN ~ Compromised CFA network 10 32

NPWT, negative-pressure wound therapy; BMI, body mass index; F, female; M, male; ECMO, extracorporeal membrane oxygenation; LVEF, left ventricular ejection fraction; PAD,
peripheral arterial disease; CKD, chronic kidney disease; DM, diabetes mellitus; HL, hyperlipidemia; HTN, arterial hypertension; IC, ischemic cardiopathy; RC, rhythmic

cardiopathy; AF, atrial fibrillation; CRF, chronic renal failure; CFA, circumflex femoral artery.

397



Schaffer Cetal. Abdominal flaps to cover groin defects

classical abdominoplasty fashion, without umbilical transposi-
tion, as allowed by abdominal laxity. After bilateral undermin-
ing, the adipocutaneous excess was tailored to provide effective
coverage of the defect, while it was resected on the contralateral
side. The distal edge of the flap was cut until sufficient arterial
bleeding was achieved. If needed, the distal flap could be de-epi-
thelized and fixed caudally to avoid shearing forces and improve
stability [19]. In patients with preoperative lymphatic leakage
and significant lymphorrhea, patent blue dye was injected in the
dermis in the intermetatarsal space and along the great saphe-
nous vein pathway to locate lymphatic leaks, which were sealed
by sutures (Prolene 4.0, Ethicon Inc., Somerville, NJ, USA). Af-
ter hemostasis and placement of two BLAKE drains (Ethicon
Inc.), quilting sutures (Vicryl 1 and 2.0, Ethicon Inc.) were used
to reduce tension on the skin edges and to minimize dead space
(Fig. 3). The drains were removed with an output of less than
40 mL in 24 hours and after initiation of mobilization. Postop-
eratively, antibiotic treatment was adapted to antibiotic resis-
tance testing, based on intraoperative microbiological samples.
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Fig. 2. lllustrations and photographs
showing abdominal flap design. (A) The
flap was designed from the left to the
right anterior superior iliac spine (dashed
line). The undermining (yellow area) ex-
tended below the umbilicus (yellow line),
in order to cover the defect (red area). (B)
Coverage of the defect was complete after
closure (blue line). (C) Vascular surgical site
exposure following unsuccessful vacuum
therapy required debridement and cover-
age with an abdominal advancement flap.
(D) A photograph showing the immediate
postoperative result.

Fig. 3. Intraoperative and early postopera-
tive pictures. (A) A photograph showing
the exposed femoral vessels after debride-
ment, the raised flap, and quilting sutures.
(B) A photograph showing early postoper-
ative defect closure.

Intravenous antibiotics were shifted to oral antibiotics after
wound healing for a total of 2 weeks, or were prolonged for 3

months in cases of chronic graft infection [20].

Postoperative management
The flaps were monitored four times a day during the first 48
hours regarding color, temperature, and capillary refill, with par-
ticular attention to venous congestion. Subsequently, checks
were performed twice daily. During the first 57 postoperative
days (PODs), we recommended strict bed rest, allowing 30°
flexion of the hip. Starting in the second postoperative week, pa-
tients initiated mobilization with a physiotherapist.
Postoperative complications were systematically recorded and
graded according to the previous literature (Tables 2, 3). Major
flap-related complications included partial or total full-thickness
flap necrosis (due to venous congestion or arterial insufficiency)
and major wound dehiscence (more than one-third of the inci-
sion length) requiring surgical re-intervention. Minor complica-
tions encompassed minor wound dehiscence (less than one-
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Table 2. Clinical outcomes of the patients
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Fig. 4. Abdominal flap coverage with
complications and management. (A) A
photograph showing a right inguinal de-
fect before debridement, following unsuc-
cessful vacuum therapy. (B) Further de-
bridement exposing the vascular synthetic
graft with atonic and hypoperfused tis-
sues. (C) Postoperative distal flap necrosis.
(D) Despite flap debridement, the synthetic
vascular graft was covered by sufficient
tissue to allow a split-thickness skin graft,
and provided effective coverage of the
underlying structures at a 3-month fol-
low-up.

patint gt oy, me e Fep outcame Nowfaproated b e MR Folowup
widthxlength)  (min)  (day) complications day)  (day M0
1 80 (8 10) 121 14 Favorable - 17 17 43
168 (12 X 14) 110 12 \enous congestion requiring - 14 83? 30
debridement and flap advancement
3 56 (7% 8) 115 25 Favorable - 23 27 79
4 80 (8 X 10) 110 9 Delayed wound healing = 40 20 44
5 120 (10X 12) 60 13 Favorable - 16 15 46
6 48 (6 % 8) 104 1 Favorable - 20 14 46
7 1179 %13 173 16 Favorable Hematoma drained surgically 20 57 38
8 72 (8%9) 70 10 Favorable - 14 28 38
9 192 (12 X 16) 240 27 Distal flap necrosis (< 1/3) due to - 89 131 38
arterio-venous insufficiency
requiring debridement, flap
advancement and STSG
10 168 (12 X 14) 7 11 Favorable - 15 12 35
11 60 (6 10) 97 8 Favorable - 15 21 50
12 110 (10X 11) 108 12 Favorable - 21 23 36
13 300 (15 % 20) 286 5 Favorable 21 24
14 60 (6 X 10) 114 7 Favorable Neuropathic pain (lateral 10 9
femoro-cutaneous nerve)
15 60 (6 10) 122 16 Favorable - 21 25 5
Mean 113 127 12 24 34 30
SD 70 62 7 19 34 18
Median 95 112 12 17 24 37

STSG, split-thickness skin graft; SD, standard deviation.
IHospital stay including prolonged stay after complete wound healing due to non-surgical comorbidities; "Cardiac-related death at 3 months postoperatively; “Death due to
non-surgical comorbidities at 7 months postoperatively.

third of the incision length) healed by secondary intention, as

well as superficial flap necrosis treated by minimal debridement

and skin graft or local flap advancement. Surgical site infection,
delayed wound healing, recurrence of lymphatic leakage, hema-

Statistical analysis
Patients’ characteristics such as age, body mass index, defect

toma, and seroma were recorded when present.
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Table 3. Classification of complications
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Minor complications

Major complications

Flap-related Delayed wound healing (< 1/3 of incision length)

Non-flap-related Hematoma requiring surgical drainage

Full-thickness distal flap necrosis (< 1/3 of the incision length) requiring debridement,
flap re-advancement, and a split-thickness skin graft Progressive venous congestion
requiring re-intervention

size, operative time, drainage duration, time to healing, length of
hospital stay, and length of follow-up were statistically analyzed
(GraphPad Prism 5.0; GraphPad Software, San Diego, CA,
USA). For each patient, we calculated the mean, the standard
deviation (SD), and the range. Unless otherwise noted, average

values are presented as mean + SD.

RESULTS

Patients’ characteristics

The study population was in overall poor condition, as 12 of 15
patients (80%) had hypertension, 10 of 15 (67%) had contami-
nated or infected prosthetic material, seven of 15 (47%) had
PAD, five of 15 (33%) had diabetes, seven of 15 (47%) had
chronic renal failure, and six of 15 (40%) were current smokers
(Table 1). In addition, 13 of 15 patients (87%) were overweight,
exhibiting moderate to severe abdominal adipocutaneous ex-
cess. In 13 of the 15 patients, negative-pressure wound therapy
(NPWT) was used as a bridge technique before referral to our
department (average of NPWT days, 30; median of NPWT
days, 23). The mean body mass index was 32.1 £ 9.2 kg/m” and
nine of 15 patients (60%) had hypercholesterolemia, although
12 of 15 patients (80%) had a preoperative serum albumin level
<30 g/L. Details on the vascular procedures and PAD stages

are summarized in Table 1.

Flap characteristics and operative time

The mean surface area of the defects after debridement was
113469 cm® (range, 48-300 cm”). The mean operative time
was 127+ 62 minutes (range, 60-286 minutes). The mean du-
ration of drainage after the operation was 12+ 7 days (range,
1-27 days) (Table 2).

Outcomes and complications

We evaluated long-term outcomes with a mean follow-up of
2.4+ 1.5 years. Soft tissue coverage was effective in all cases. Pa-
tients 1,3, 5,6, 8,10, 11, 12, 13, 14, and 15 healed uneventfully.
Patient 4 experienced delayed wound healing due to a minor
flap-related complication, but the wound healed with local
wound care. Patient 7 developed a hematoma on POD 1, which

was a flap-unrelated complication due to early therapeutic hepa-
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rinization. The hematoma required surgical drainage, but then
healed uneventfully.

Patients 2 and 9 developed major flap-related complications.
Patient 2, an elderly patient with severe cachexia and overall very
poor condition, developed progressive venous congestion due
to non-compliance with the positioning guidelines, and thus re-
quired surgical intervention (debridement of devitalized tissues
and flap advancement) on POD 29, allowing uneventful wound
healing. The patient’s hospital stay was prolonged due to cardiac
and neurological comorbidities, ultimately leading to premature
death at 3 months postoperatively. Patient 9, who initially pre-
sented with the second most extensive inguinal defect (192
cm®) and severe comorbidities (preoperative left ventricle ejec-
tion fraction of 23%, PAD, hypertension, diabetes mellitus,
chronic kidney disease, preoperative serum albumin <30 mg/L,
body mass index of 37 kg/m’, chronic inguinal lymphatic leak),
developed full-thickness distal flap necrosis (Fig. 4). This com-
plication required further debridement, flap re-advancement, re-
obliteration of lymphatic leaks, and a split-thickness skin graft
for coverage of the caudal part of the defect on POD 20.

The mean duration of wound drainage was 12 £ 7 days. All pa-
tients eventually fully recovered with a time to complete healing
of 24 + 19 days, considering the total healing time if a second sur-
gical intervention was warranted during the same hospital stay.

The mean length of stay at the hospital was 34+ 34 days. All
patients showed favorable outcomes with no wound breakdown
or recurrence at a 6-month follow-up, except for patient 2, as
discussed above. Patient 3 died 7 months postoperatively due to
massive ear, nose, and throat bleeding while on anticoagulation
therapy.

DISCUSSION

The current literature on reconstructive procedures after the
failure of conservative treatment of VSSI contains heteroge-
neous data [21]. LoGiudice et al. [7] recently reported an over-
all complication rate of 30%—-40% after VSSI or oncologic pro-
cedures in the groin area, requiring extensive debridement and
coverage with ALT or RA flaps. Schutzer et al. [22] observed a
mortality rate of 22% within a year after VSSI coverage with a
sartorius muscle flap. A recent literature review reported that
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groin defects after vascular surgery were covered with muscle
flaps in 95% of cases. Complications included infection in 14%
of cases, seroma in 7.5%, delayed healing or flap dehiscence in
40.8%, and an overall re-intervention rate of 20%. These find-
ings are consistent with our results [1].

Our data include three cases of re-intervention (20%), only two
of which were due to flap-related complications (15%), present-
ing as distal flap necrosis due to venous congestion and flap arte-
rial insufficiency (Table 3). Thus, although a larger cohort would
have enabled a statistical analysis with greater power, these find-
ings essentially correspond to the recently reported re-interven-
tion rate of 30% after coverage of a VSSI in the groin area with a
sartorius muscle flap. No complications occurred in our series in
patients who underwent reconstruction after orthopedic pros-
thetic material infection or trauma, which is most probably due
to a lower prevalence of comorbidities and smaller defects (range,
48-168 cm’) than those of the vascular patients (range, 56-192
cm?). This aligns with the possible correlation between the size
of the soft tissue defect and the risk of postoperative complica-
tions. Even though defects associated with VSSI are usually limit-
ed in size, the cases in our study involved moderate-sized defects
after debridement [4]. The extensive intraoperative undermining
required to raise the abdominoplasty-like flap, as well as the strict
supine position observed for S days postoperatively, probably
contributed to the long drainage time recorded (> 10 days).

All flaps in our cohort survived and the wounds healed within
40 days (mean, 25 * 6 days; median, 17 days), except for one pa-
tient who healed within 89 days. When data from the latter pa-
tient were excluded from statistical analysis, the adjusted mean
healing time (24 * 19 days) approached the global median value
of 17 days. In the recent literature, LoGiudice et al. [ 7] observed
mean times to healing of 42 days and 60 days using ALT and
RA flaps, respectively, to cover groin defects following VSSI or
oncologic procedures. Although our complication and re-inter-
vention rates, along with the time to complete healing and the
length of hospital stay, may appear high compared to other re-
ports of flap surgery, the high prevalence of comorbidities
among the patients in this study must be considered. In this co-
hort, 80% of the patients demonstrated a preoperative level of
serum albumin <30 g/L, which is a surrogate marker of their
nutritional status and a confirmed risk factor for postoperative
complications [17]. Even after complete healing, the hospital
stay was often extended to allow full rehabilitation of these pa-
tients with multiple comorbidities before reintegration into so-
ciety or transfer to supportive care facilities.

Importantly, although 73% of the patients included in this
study presented exposed and contaminated synthetic vascular

grafts, hip prostheses, or non-absorbable abdominal meshes,
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none developed postoperative wound breakdown fistulas or graft
anastomosis leakage. This confirms the effectiveness of this par-
ticular flap coverage technique, with the synergistic effect of vas-
cularized tissue and selective antibiotic therapy to control chron-
ic wound infections. In patients suffering from severe PAD
(47%), predominantly affecting arteries in the lower limb, the
use of an abdominal flap ensured reliable vascularization [23].
This method can be considered effective and reliable, with com-
plete healing and satisfactory functional results achieved in all pa-
tients.

In this cohort, NPWT was mainly applied by other depart-
ments before referral, as a bridge therapy or for wound precon-
ditioning. Prolonged NPWT garments may promote the pres-
ence of the chronic bacterial load, and thus the duration of the
NPWT bridge therapy should be shortened in order to lower
the risk of a secondary and polymicrobial wound infection [24].
As a general rule, in cases of non-successful NPWT therapy, we
would suggest that flap coverage should not be delayed for over
2 weeks, especially in the presence of an exposed synthetic graft.

In our experience, the main indications for adipocutaneous
abdominal flaps in groin reconstruction are failure of conserva-
tive treatment in the setting of a compromised deep femoral ar-
tery network, which can jeopardize the vascularization of the
usual flaps based on the circumflex femoral artery, and poor
thigh tissue quality caused by scarring or edema in patients with
severe comorbidities. This procedure could be performed under
spinal anesthesia without discomfort, which is pertinent for pa-
tients with contraindications to general anesthesia. The main re-
quirements for an effective reconstruction are sufficient abdom-
inal laxity and radical debridement. However, previous open ab-
dominal surgery, hernias, and bulky abdomens with wall insta-
bility may contraindicate this option. Non-cooperative patients
may not benefit from this technique, since the above-mentioned
postoperative positioning guidelines are essential to allow
wound healing and prevent complications. Morbidly obese pa-
tients require careful evaluation, as an oversized flap may favor
venous congestion. This technique could also potentially be ap-
plicable in cases of tumor-related wound healing disorders in the
groin region (e.g,, after urological resection or lymphadenecto-
my), extending its indications, even if its applicability in such
scenarios would require further clinical evaluation.

The low absolute number of patients included in the study,
due to the restricted target population, prevented us from fully
elucidating the complications of this technique through a prop-
er statistical analysis; nonetheless, the strict patient inclusion
criteria, the analysis of a prospectively maintained database, and
the homogeneous comorbidities of the patients enabled consis-

tent results to be obtained. Although a direct comparison with
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workhorse thigh flaps is missing, this technique represents a
surgical option when standard flaps pathways are not available,
providing a rescue reconstructive procedure for groin wound
coverage in a population prone to complications. Although this
method is technically simple, experience and care are required
when placing the flap; it should provide protection to vascular
structures without tension to guarantee a vascular supply to hy-
poxic and poorly perfused tissues.

Abdominal adipocutaneous flaps may be a useful and simple
solution for inguinal coverage, with reproducible outcomes,
when applied to selected cases to cover moderate defects in the

groin area.
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