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Introduction

 Pelvic pressure injuries (PIs) represent one of the most severe
outcomes of chronic immobility and tissue ischemia.

» Sacral and ischial Pls have been associated with substantial
morbidity, hospitalization, and financial burdens on healthcare
systems.

* Flap reconstruction is considered the definitive procedure for
achieving durable closure, particularly after failure of
conservative therapy.

» However, complication rates remain above 50%, and
recurrence rates range from 20-40% (1,2).

* Avrecent study on pelvic reconstruction showed that failure of
flaps ranged from 65-80%, highlighting the complexity of this
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Initial Wound, Pressure Re-injury, and
Postoperative Course

Key Pearls

* Pelvic Pls are a significantly morbid
condition with a >50% complication rate
and 20-40% recurrence rate.

* Adherence to a post-PI protocol and
early recognition of failure is imperative
for tflap success.

patient population (3). * With our team-based protocol, the flap
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wound care team and was found to have sustained a pressure re-

injury to the sacral flap.

She was transferred from the long-term acute care (LTAC)

facility to the hospital to undergo a diverting ostomy per patient
request for hygienic purposes, followed by sharp excision of the
necrotic skin edge, sacral flap reconstruction, and secondary
layered complex closure. The patient tolerated the procedure well
and returned to the LTAC facility, where she continued to heal as
expected.

We developed a comprehensive, multidisciplinary protocol to
standardize perioperative management of pelvic PIs.
Preoperative optimization included glycemic control,
cardiovascular risk stratification, nicotine cessation, nutritional
assessment with targeted supplementation, and comprehensive
infection evaluation.

Postoperatively, patients were transferred using strict offloading
techniques to a long-term acute care facility, where they received
pressure redistribution on an air-fluidized bed, incisional negative
pressure wound therapy, a staged sitting protocol, and adjunct
monitoring with infrared thermography.
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Postop Care

Preoperative Evaluation

HbA1c optimization

Prealbumin >20 and albumin >3

Cessation of nicotine products

Pelvic imaging to evaluate for osteomyelitis,
consult orthopedic or gynecologic surgery as
needed

Insurance coverage is ensured to cover
procedure and postop care

Team-Based Pressure Flap Protocol

Perioperative Care

- Patient is admitted by internal medicine

- Infectious disease is consulted
- Wound care team

- Air-fluidized sand bed is ordered and

available at time of surgery

- Nurses are educated on emergency protocol

for bed malfunction
- Plastics and reconstructive sur

gery evaluates

the patient preoperatively, performs the
surgery, and follows up with the patient in

outpatient setting

Postoperative Protocol

Interfacility transfer protocol using pink foam
system

Biweekly televisit communication with operating
surgeon

Specialized care at LTAC facility

Progressive sitting protocol
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