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INTRODUCTION
Lower extremity trauma can have a devastating effect 

on the quality of the life of patients. Lower limb ampu-
tations (LLAs) have functional, psychological, social, and 
economic implications for the patient and their family.1,2 
Although the decision to perform a limb amputation 
rather than attempt limb salvage is largely dependent on 
the extent of the vascular, soft tissue, and bone injury,3 in 
sub-Saharan Africa, additional factors that may militate 
against patients and families consenting for amputation 
include a lack of adequate information, fear of complete 

loss of independence, and the associated loss of economic 
productivity.4,5 In many parts of Africa, family members 
often have to be consulted before patients can consent to 
the procedure.4,6 To avoid limb amputation and its asso-
ciated social stigma, many patients spend years undergo-
ing multiple costly procedures, with prolonged hospital 
stays, all the while hoping for an elusive limb salvage.4,5 
Multiple attempts at limb salvage are also reported from 
high-income settings.7 Such patients may ultimately 
become physically inactive, and even wheelchair-bound, 
whereas those who elect to undergo primary amputa-
tion may return much earlier to independent ambula-
tion with a prosthesis and a productive life.8,9 Although 
amputation remains a last resort for many patients and 
their surgical providers, the quality of life and pain control 
are improved in amputees who recognize the value of the 
procedure and accept their outcomes, leading to an early 
return to active lives.2,4,8

The primary aim of LLA is to enable patients to attain 
the best quality of life, along with the avoidance of repeated 
future hospitalizations for the management of limb com-
plications.10 An important consideration in LLA is the 
stump length; people with LLA experience higher energy 
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requirements for walking, reduced aerobic capacity, and 
slower walking speeds, when compared with people with 
normal limbs.11 The more proximal the amputation, the 
greater the extent of gait morbidity and energy expendi-
ture: above-knee amputation (AKA) patients exert 65% 
more energy to walk at half the speed of nonamputees.12–16 
Therefore, every effort should be made to perform LLA at 
the lowest functional level possible, ie below-knee amputa-
tion (BKA). A BKA, because it preserves the knee joint, 
is functionally superior to an AKA. People with AKA are 
more likely to be nonambulatory after a year. Additionally, 
AKA is associated with significantly higher postoperative 
mortality rates than BKA.17–21

In patients undergoing LLA, who have insufficient soft 
tissue coverage of the injured limb, “spare parts” surgery 
may help transform an imminent AKA into a BKA.22–25 
Spare parts surgery uses undamaged tissue from otherwise 
nonsalvageable or amputated limbs in the reconstruction 
of complex tissue defects, with the added benefit of no 
associated donor site morbidity.25 While most are reported 
as a strategy in acute trauma, spare parts surgery may also 
be used electively to reconstruct a functional knee in a 
limb that was previously unusable.26

In lower limb reconstruction, the foot is often distal 
to the site of injury/morbidity and remains well-perfused 
and sensate, and therefore, it serves as an excellent source 
of soft tissue, a “spare part,” for a foot fillet flap.27 The 
foot fillet flap achieves the main aims of amputation, as 
it provides a sensate, durable soft tissue cover that maxi-
mizes stump length.22–29 Foot fillet flaps are axial-pattern 
flaps that can be used for composite tissue transfer either 
as pedicled or free flaps.25 Pedicled flaps may be based on 
the posterior or anterior tibial neurovascular bundles, or 
both.27 Unlike flaps from other donor sites, foot fillet flaps 
have been shown to offer a true protective sensation.22,25 A 
sensory flap provides longer-term flap viability, increased 
prosthesis compliance, and reduced susceptibility to pres-
sure wounds.28,30 Additionally, skin from the sole is espe-
cially suited for weight bearing, as it efficiently absorbs 
shear forces.26,29

The authors describe their experience with a series 
of five patients managed with the foot fillet flap, so as to 
avoid an AKA.

METHODS
Ethical approval for this study was given by the institu-

tional ethics review board.
Between 2012 and 2023, five patients underwent BKAs 

with a nonislanded foot fillet flap reconstruction of the 
BKA stump. Patient demographics, clinical presentation, 
and outcomes at the last clinic visits are presented in 
Table 1. Three of the five patients presented at different 
stages after having experienced road traffic accidents; one 
patient had sustained burn injuries as a child, whereas the 
cause of injury was unknown in the fifth patient.

All patients except patient 2 had their BKAs recon-
structed with a pedicled foot fillet flap as a salvage pro-
cedure after having undergone previous interventions. 
The indication for amputation was uncontrolled infection 

following trauma in patients 1 and 5, whereas patients 2, 3, 
and 4 each had a nonfunctional leg that lacked adequate 
mobility, strength, and length.

Authors’ Surgical Technique
With the patient under spinal anesthesia, the limb is 

cleaned, draped, and then elevated for at least 5 minutes 
before application of a tourniquet. This empties the limb 
vasculature of blood, but leaves sufficient intravascular 
blood for ease of vessel identification during dissection, 
allowing the preservation of the neurovascular bundle(s), 
and careful hemostasis. If the tibia is not already exposed 
by trauma, a longitudinal incision on the skin is made 
from the determined level of tibial transection (between 
12 and 18 cm below the tibial tubercle) to the dorsum of 
the second toe, down to bone. (Figs. 1 and 2) The tibia is 
transected at the level of the amputation, and dissected 
free of soft tissue circumferentially distally to the ankle 
joint. The fibula is then exposed, transected at least 3 cm 
proximal to the tibia, and similarly dissected free, distally 
to the ankle joint. In the foot, the calcaneus is dissected 
free after the rest of the foot skeleton has been excised. 
Depending on the amount of desired tissue, the soft tissue 
of the toes are retained in the foot (Figs. 3 and 4). The 
anterior leg compartment is resected, and the anterior 
tibial vessels ligated proximally. The lateral leg compart-
ment is similarly resected, while preserving the uninjured, 
the peroneal vessels. If the remaining soft tissue can cover 
the BKA stump adequately, then the stump is fashioned. 
Additional on-table muscle-debulking is performed until 
desired stump bulk and coverage is achieved, always tak-
ing care to preserve tissue directly adjacent to the neu-
rovascular bundles. The posterior tibial vessels and tibial 
nerve are the mainstay of the flap, and the posterior com-
partment muscles, especially the gastrocnemii muscles, 
are not debulked, so as not to imperil blood supply to 
any overlying skin. These muscles effectively protect the 
neurovascular bundles from compression and kinking, an 
issue that would be of concern in island foot fillet flaps. 
(Fig. 4) All the patients in this series had sustained exten-
sive skin cover loss, with or without loss of muscle bulk 
(Fig. 2); the gastrocnemii muscles provided important tis-
sue for the coverage of the salvaged stump. All the skin 
on the flaps was used to cover the stump. (Figs. 4 and 5) 
None of the patients followed up so far has required stump 

Takeaways
Question: What is the foot fillet flap, and what are the 
potential indications for its use in a low-resource setting?

Findings: The pedicled foot fillet flap is a versatile tool that 
helps transform imminent above-knee amputations into 
below-knee amputations, with minimal complications.

Meaning: The pedicled nonislanded foot fillet flap is espe-
cially useful for surgeons in LMICs because it is associated 
with fewer complications and permits salvage of the knee 
joint, thereby improving amputee mobility with prosthesis 
in an otherwise difficult-to-navigate built environment for 
the nonbipedal individual.
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debulking. Additionally, we ensure that the stump base is 
covered with healthy and durable integument, even when 
the plantar skin does not form the most distal part of the 
stump (Fig. 5). The tourniquet is then deflated to confirm 
hemostasis and flap viability, following which the flap is 
inset. The foot fillet flaps of patients 1–4 were perfused 
by the posterior tibial and peroneal vessels, while that of 
patient 5 was perfused by the posterior tibial vessels only, 

as the peroneal artery had been injured during the acci-
dent. Areas of the stump with no skin are skin grafted as 
needed. A typical foot fillet flap takes approximately four 
hours with blood loss of approximately 100 mL, as most of 
the procedure is performed under a torniquet; above- or 
through-knee amputations, on the other hand, take less 
than 2 hours, with blood loss of less than 50 mL.

In general, sutures and skin staples are removed at the 
end of postoperative week 2, and the stump is splinted 
in extension for the first 3 weeks. Once the wounds have 
healed, the stump is dressed with a compression stocking 
to aid the development of a firm, well-rounded stump, 

Fig. 1. The dotted black line depicts site of tibial transection (trans-
verse line) and skin incision (longitudinal line) for a planned foot 
fillet flap procedure.

Fig. 2. Patient 5 had an extensive skin flap avulsion and wound 
infection that affected his knee. (Note that none of the patients had 
a complete skin envelope).
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in preparation for prosthesis fitting. The patients begin 
range of motion exercises after week 3, with night splint-
ing for another six weeks, after which night splinting is dis-
continued. Patients wait for six months between surgery 
and prosthesis fitting by the orthotists.

RESULTS
Table 1 provides an overview of the demographics and 

outcomes of the five patients in this series, and Figures 2, 4 

and 5 are the preoperative and postoperative photographs 
of patient 5; these depict the surgical steps in performing 
a foot fillet flap procedure. Patient 2 experienced phan-
tom pain, whereas patient 5 had lateral knee instability 
because of a destroyed lateral collateral ligament, and is 
awaiting reconstruction by the orthopedic team (Fig. 5). 
No other major morbidity or complication was reported 
by patients in this series. Patient 5, who of the patients in 
this series presented the most acutely, had the longest hos-
pital stay, as patient-requested limb salvage attempts were 

Fig. 3. Figure depicting foot fillet flap preparation: the black con-
tinuous line (green arrow) shows the line along which tissue is 
resected, including the anterior and lateral leg compartments. The 
posterior compartment (light blue arrow) is debulked on table, as 
needed, to avoid the need for future stump debulking.

Fig. 4. Patient 5, nonislanded foot fillet flap ready for stump 
reconstruction.
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made before the BKA. He wanted limb salvage at any cost, 
despite counseling that this would not be possible, given 
the extensive trauma, muscle loss, and ongoing infection. 
It is anticipated, however, that he will develop early knee 
arthritis because of the initial fulminant septic arthritis.

On follow-up, knee joint range of motion and stump 
sensitivity were inconsistently recorded, and are reported 
in Table 1. Prosthesis fitting was done at 6 and 5 months 
after surgery for patients 1 and 3, respectively. Patients 2 
and 4 were lost to follow-up, and data on their prosthesis 
uptake and long-term functional outcomes are not avail-
able, but their early postoperative results were favorable. 
Patient 5 is awaiting stump maturation and lateral collat-
eral ligament reconstruction before prosthetic fitting.

DISCUSSION
Foot fillet flaps can be successfully used to reconstruct 

tibial amputation stumps, and thereby avoid AKAs, with 
minimal complications, as demonstrated in this patient 
series.31,32 The case mix in this series demonstrates the 
versatility of the pedicled foot fillet flap in addressing 
the different complications of lower extremity injury that 
may result in an unusable limb. In the three elective cases 
(patients 1, 2, and 4), the injured leg was a burden, and 
the BKA enabled bipedal ambulation.

The utility of this technique is especially valuable in 
low-resource settings where the built environment may 
be unfriendly to nonbipedal ambulation, and there is an 
urgent need for a return to economic productivity.33,34 
The relative ease of access to free prostheses for below-
knee amputees in Kenya means that these patients can all 
receive prostheses upon stump maturity.35

The primary goal of the reconstruction of complex 
lower limb defects is the attainment of skeletal stability, a 
stable wound cover, plantar sensation, and painless weight 
bearing. Successful lower extremity reconstruction does 
not always mean leg and foot preservation at all costs, but 
rather the attainment of optimal functional outcomes and 
avoidance of long-term problems. Unfortunately, because 
there are no algorithms that accurately predict what limbs 
can or cannot be salvaged,36 patients and their doctors 
may spend years fruitlessly pursuing limb salvage.

The pedicled foot fillet flap is suited for patients in 
whom there is insufficient soft tissue and skin to provide 
stump coverage following a BKA. In such cases, achieving 
typical stump cover would not be feasible without having 
to shorten tibial length, or resorting to a through-knee 
amputation, with loss of knee function. The use of spare 
parts surgery, which employs a foot fillet flap, has been 
used to provide additional soft tissue cover to ensure 
the BKA stump is of adequate length, thereby maintain-
ing knee joint function, and enhancing mobility.25,28,37 
While the majority of foot fillet flaps reported in litera-
ture have been used following LLA, they have also been 
used in a variety of other settings, including oncologic 
reconstruction.38

Foot fillet flaps by definition are composite axial 
flaps that may provide skin, muscle, fascia, and bone, as 
needed.25 These flaps may be pedicled or free, islanded 

or nonislanded, and may incorporate bone, muscle, or 
skin, as required to reconstruct the defect. Foot fillet flaps 
may be based on the anterior tibial artery, posterior tibial 
artery, or both.24,25,29,38

All patients in this series received a pedicled myocuta-
neous nonislanded foot fillet flap based on the posterior 
tibial vessels. In the five patients, all the available skin on 
the fillet flap was to provide adequate stump integument 
cover. A few patients required additional skin grafts to 
cover the remaining open wounds. Patient 5 had a con-
comitant right mangled upper extremity, which made 
knee salvage a critical component of his care to enable 
him to ambulate independently without a walking aid in 
the long term.

Free foot fillet and islanded pedicled foot fillet flaps 
entail dissection of the vascular pedicle. Blood vessels 
are at risk of injury during such dissections in inflamed 
wounds, making anastomoses difficult in free foot fil-
let flaps.39 A variety of other free tissue flaps have been 
described to cover the BKA stump for length preservation, 
including latissimus dorsi, rectus abdominis, scapular, and 
groin flaps.22,40 These, however, entail the use of an addi-
tional flap donor site, a disadvantage obviated by the use 
of spare parts in foot fillet flaps.

Important potential complications of the islanded foot 
fillet flap include flap venous insufficiency and problems 
associated with pedicle redundancy such as pedicle kink-
ing during flap inset and compression of the coiled ped-
icle in the stump pocket. The nonislanded pedicled foot 
fillet flap avoids neurovascular pedicle dissection and vas-
cular anastomosis with their associated potential compli-
cations, giving this flap a much higher safety profile. Flap 
bulkiness is the main disadvantage of this flap, and flap 
debulking may be needed as a secondary procedure.37,39 
The senior author, while avoiding vessel dissection, per-
forms muscle-debulking as primary as possible, without 
endangering skin perfusion.

The avoidance of microvascular anastomoses is the 
pedicled foot fillet flap’s primary benefit over a free foot 
fillet flap or other free flaps for surgeons in many LMIC set-
tings, where access to the financing, tools, or training nec-
essary to support independent microsurgical practice may 
be limited.41 The use of foot fillet flaps has been reported 
to reduce the likelihood of phantom limb pain; only one 
patient in our series reported phantom limb pain.16

CONCLUSIONS
The pedicled nonislanded foot fillet flap, using the 

spare parts principle, can be oncological to cover and 
lengthen BKA stumps, and therefore avoid AKAs. AKAs 
are associated with reduced functionality, more gait mor-
bidity, increased energy expenditure, longer prosthesis 
fitting times, and more overall mortality when compared 
with BKAs. The pedicled nonislanded foot fillet flap is 
especially useful for surgeons in LMICs because it is asso-
ciated with fewer complications and permits salvage of the 
knee joint, thereby improving amputee mobility with pros-
thesis in an otherwise difficult-to-navigate built environ-
ment for the nonbipedal individual.



 Xiao et al • The Pedicled Foot Fillet Flap

7

Peter M. Nthumba, MD, MSc
Plastic, Reconstructive and Hand Surgery Unit

AIC Kijabe Hospital
Kijabe 00220, Kenya

E-mail: nthumba@gmail.com

DISCLOSURE
The authors have no financial interest to declare in relation to 

the content of this article.

REFERENCES
	 1.	 Cornell RS, Meyr AJ. Perceived concerns of patients at risk for 

lower extremity amputation. Wounds. 2018;30:45–48.
	 2.	 Roșca AC, Baciu CC, Burtăverde V, et al. Psychological conse-

quences in patients with amputation of a limb. an interpretative-
phenomenological analysis. Front Psychol. 2021;12:537493. 

	 3.	 MacKenzie EJ, Bosse MJ, Kellam JF, et al; LEAP Study Group. 
Factors influencing the decision to amputate or recon-
struct after high-energy lower extremity trauma. J Trauma. 
2002;52:641–649. 

	 4.	 Zounon O, Akue H-MA, Quenumi GC, et al. Why people in 
Benin are reluctant to undergo amputations? A systematic inven-
tory of motives. J Health Psychol. 2016;21:2753–2761. 

	 5.	 Udosen AM, Ngim N, Etokidem A, et al. Attitude and perception 
of patients towards amputation as a form of surgical treatment in 
the University of Calabar Teaching Hospital, Nigeria. Afr Health 
Sci. 2009;9:254–257.

	 6.	 Owolabi EO, Chu KM. Knowledge, attitude and perception 
towards lower limb amputation amongst persons living with dia-
betes in rural South Africa: a qualitative study. Afr J Prim Health 
Care Fam Med. 2022;14:e1–e10. 

	 7.	 Yeap I, Soliman B, Symes M, et al. The pedicled fillet-of-sole flap 
as a reconstructive option for stump reconstruction in chronic 
osteomyelitis. ANZ J Surg. 2024;94:267–269. 

	 8.	 Tekin L, Safaz Y, Göktepe AS, et al. Comparison of quality 
of life and functionality in patients with traumatic unilateral 
below knee amputation and salvage surgery. Prosthet Orthot Int. 
2009;33:17–24. 

	 9.	 Ng HJH, Ang EJG, Premchand AXR, et al. Limb salvage versus 
primary amputation in Gustilo-Anderson IIIB and IIIC tibial frac-
tures: a systematic review and meta-analysis. Arch Orthop Trauma 
Surg. 2023;143:4961–4976. 

	10.	 Qureshi MK, Ghaffar A, Tak S, et al. Limb salvage versus amputa-
tion: a review of the current evidence. Cureus. 2020;12:1–4. 

	11.	 Ettema S, Kal E, Houdijk H. General estimates of the energy cost 
of walking in people with different levels and causes of lower-limb 

amputation: a systematic review and meta-analysis. Prosthet Orthot 
Int. 2021;45:417–427. 

	12.	 Fisher SV, Gullickson G, Jr. Energy cost of ambulation in 
health and disability: a literature review. Arch Phys Med Rehabil. 
1978;59:124–133.

	13.	 Waters RL, Mulroy S. The energy expenditure of normal and 
pathologic gait. Gait Posture. 1999;9:207–231. 

	14.	 Jeans KA, Browne RH, Karol LA. Effect of amputation level on 
energy expenditure during overground walking by children with 
an amputation. J Bone Joint Surg Am. 2011;93:49–56. 

	15.	 Traugh GH, Corcoran PJ, Reyes RL. Energy expenditure of 
ambulation in patients with above-knee amputations. Arch Phys 
Med Rehabil. 1975;56:67–71.

	16.	 Singer DI, Morrison WA, McCann JJ, et al. The fillet foot for  
endweight-bearing cover of below knee amputations. Aust N Z J 
Surg. 1988;58:817–823. 

	17.	 Kahle JT, Highsmith MJ, Schaepper H, et al. Predicting walking 
ability following lower limb amputation: an updated systematic 
literature review. Technol Innov. 2016;18:125–137. 

	18.	 Chopra A, Azarbal AF, Jung E, et al. Ambulation and functional 
outcome after major lower extremity amputation. J Vasc Surg. 
2018;67:1521–1529. 

	19.	 Aulivola B, Hile CN, Hamdan AD, et al. Major lower extrem-
ity amputation: outcome of a modern series. Arch Surg. 
2004;139:395–9; discussion 399. 

	20.	 Webster JB, Hakimi KN, Williams RM, et al. Prosthetic fitting, 
use, and satisfaction following lower-limb amputation: a prospec-
tive study. J Rehabil Res Dev. 2012;49:1453–1504. 

	21.	 Thanni LO, Tade AO. Extremity amputation in Nigeria--a review 
of indications and mortality. Surgeon. 2007;5:213–217. 

	22.	 Gallico GG, 3rd, Ehrlichman RJ, Jupiter J, et al. Free flaps to 
preserve below-knee amputation stumps: long-term evaluation. 
Plast Reconstr Surg. 1987;79:871–878. 

	23.	 Pribaz JJ, Morris DJ, Barrall D, et al. Double fillet of foot free 
flaps for emergency leg and hand coverage with ultimate great 
toe to thumb transfer. Plast Reconstr Surg. 1993;91:1151–1153. 

	24.	 Van Der Wey LP, Polder TW. Salvage of a through-knee amputation 
level using a free fillet of sole flap. Microsurgery. 1993;14:605–607. 

	25.	 Küntscher MV, Erdmann D, Homann HH, et al. The concept of 
fillet flaps: classification, indications, and analysis of their clinical 
value. Plast Reconstr Surg. 2001;108:885–896. 

	26.	 Tos P, Antonini A, Pugliese P, et al. Below knee stump reconstruc-
tion with a foot fillet flap. J Reconstr Microsurg. 2017;33:S20–S26. 

	27.	 Ghali S, Harris PA, Khan U, et al. Leg length preservation with 
pedicled fillet of foot flaps after traumatic amputations. Plast 
Reconstr Surg. 2005;115:498–505. 

	28.	 Jensson D, Audolfsson T, Mani M, et al. Use of a pedicled fillet 
foot flap for knee preservation in severe lower extremity trauma: 
a case report and literature review. Case Reports Plast Surg Hand 
Surg. 2015;2:73–76. 

	29.	 Russell RC, Vitale V, Zook EC. Extremity reconstruction using 
the “fillet of sole” flap. Ann Plast Surg. 1986;17:65–72. 

	30.	 Sekiguchi J, Kobayashi S, Ohmori K. Free sensory and nonsen-
sory plantar flap transfers in the treatment of ischial decubitus 
ulcers. Plast Reconstr Surg. 1995;95:156–165. 

	31.	 Metoyer GT, Anderson SR, Horne BR, et al. Preserving the knee 
in the setting of high segmental tibial bone and massive soft- 
tissue loss using vascularized distal tibial bone docking and a foot 
fillet flap: a case report. JBJS Case Connect. 2020;10:e0496. 

	32.	 Moncrieff M, Hall P. “The foot bone’s connected to the knee 
bone”: use of the fillet-of-sole flap to avoid an above knee ampu-
tation after severe lower limb compartment syndrome. J Trauma. 
2006;61:1264–1266. 

	33.	 Patrick M, Muldowney A, Tanui G, et al; Kilimanjaro Blind Trust 
Africa. Inclusive design and accessibility in Nairobi, Kenya. 
In: AT2030 Inclusive Infrastructure Case Studies. London: Global 
Disability Innovation Hub; 2022.

Fig. 5. Patient 5, postoperative healed, stable stump. Note the 
obvious genu valgus deformity secondary to a lateral collateral 
ligament injury.

mailto:nthumba@gmail.com
https://doi.org/pubmed.ncbi.nlm.nih.gov/29091033/
https://doi.org/pubmed.ncbi.nlm.nih.gov/29091033/
https://doi.org/10.3389/fpsyg.2021.537493
https://doi.org/10.3389/fpsyg.2021.537493
https://doi.org/10.3389/fpsyg.2021.537493
https://doi.org/10.1097/00005373-200204000-00005
https://doi.org/10.1097/00005373-200204000-00005
https://doi.org/10.1097/00005373-200204000-00005
https://doi.org/10.1097/00005373-200204000-00005
https://doi.org/10.1177/1359105315586212
https://doi.org/10.1177/1359105315586212
https://doi.org/10.1177/1359105315586212
https://doi.org/10.4102/phcfm.v14i1.3398
https://doi.org/10.4102/phcfm.v14i1.3398
https://doi.org/10.4102/phcfm.v14i1.3398
https://doi.org/10.4102/phcfm.v14i1.3398
https://doi.org/10.1111/ans.18755
https://doi.org/10.1111/ans.18755
https://doi.org/10.1111/ans.18755
https://doi.org/10.1080/03093640802482542
https://doi.org/10.1080/03093640802482542
https://doi.org/10.1080/03093640802482542
https://doi.org/10.1080/03093640802482542
https://doi.org/10.1007/s00402-023-04804-2
https://doi.org/10.1007/s00402-023-04804-2
https://doi.org/10.1007/s00402-023-04804-2
https://doi.org/10.1007/s00402-023-04804-2
https://doi.org/10.7759/cureus.c38
https://doi.org/10.7759/cureus.c38
https://doi.org/10.1097/PXR.0000000000000035
https://doi.org/10.1097/PXR.0000000000000035
https://doi.org/10.1097/PXR.0000000000000035
https://doi.org/10.1097/PXR.0000000000000035
https://doi.org/10.1016/s0966-6362(99)00009-0
https://doi.org/10.1016/s0966-6362(99)00009-0
https://doi.org/10.2106/JBJS.I.01557
https://doi.org/10.2106/JBJS.I.01557
https://doi.org/10.2106/JBJS.I.01557
https://doi.org/10.1111/j.1445-2197.1988.tb00986.x
https://doi.org/10.1111/j.1445-2197.1988.tb00986.x
https://doi.org/10.1111/j.1445-2197.1988.tb00986.x
https://doi.org/10.21300/18.2-3.2016.125
https://doi.org/10.21300/18.2-3.2016.125
https://doi.org/10.21300/18.2-3.2016.125
https://doi.org/10.1016/j.jvs.2017.10.051
https://doi.org/10.1016/j.jvs.2017.10.051
https://doi.org/10.1016/j.jvs.2017.10.051
https://doi.org/10.1001/archsurg.139.4.395
https://doi.org/10.1001/archsurg.139.4.395
https://doi.org/10.1001/archsurg.139.4.395
https://doi.org/10.1682/jrrd.2012.01.0001
https://doi.org/10.1682/jrrd.2012.01.0001
https://doi.org/10.1682/jrrd.2012.01.0001
https://doi.org/10.1016/s1479-666x(07)80006-0
https://doi.org/10.1016/s1479-666x(07)80006-0
https://doi.org/10.1097/00006534-198706000-00002
https://doi.org/10.1097/00006534-198706000-00002
https://doi.org/10.1097/00006534-198706000-00002
https://doi.org/10.1097/00006534-199305000-00029
https://doi.org/10.1097/00006534-199305000-00029
https://doi.org/10.1097/00006534-199305000-00029
https://doi.org/10.1002/micr.1920140913
https://doi.org/10.1002/micr.1920140913
https://doi.org/10.1097/00006534-200109150-00011
https://doi.org/10.1097/00006534-200109150-00011
https://doi.org/10.1097/00006534-200109150-00011
https://doi.org/10.1055/s-0037-1606538
https://doi.org/10.1055/s-0037-1606538
https://doi.org/10.1097/01.prs.0000149482.96729.11
https://doi.org/10.1097/01.prs.0000149482.96729.11
https://doi.org/10.1097/01.prs.0000149482.96729.11
https://doi.org/10.3109/23320885.2015.1102067
https://doi.org/10.3109/23320885.2015.1102067
https://doi.org/10.3109/23320885.2015.1102067
https://doi.org/10.3109/23320885.2015.1102067
https://doi.org/10.1097/00000637-198607000-00012
https://doi.org/10.1097/00000637-198607000-00012
https://doi.org/10.1097/00006534-199501000-00028
https://doi.org/10.1097/00006534-199501000-00028
https://doi.org/10.1097/00006534-199501000-00028
https://doi.org/10.2106/JBJS.CC.19.00496
https://doi.org/10.2106/JBJS.CC.19.00496
https://doi.org/10.2106/JBJS.CC.19.00496
https://doi.org/10.2106/JBJS.CC.19.00496
https://doi.org/10.1097/01.ta.0000241235.07764.ad
https://doi.org/10.1097/01.ta.0000241235.07764.ad
https://doi.org/10.1097/01.ta.0000241235.07764.ad
https://doi.org/10.1097/01.ta.0000241235.07764.ad


PRS Global Open • 2024

8

	34.	 Ngarambe R, Sagahutu JB, Nuhu A, et al. Functioning among 
persons with lower limb amputation with or without prostheses 
in Rwanda. Afr J Disabil. 2023;12:1193. 

	35.	 Jaipur Foot Trust. Available at https://www.jaipurfootproject.
org/. Updated 2023. Accessed April 19, 2024.

	36.	 Higgins TF, Klatt JB, Beals TC. Lower Extremity Assessment 
Project (LEAP)—the best available evidence on limb-threatening 
lower extremity trauma. Orthop Clin North Am. 2010;41:233–239. 

	37.	 Cavadas PC, Bakliñska MI, Soler S, et al. Pedicled foot fillet 
flap based on the tibialis anterior vessels: case report. J Reconstr 
Microsurg. 2002;18:87–89. 

	38.	 Fara IM, Mutavi TN, Gitau CW. Prevalence of anxiety, depres-
sion, and post-traumatic stress disorder among amputees 

attending Jaipur Foot Trust Artificial Limb Centre in Kenya. East 
Afr J Health Sci. 2022;5:49–64.

	39.	 Hwang JH, Kim KS, Lee SY. A case of Nonisland Pedicled foot 
fillet flap for below-knee amputation stump wound: treatment 
option for compartment syndrome after fibular free flap surgery. 
J Korean Med Sci. 2014;29:305–308. 

	40.	 Yuen JC, Zhou AT. Free flap coverage for knee salvage. Ann Plast 
Surg. 1996;37:158–166. 

	41.	 de Berker HT, Čebron U, Bradley D, et al. Outcomes of micro-
surgical free tissue transfer performed on international surgical 
collaborations in low-income and middle-income countries: a 
systematic review and meta-analysis. J Plast Reconstr Aesthet Surg. 
2022;75:2049–2063. 

https://doi.org/10.4102/ajod.v12i0.1193
https://doi.org/10.4102/ajod.v12i0.1193
https://doi.org/10.4102/ajod.v12i0.1193
https://www.jaipurfootproject.org/
https://www.jaipurfootproject.org/
https://doi.org/10.1016/j.ocl.2009.12.006
https://doi.org/10.1016/j.ocl.2009.12.006
https://doi.org/10.1016/j.ocl.2009.12.006
https://doi.org/10.1055/s-2002-19887
https://doi.org/10.1055/s-2002-19887
https://doi.org/10.1055/s-2002-19887
https://doi.org/10.3346/jkms.2014.29.2.305
https://doi.org/10.3346/jkms.2014.29.2.305
https://doi.org/10.3346/jkms.2014.29.2.305
https://doi.org/10.3346/jkms.2014.29.2.305
https://doi.org/10.1097/00000637-199608000-00007
https://doi.org/10.1097/00000637-199608000-00007
https://doi.org/10.1016/j.bjps.2022.04.002
https://doi.org/10.1016/j.bjps.2022.04.002
https://doi.org/10.1016/j.bjps.2022.04.002
https://doi.org/10.1016/j.bjps.2022.04.002
https://doi.org/10.1016/j.bjps.2022.04.002

