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A simple technique of 
marking the perforator of a 
free flap for postoperative 
monitoring

Sir,
Monitoring of a free flap or a perforator flap is important 
in the immediate postoperative period to alert the 
surgeon of a vascular event and to enable flap salvage by 
early intervention.

Monitoring is usually done by nurses.

There are many methods of flap monitoring. The 
conventional method[1] of flap monitoring with a 
hand-held Doppler is a common method employed by 
doctors and nurses in the immediate postoperative 
period. Accurately placing the Doppler on the site of 
the perforator is important for proper flap monitoring. 
The site to be assessed by the Doppler (i.e., the site of 
the perforator) is usually marked by scoring the skin or 
marking by ink on the surface of the flap at the end of 
surgery. We are presenting here a simple method we 
have employed over the past 3 years to mark the site of 
the perforator which has a reliable accuracy in assessing 
and monitoring with different observers.

The normal self-adhesive electrocardiogram (ECG) lead 
is taken [Figure 1], the centre part is removed, leaving a 
hole in the middle [Figure 2]. At the end of the surgery, 
the surgeon places the ECG lead with the centre directly 
lying on the perforator to be assessed [Figures 3 and 4]. 
The lead stays on the first 5 days and makes it easy for 
everyone to place the Doppler consistently in the right 
spot. Caution calls due to doubts about the vascular 
status of the flap have become much lower ever since we 
started this method for marking.

This method of marking for flap monitoring is better, 
because there is no need to worry about the marking 
being erased with sweat and moisture, as it happens 
when marked with ink or the scored skin not being 
visible due to rapid epidermal healing.

This method of marking can be used in all places the 
Doppler is used, such as in monitoring the perforator in 
case of the anterolateral thigh (ALT) flap [Figure 3], radial 
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Figure 1: ECG lead (electrode)

Figure 2: ECG lead (electrode) with a hole cut in the middle

Figure 3: Doppler being done on the ALT flap perforator site marked by ECG 
lead (electrode)
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artery flap, free fibular flap, anastomotic site in cases of 
buried flap [Figure 4], when other conventional methods 
are not possible, and dorsalis pedis artery or radial artery 
in case of revascularization. 
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Figure 4: Doppler being done in a case of buried ALT flap in reconstruction 
of post-maxillectomy defect—vascular anastomotic site marked by ECG lead 

(electrode) The pivotal role of pedicled 
perforator flaps amidst 
irradiation

Sir,
Sacral teratomas transforming into malignant 
adenocarcinoma is extremely rare.[1] A 50-year-old female 
presented with such a case involving the lower 3 sacral 
vertebrae infiltrating into the rectum. Despite radiotherapy, 
she had pain and progressive loss of bladder control.

Surgical plan included tumour resection with bowel 
diversion with reconstruction:
1. Separation of abdominal and pelvic cavities and filling 

of the pelvic dead space.
2. To fill volume and provide cover for the irradiated 

sacral wound created after tumour resection.

A combined abdominosacral approach was used.[2] First, 
with the abdominal approach, inferiorly-based right 
vertical rectus abdominis myocutaneous (VRAM) flap was 
harvested. This was away from the site of irradiation and 
the left side was used for colostomy. Abdominoperineal 
resection with sigmoid colostomy was done. The VRAM 
flap was then folded and sutured to the margins of the 
sacral defect. Turning the patient prone, sacral tumour 
was resected, preserving S2, S3 roots, while sacrificing 
both left superior and inferior gluteal vessels with 
removal of major portions of gluteal muscles and right 
superior gluteal artery [Figure 1].

After 15 h of surgery with a 10-pint transfusion, 
considerations for closure included a microvascular or 
a pedicled perforator flap transfer. Two factors against 
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