
to pressure areas from being in a right lateral position in 
her initial debridement.

On day 4, the defect was reconstructed with a pedicled 
myocutaneous latissimus dorsi flap (a muscle-only 
latissimus dorsi flap with a skin graft was not chosen, 
as secondary contraction of the skin graft would have 
resulted in a flexion contracture of the neck). The insertion 
of latissimus dorsi was released to facilitate transposition 
of the flap to cover the defect, with the flap being 
tunnelled between the two heads of pectoralis major to 
gain access anteriorly. Peripheral areas not covered by 
the skin paddle were reconstructed using split thickness 
skin grafts. A pedicled pectoralis major flap was deemed 
not suitable, as the thoracoacromial vessels were thought 
likely to have been damaged by disease process. She 
did not require any further operative interventions. On 
discharge her functional deficit was confined to limited 
left shoulder abduction at 90° [Figure 3].

Whilst we accept that skin grafts could have been used 
to cover the defect, this would have almost certainly 
committed her to numerous revision surgeries to correct 
the inevitable contractures. This case highlights the fact 
that severely immunocompromised patients can cope 
with pedicled flap reconstruction in the acute setting of 
necrotising fasciitis to facilitate coverage of exposed vital 
structures. 
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Anterolateral thigh fl ap 
for contralateral adductor 
canal defects
Sir,
We read with great interest the article on 
AnteroLateralThigh  flap for contralateral groin 
defects. [1] We congratulate the authors for elaborating 
the technique in great details, especially for its use for 
the contralateral groin defects. To what the authors 
have already stated, we would like to add the following:
1. We had a patient with exposed femoral vessels and 

pubic bone where we had the opportunity to use 
the contralateral ALT flap. The ALT reached up to 
the upper third of the contralateral adductor canal 
when vertically oriented, instead of the transverse 
orientation used to cover the groin defect. We used 
a similar technique of taking the pedicle over the 
suprapubic area. Late post op photographs were 
not available as the patient succumbed due to other 
comorbid conditions [Figures 1 2,3 4] The technique 
of medialising and lengthening the pedicle is already 
described in detail. However, the distal extent of the 
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Figure 1: Exposed femoral vessels

Figure 2: Selective tunneling of the rectus femoris

Figure 4: ALT reaching the contralateral adductor canal

Figure 3: ALT being tunneled under the rectus femoris

musculocutaneous flap, if extended to just above the 
knee, will further add to 10 more centimeters to the 
coverage area of the flap, and may reach up to the 
middle third of the adductor canal. The cutaneous 
territory of ALT may extend from the horizontal line 
at the level of the greater trocanter to the parallel 
line just above the level of patella, the centre of 
flap corresponding to perforating vascular bundle 
through aponeurosis at the junction of the upper and 
middle thirds of the thigh.[2]

2. The authors fear for vascular compromise of the 
rectus due to skeletonisation of the pedicle and 
tunneling the flap under the rectus. The rectus 
most of the times is a class II muscle with dominant 
branches from the descending branches of the lateral 
circumflex femoral artery. In addition to this, there 
are multiple vascular channels from the common 
trunk of the ascending and transverse branches of 
the lateral circumflex femoral artery and inferiorly 
from the branches of the femoral artery directly or 
via its branches to the vastus medialis. [3,4] We would 
also like to stress that during tunneling the flap 
underneath the rectus, it is necessary to make a 
tunnel sufficient enough only for the flap and keep 
the other attachments and perforators of the rectus 
intact so as to prevent vascular compromise [Figures 
2 and 3].

To conclude, we would like to restate that ALT is a 
versatile flap and can be used to cover the defects of 
the contralateral adductor canal.
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Madelung’s disease: 
A spot diagnosis
Sir,
We wish to bring to notice of the readers a case 
of Madelung’s disease, characterised by doughy, 
non tender, subcutaneous, compartmentalised and 
unencapsulated adipose tissue masses mainly around 
the neck and upper trunk. The peculiar appearance 
of the patient usually renders a spot diagnosis of this 
benign disease.

A 59-year-old male presented with progressive and 
disfiguring swellings around the neck and shoulders 
of 3 years duration [Figures 1–3]. His past history 
was insignificant except for chronic alcoholism. 
The swellings were subcutaneous, doughy and non 
tender. His face, hips and legs remained unaffected. 
Biochemical parameters were within normal limits. 
Sonology of neck showed unencapsulated fat deposits. 
Fine needle aspiration from the swelling was suggestive 
of lipomatous lesion. We proceeded with lipectomy of 
neck for cosmetic reasons and the post operative period 
was uneventful.

Madelung’s disease (multiple symmetric lipomatosis, 
benign symmetric lipomatosis, cephalothoracic 
lipodystrophy, Launois Bensaude syndrome), first 
reported in 1846 by Brodie, was called fat neck (Fetthals) 
by Madelung in 1888. Similar phenotype has been 
depicted in the carvings of Queen of Punt (near Egypt) 
who died nearly 34 centuries ago. It is a rare disease of 
unknown aetiology seen in adult males in the age group 
of 30–60 years. This disorder is more frequent in the 
Mediterranean area and more than 200 cases have been 
published in the literature of which 90% of the patients 
had history of alcoholism. The disease has also been 
reported in non alcoholics and females. [1] Association 

Smiths, editors. Plastic Surgery. Chapter 6.  5th ed.:Philadelphia: 
Lippincot Raven Publishers; 1998. p. 62.

Figure 2: Horse collar

Figure 3: Pseudoathletic appearance

Figure 1: Buffalo hump
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