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In this case study a highly active amputee is presented.  

After a bike vacation he sufferd from a persistent wound on his transtibial stump. He had been 

treated in a specialised outpatient wound clinic without much result. The aim of the treatment off 

course was to close the wound, but without understanding the underlaying mechanism, this 

appeared to be fruitless. 

Logically combining the biomechanics , shape and vitality of the stump and the properties of the liner 

and prosthesis allowed the wound to close within one week. 

Introduction 

A highly active 57 year old man with a left sided traumatic transtibial amputation discovered a large 

(1x0,5 cm) wound on the lateral side of his stump after a long bicycle trip. There were no underlying 

diseases, the fitting of his prosthesis was close to perfect. Normally, his walking range is unlimited. 

After his vacation he went to a specialised wound clinic, where the wound was cleaned, the debris 

was cultured and fitting antibiotics were provided. At least once a week the wound was controlled, 

cleaned en closed with differend types of state of the art bandages.  

Five weeks later I visited him at his own health farm (he takes very much care of is own health and 

hygiene, his exercise and he looks very much after the quality of his food) 

Observation: 

Very vital, lean man. He walks with 1 crutch, without prosthesis. There is a wet, producing wound, 

about 1x1/2 cm in size, parallel to the stump, on the lateral side. The wound is midway an old 

operation scar. No noticable corpora aliena. 

He has no fibula, beneath the wound there is a sound feeling, thick layer of muscular tissue. The 

vascularisation is perfect (measured by Doppler and capillairy refill), the skin temperature is not 

raised. 

When he stretches his leg, the width of the wound was minimal, when he flexes his stump, the 

wound opened. 

The latter is just what I expected and as far as I’m concerned, the most logical explanation of the 

wound persistence. 

Conclusion: 

A very healthy amputee with a persisting wound despite the tender wound care. The therapy so far 

was focussed to the wound, and the wound only and consisted of debridement, antibiotics, different 

types of bandages. There were no underlying diseases, no shears or pressure as far as observable, 

the stump on site is vivid, perfect circulated, but even walking without prosthesis for almost 5 weeks 

didn’t allow the wound to close.  



Understanding the biomechanics of a leg, an 

amputation stump in particular, appeared to 

make the difference:  

When stretched, the circumference of the leg is 

the least, when bended the circumference 

enlarges. The skin at the lateral side, in an old 

scar, is a little bit more vulnerable than the sane 

skin. After about 50 km cycling (added to his 

usual 10000 steps a day), with the shear of the 

liner, the skin must have given up. In the 

obervation, bending also opened the wound. 

Even without wearing the prothesis, the stomp 

bends and flexes at the same amound  as the 

knee on de the sane side, opening the wound 

with every bending and thus preventing closure. 

 

He was advised to get a last debridement, and 

than to approximate the wound with a smal 

band-aid under tension, perpendicular to the 

scar. 

(image: stump, one week after initialisation of the new strategy) 

Within one week the wound healed and he gradually started to walk with his prosthesis. 

Knowing the biomechanical properties of a stump, and knowing the vulnerability of the scar, next 

time  he will be provided with a liner with a more rigid distal matrix 

When dealing with a persistent wound, the usual strategy is surgical debridement, high tech plaster 

and antibiotics. This case report illustrates that understanding the background and logics can make 

the difference. 

 

 

 


