DIGIT AMPUTATION USING GIGLI WIRE

The technique illustrated below uses a skin flap and attempted closure. 
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The skin incision is made along the abaxial and axial surface of the coronary band; then vertical incisions are made cranially and caudally (shown in ‘A’ above). The skin and subcutaneous tissues are incised to the bone. The skin incision on the axial surface is made first so as not to obscure the surgical field with blood. The skin is then dissected free from the underlying digit, and one attempts to save as much of the skin flap as possible. Some prefer a different skin incision in which only one vertical incision is made on the abaxial surface of the digit after the horizontal incision along the coronary band. The cranial and caudal flaps made by this incision are undermined and retracted by towel clamps while the Gigli wire is crossed near the dorsal aspect of this incision to remove the digit as described later. The corners of these two flaps can then be excised to allow partial closure of the skin incision. Alternatively, a circumferential skin incision can be made in a similar plane to the wire cut illustrated in ‘B and C’.

The amputation may be performed in two locations. A low amputation is performed when only the coffin joint and distal phalanx are diseased; this amputation is directed through the middle phalanx. We describe the technique of high amputation, which is used in cases with involvement of the coffin joint, distal phalanx, pastern joint, and middle phalanx. This amputation is directed through the junction of the middle and distal third of the proximal phalanx.

[bookmark: _GoBack]An obstetric saw is placed in the incision in the interdigital space. An assistant is needed for the sawing procedure (shown in ‘B’). The amputation is commenced with the wire saw directed parallel to the long axis of the limb until the wire is located at the distal end of the proximal phalanx. The saw is directed perpendicular to the long axis of the proximal phalanx to seat the wire in the bone, and then the position of the wire is directed so it is approximately 45° to the long axis of the proximal phalanx (refer to ‘C’). The sawing motion should not be too rapid because heat necrosis of tissues, including bone, may occur, leading to excessive sloughing during the healing period. Care should be taken to avoid invading the fetlock joint capsule. Once the digit has been removed, excess interdigital adipose tissue and all necrotic tissue, especially that involving the tendons and tendon sheaths, should be dissected sharply from the wound. If the digital artery can be located, it should be ligated. Some of the skin flap may be sutured down, but when the surgical site is swollen from infection and when some skin necrosis is present in the region, this is not usually possible. Complete closure is contraindicated because infection will resolve more rapidly if the skin flap is not completely sutured, to allow better ventral drainage (see ‘D’). The value of skin flaps and of any attempt at closure has been questioned.  An antibiotic powder is applied to the area and is followed by sterile gauze sponges. A tight bandage is applied to prevent haemorrhage when the tourniquet is removed (refer to ‘E’), and some form of impervious covering may be indicated. 
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