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Usefulness of Gracilis Flap for Perineal Area
Reconstruction

Dong Chan Lee, M.D., Yeon Woo Jeong, M.D.,
Hak Chang, M.D., Seok Chan Eun, M.D

Department of Plastic and Reconstructive Surgery, Seoul
National University College of Medicine, Seoul, Korea

Purpose: Due to the closed and humid condition of the
perineal area, wound problems occurring at this site are
sometimes complicated, especially following postoperative
radiation therapy. Moreover, the anal sphincter is a very
important functional structure but reconstruction of the anal
sphincter after severe trauma poses a challenging problem
to plastic surgeons. In this article, we demonstrate the
usefulness of the pedicled gracilis flap in the reconstruction
of the perineal area.

Methods: From September 2008 to November 2009, 6
patients, 4 males and 2 females, underwent surgery of the
perineal area. The age of the patients ranged from 21 to 62
years (mean age was 48). The mean follow up period was
14 months. In 4 cases, the patient presented with wound
problems after postoperative radiation therapy for anal
cancer. In 2 cases, the patient presented with traumatic
sphincter damage. Only the gracilis muscle was used in the
4 cases and a musculocutaneous flap was used in the 2
cases involving skin defects, respectively.

Results: Among the 6 patients, 1 patient underwent
hematoma evacuation of the donor site, and 1 patient
presented with prolapse of the vaginal mucosa which
recovered spontaneously. There were no report of other
complications and there were no wound recurrences.
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Minimal incontinence was observed in all patients who
underwent sphincter reconstruction, but all were satisfied
with the overall results.

Conclusion: The gracilis flap is useful in the reconstruc-
tion of the perineal area, such as in cases of radiotherapy
induced wound problems and sphincter damage following
severe trauma, due to its easy accessibility, rich vas-
cularity, and minimal donor site morbidity.

Key Words: Gracilis flap, Perineal reconstruction, Anal sphincter
reconstruction
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Patient Sex/Age Diagnosis Flap Etiology F/U Complication
1 F /62 Rectovaginal fistula Muscle flap (Unilateral) Rectal cancer (LART, postopera- 6m Mucosal
(3 x 3 cm), tive chemotherapy), Reccured sloughing
Above AV 4cm rectal cancer (Chemoradiation)
2 M /36 Fecal incontinence Muscle flap (Unilateral) Trauma, left buttock and pelvis 12m
3 F /21 Fecal incontinence, =~ Muscle flap (Unilateral) Trauma, right buttock and 8m
recurrent infection medial thigh
4 M/ 62 Rectovesical fistula ~ Muscle flap (Unilateral) Rectal cancer (LART), 5m
Chemoradiation
5 M/ 58 Soft tissue defect Musculocutaneous flap  Rectal cancer (LARi), Recurred 9m .
. . . Bleeding
(defect 4 x 6 cm) (bilateral) rectal cancer (Miles operation), (reoperation)
Chemoradiation copera
6 M/ 50 Fournier’s gangrene# Musculocutaneous flap  Rectal cancer(neoadjuvant m
(defect 5 x 7 cm) (bilateral) chemoradiation, Miles operation)
*,' LAR, low anterior resection.
¥, Fournier's gangrene due to rectal perforation.
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Fig. 1. Case 1 (patient number 1): Female patient, aged 62, with rectovaginal fistula. (Above, left) incision design: Proximal
incision is approximately 5cm in length located at the midline of the gracilis muscle. Distal incision is approximately 4 cm
in length located 2 cm from the medial condyle of the femur. (Above, right) The gracilis muscle is extracted after detachment
from the insertion site. (Below, left) Vaginal and rectal mucosa was debrided and separated. (Below, right) After rectal mucosal
repair, the gracilis muscle was insetted on the rectal mucosa.
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Fig. 2. Case 2 (Patient number 6): Male patient, aged 50, with Fournier's gangrene. (Above, left) On the left thigh, 5 x 8 cm
sized skin was attached to the gracilis muscle and on the right, only muscle was elevated. (Below, left) The fistula site was
covered with the right gracilis muscle, and the perianal soft tissue and skin defect was reconstructed with the left gracilis
musculocutaneous flap. (Right) At postoperative 10 month, wound dehiscence or fistula recurrence was not observed.
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