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Abstract

The reconstruction of the breast after an oncological mastectomy is a challenge for the plastic
surgeons. During the dissection of one fresh, female cadaver, age 63, a free superior gluteal flap
was taken from the gluteal region, using loupe magnification. The dissection preparations were
photographed with a high definition camera. The harvesting of the superior gluteal
musculocutaneous fat-pad flap and the closure of the donor area in layers advantages and
disadvantages of using the superior gluteal flap in the reconstruction of the amputated breast.
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Introduction

The reconstruction of the breast after a
mastectomy is a challenge for the plastic
surgeons.

Materials and method

During the dissection of one fresh, female
cadaver, age 63, a free superior gluteal flap was
taken from the gluteal region, using loupe
magnification. The dissection preparations were
photographed with a high definition camera.

Results

Delimitating and harvesting the superior
gluteal flap:

The superior gluteal flap is constructed from
the lateral portion of the sacrum until
approximately 5 cm from the anterior superior
iliac spine [1-3] (Figure 1).

The posterior superior iliac spine, the greater
trochanteric, the external contour of the sacrum
and the superior gluteal vascular pedicle are
marked [4-7] (Figure 1).

We trace a line that connects the posterior
superior iliac spine with the greater trochanteric,
which will represent the axis of the flap; the
vessels of the pedicle are found along this line,
at the meeting point of the two middle thirds
with the superior third [1,2,3,8] (Figure 1).
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The flap will be delimited taking into account
the laxity of the gluteal tissue, without
exaggerating its width and accentuating the
diformity of the donor area [6,7,9,10] (Figure
1).

Figure 1 - The flap is centered on the axis
connecting the greater trochanteric with the
posterior superior iliac spine

The superior gluteal pedicle is situated along
this line, at the meeting point of the two inferior
thirds with the superior third [6,7,10,12,13]
(Figure 1).

Figure 2 - The superior edge of the previously
marked cutaneous island is incised

Figure 3 - The dissection is continued in
profundity until the fascia of the gluteus medius
muscle is visible

Figure 4 - The sperior lateral edge of the gluteus
maximus muscle is identified

Figure 5 - Anchoring wires which enter the
tegument and the subcutaneous fat tissue are
used to obtain a good view of the dissection area
and the fascia of the gluteus medius muscle and
the superior lateral edge of the gluteus maximus
muscle respectively. The superior lateral edge of
the gluteus maximus muscle is dissected along its
entire length, highlighting it [1-4,14,15] (Figure 5).
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Figure 9 - The posterior side of the superior
lateral portion of the gluteus maximus muscle is
observed in the forefront, from the lateral edge of
the sacrum until the area of the greater
trochanteric [2,8,9,10]

Figure 6 - The dissection is continued in the plane
situated between the fascia of the gluteus
maximus muscle and the fascia of the gluteus

medius
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Figure 7 - The lateral potion of the superior
gluteal muscle is dissected and gradually lifted

Figure 10 - The superior edge of the gluteus
maximus muscle is sectioned (in the area where it
originates on the sacrum bone) in order to
identify the vascular pedicle

Figure 8 - The superior lateral part of the gluteus | ‘

?i?)élr?q{iintngﬂfg:ieeodz faltlfttizguealong with  the Figurg 11 - The identification of the superficial
superior gluteal vascular pedicle (the artery and
the vein), situated on the deep surface of the
gluteus maximus muscle at approximately 5 cm
from the lateral edge of the sacrum [1-4]
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Figure 12 - The forefront view of the superficial
superior gluteal vascular pedicle (found at the tip
of the forceps) and of the deep superior gluteal
artery, along with the superior gluteal nerve. The
superior gluteal vascular pedicle is situated
between the gluteus medius muscle and the
piriformis muscle [3,8,9,13]

Figure 13 - The forefront view of the deep
superior gluteal artery and of the superior gluteal
nerve. The deep superior gluteal artery will be
ligated and sectioned upon lifting and
transferring the superior gluteal flap. The
dissection must be performed with great care in
order to preserve the superior gluteal nerve
[3,5,9,14]

Figure 14 - An overview of the posterior side of
the superior gluteal flap. The gluteus maximus
muscle is sectioned under the spot where the
vascular pedicle penetrates its posterior side. The
superior part of the muscle that protects the
vascular pedicle and its musculocutaneous
perforators (which vascularize the superjacent
cutaneous fat-pad flap), will be included in the
flap.

Figure 15 - The inferior part of the gluteus
maximus (under the point of entry of the
superior gluteal vascular pedicle) will be
dissected suprafascially from the superjacent
adipose tissue and will remain in situ. Thus,
its function is partially preserved, while also
minimising the diformity of the gluteal donor
area
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Figure 16 - The posterior side of the superior
gluteal cutaneous fat-pad flap, harvested with a
portion of the gluteus maximus muscle, which
protects its vascular pedicle

Figure 17 - The superior gluteal flap is harvested
along with its vascular pedicle, which will be
prepared on the microsurgical table, before the
free transfer in the area of the defect resulting
from the mastectomy, where it will be
microsurgically anastomosed with the receptor
vessels

Figure 18 - The superior gluteal vascular pedicle
(the artery and the vein), which is short

(approximately 2,5 cm), even though it has been
dissected until close to its origin, can be noticed in
the forefront. The vascular pedicle requires its
augmentation with a vein graft, to facilitate the
microsurgical

vessels [1,2,3,5]

anastomose with the receptor

Figure 19 - The defect of the donor area resulting
from the harvesting of the superior gluteal flap.
The preserved gluteus maximus muscle is fixated
at its adjacent structures, using stitches with
separate absorbable wires

Figure 20 - The coating of the subcutaneous
tissue with separate absorbable sutures, with a
hidden knot. The intradermical suture with a
continuous non-absorbable wire. The minimal
diformity of the donor area, masked by clothing,
can be observed
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Conclusions

The advantages of using the superior gluteal
flap to reconstruct the amputated breast [1,4,14-
22]:

1. It was a very popular flap for the
reconstruction of the breast, because it provides
a generous quantity of autologous tissue for the
reconstruction, while the post-surgery scar is
well hidden.

2. It is an alternative in the event of the
impossibility of executing the TRAM flap, or in
the case of an abdominoplasty or a previously
performed TRAM flap.

3. It is an alternative in the event that the
abdominal tissue is insufficient or unavailable,
and the patient wishes the reconstruction using
autologous tissue, which has the advantage of
not weakening the abdominal wall.

4. Usually, most patients have enough tissue
available in the gluteal area for the
reconstruction; this flap may be used for the
unilateral or bilateral reconstruction of the
breasts, either simultaneously or consecutively.

5. Today, it is less used, because of the
existence of other, simpler alternatives: the flap
based on the extended great dorsal
muscle, the inferior gluteal flap, the Rubens
flap.

The disadvantages of using the superior
gluteal flap for the reconstruction of the
amputated breast [1,4,14-22]:

1. The main disadvantage is the technical
difficulty; because the pedicle (especially the
veins) is fragile and difficult to dissect, while its
short length, of 2-3 cm, makes the
microvascular anastomosis difficult, even for
experienced microsurgeons, requiring
microvascular anastomosis with the internal
mammary vessels, more fragile and with a more
variable anatomy (especially the internal
mammary veins). Usually, a vein graft is used
to facilitate the microvascular anastomosis, or
the superior gluteal flap is lifted on a
musculocutaneous perforator (which
supplements the length of the pedicle).

2. The second big disadvantage is the
deformity of the gluteal contour (of the donor
area), which, although not significant, is visible
especially when the patient wears trousers,
more so in the case of an unilateral use of the
flap; this asymmetry can be surgically corrected

by intervening on the other buttock, but by
doing this the contralateral superior gluteal flap
will be unavailable for a potential ulterior
reconstruction.
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