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Supetior Gluteal Artery Petforator Turn-Over Flap
Coverage for Lumboscaral Soft Tissue Defect in
Ambulatory Patient
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Purpose: Extensive lumbosacral defects after removal
of spinal tumors have a high risk of wound healing
problems. Therefore it is an effective reconstructive strategy
to provide preemptive soft tissue coverage at the time of
initial spinal surgery, especially when there is an instrument
exposure. For soft tissue reconstruction of a lumbosacral
defect, a variation of the gluteal flap is the first-line choice.
However, the musculocutaneous flap or muscle flap that is
conventionally used, has many disadvantages. It damages
gluteus muscle and causes functional disturbance in
ambulation, has a short pedicle which limits areas of
coverage, and can damage perforators, limiting further
surgery that is usually necessary in spinal tumor patients.
In this article, we present the superior gluteal artery perforator
turn-over flap that reconstructs complex lumbosacral
defects successfully, especially one that has instrument
exposure, without damaging the ambulatory function of the
patient.

Methods: A 67 year old man presented with sacral
sarcoma. Sacralectomy with L5 corpectomy was per-
formed and resulted in a 15 x 8 cm sized complex soft
tissue defect in the lumbosacral area. There was no defect
in the skin. Sacral stabilization with alloplastic fibular bone
graft and reconstruction plate was done and the
instruments were exposed through the wound. A 18 x 8 cm
sized superior gluteal artery perforator flap was designed
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based on the superior gluteal artery perforator and deepi-
thelized. It was turned over 180 degrees into the lumbosacral
dead space. Soft tissue from both sides of the wound was
approximated over the flap and this provided in double
padding over the instrument.

Results: No complications such as hematoma, flap
necrosis, or infection occurred. Until three months after the
resection, functional disturbances in walking were not
observed. The postoperative magnetic resonance imaging
scan shows the flap volume was well maintained over the
instrument.

Conclusion: This superior gluteal artery perforator
turn-over flap, a modification of the conventional superior
gluteal artery perforator flap, is a simple method that
enabled the successful reconstruction of a lumbosacral
defect with instrument exposure without affecting ambulatory
function.

Key Words: Sacrum, Gluteal flap
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Fig. 1. (Left) Intraoperative view: defect after resection of the tumor and paraspinal muscles. Exposure of the reconstruction
plates, screws and alloplastic fibular bone grafts. (Right) 18 x 8 cm sized superior gluteal artery perforator flap was designed.
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Fig. 2. (Above, left) Perforators originating from the intermuscular fibrous sheath (white arrow) (Above, right) Deepithelized
flap is 180 degree turned-over to the defect. The larger left sacral area defect is covered by thicker folded part of the flap.
(Below, left) Donor site is closed directly (Below, right) Three suction drains were inserted and residual wound was closed.
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Fig. 3. (Left) Postoperative one month MRI shows sufficient padding and good coverage of the instrument. White arrow

indicates the adipose unit of the flap. (Right) Sagittal view.
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