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artery flap, free fibular flap, anastomotic site in cases of 
buried flap [Figure 4], when other conventional methods 
are not possible, and dorsalis pedis artery or radial artery 
in case of revascularization. 
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Figure 4: Doppler being done in a case of buried ALT flap in reconstruction 
of post-maxillectomy defect—vascular anastomotic site marked by ECG lead 

(electrode) The pivotal role of pedicled 
perforator flaps amidst 
irradiation

Sir,
Sacral teratomas transforming into malignant 
adenocarcinoma is extremely rare.[1] A 50-year-old female 
presented with such a case involving the lower 3 sacral 
vertebrae infiltrating into the rectum. Despite radiotherapy, 
she had pain and progressive loss of bladder control.

Surgical plan included tumour resection with bowel 
diversion with reconstruction:
1. Separation of abdominal and pelvic cavities and filling 

of the pelvic dead space.
2. To fill volume and provide cover for the irradiated 

sacral wound created after tumour resection.

A combined abdominosacral approach was used.[2] First, 
with the abdominal approach, inferiorly-based right 
vertical rectus abdominis myocutaneous (VRAM) flap was 
harvested. This was away from the site of irradiation and 
the left side was used for colostomy. Abdominoperineal 
resection with sigmoid colostomy was done. The VRAM 
flap was then folded and sutured to the margins of the 
sacral defect. Turning the patient prone, sacral tumour 
was resected, preserving S2, S3 roots, while sacrificing 
both left superior and inferior gluteal vessels with 
removal of major portions of gluteal muscles and right 
superior gluteal artery [Figure 1].

After 15 h of surgery with a 10-pint transfusion, 
considerations for closure included a microvascular or 
a pedicled perforator flap transfer. Two factors against 
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Figure 1: Sacral approach showing excised tumour and folded rectus 
abdominis muscle flap sutured to the sacral defect

Figure 2: Necrosis of the sutured margins around the flap, necrosis of gluteal 
muscles and fat with herniation of bowel into the pelvis; however, IGAP 

perforator plus flap stands robust

(IGA) were seen branching from it and the flap was dissected 
antegrade. IGA was preserved to supply the residual tissues. 
A larger flap was designed to allow tension-free closure in 
the irradiated area and to fill the dead space.

On postoperative day 5, the patient had paralytic ileus 
and necrosis of sacral suture lines. When the sacral 
wounds were opened for debridement, bowel loops were 
seen herniated through the pelvic brim from one side of 
the rectus muscle into the gluteal wound. Laparotomy 
with bowel decompression was done. A prolene mesh 
was sutured to the pelvic brim to prevent bowel from 
entering the pelvis again. There was widespread necrosis 
of the remaining gluteal fat and muscles, but the IGAP 
flap stood robust [Figure 2]. With repeated debridements 
and negative pressure wound therapy (NPWT) dressings, 
the sacral wound was closed secondarily with addition of 
small skin graft. She developed burst abdomen as well, 
treated by NPWT and grafting [Figure 3].

This case highlights the utility of perforator flaps 
amidst:[3,4]

1. Time constraints with deteriorating haemodynamics.
2. Radiation and infection.
3. Preservation of end arteries.
4. Not violating other vascular territories (here posterior 

thigh flap) thus preserving life-hoats.
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Figure 3: Local wound therapy with negative pressure dressings and 
secondary closure

choosing the former were time and the lack of recipient 
vessels. Thus, a right inferior gluteal artery perforator (IGAP) 
plus flap was designed. Perforators of inferior gluteal artery 
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Surgical revirgination: Four 
vaginal mucosal flaps for 
reconstruction of a hymen

Sir,
We read with interest, the original article “Surgical 
revirgination: Four vaginal mucosal flaps for reconstruction 
of a hymen”[1] published in your reputed journal. We must 
congratulate the author for a commendable and innovative 
approach based on the principles of plastic surgery.

Hymenoplasty or hymenorrhaphy is in increasing demand 
due to the traditional sociocultural belief associated 
with virginity; being still illegal in some countries, it 
creates a multitude of moral, ethical, social and religious 
controversies; one finds a lot more information on the 
internet than in scientific journals.

Any reconstruction should “replace like with like tissues” 
with the aim of matching colour, texture and thickness, 
and also the final appearance to be normal. As described, 

the flaps X and X’ overlap whereas flaps Y and Y’ overlap 
leaving no raw areas (Figure 1 redrawn from Saraiya). 
How does this cruciate flap heal (XX’ with YY’) as there is 
no raw area between them?

As the author uses the flaps from the vaginal mucosa for 
hymen reconstruction and primarily closes the donor 
site, there is a chance of iatrogenic vaginal stenosis and 
subsequent risk of dyspareunia; the use of tough vaginal 
mucosa is akin to creating a transverse vaginal septum 
with the consequent risk of infertility.

The final appearance following this reconstruction 
is “network-like” as the author describes it, whereas 
the appearance after hymenoplasty following repair 
described by Prakash[2] and Ou[3] is annular. There being 
so many normal anatomical variations of normal hymen 
such as annular, crescentic, cribriform, eccentric, septate 
and microperforated, which one of these forms should 
one aim to reconstruct and what will be the advantage 
of one hymeneal type over the other that the author 
recommends this method to be better?

There are many unanswered issues about this controversial, 
but still curious procedure. The author describes the 
reconstruction to be strong enough to sustain daily 
activities, but how strong should these reconstructions 
be? How long these repairs should last? When should 
hymenoplasty be planned in relation to the proposed first 
intercourse? Moreover what reconstruction would be 
considered good as there are so many anatomic variations?

How do we assess the success of these surgeries? Is it 
based on immediate appearance after repair? Or is it its 

Figure 1: Diagrammatic representation of four flap hymenoplasty (redrawn 
from Saraiya)
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