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Figure 2 (Al Areola-sparing mastectomy with I-GAP first-stage reconstruction prior to nipple reconstruction. (8) Donor site left 
I-GAP flap. 

medial to the gluteus maximus muscle. Preservation of 
this fat pad will reduce possible donor-site discomfort 
when sitting in the future. 

When the recipient vessels are ready, the gluteal 
artery and vein are divided and the flap harvested and 
weighed. The skin and fat overlying the gluteus maximus 
muscle and posterior thigh are elevated superiorly and 
inferiorly to allow layered approximation of the fat and 
fascia of the donor site to minimize a contour deformity 
and provide a buttock lift. The donor site is closed in 
layers over a suction drain with absorbable suture. 

The patient is then returned to the supine posi­
tion and again prepped and draped. The anastomosis is 
performed to the recipient vessels under the operating 
microscope. The flap is inset over a suction drain placed 
away from the pedicle with care taken not to twist or 
kink the pedicle. To create a spherical flap the ends of 
the ellipse may be excised. The flap may be inset 
horizontally, vertically, or obliquely as needed. 

POSTOPERATIVE CARE 
The postoperative care is the same as with other perfo­
rator flap breast reconstructions and patients typically go 
home on the fourth postoperative day. The suction 

drain at the donor site must usually be left in place 
for several days longer than with an abdominal donor site 
(1 to 2 weeks). 

CLINICAL EXAMPLES 

1. A	 42-year-old female with ductal carcinoma in situ 
(DCIS) in the left breast and mild ptosis underwent a 
left areolar-sparing mastectomy with I-GAP recon­
struction (Fig. 2). 

2. A	 52-year-old female underwent right subcutaneous 
mastectomy with failed implant reconstruction. Her 
implant was removed and reconstructed with I-GAP 
flap (Fig. 3). 

COMPLICATIONS 
In a review of 170 GAP flaps performed by our unit for 
breast reconstruction, the incidence of complications was 
low. The overall take-back rate was ~8% with a 6% rate 
of vascular complications. The total flap failure rate was 
~ 2%. Donor-site seroma occurred in 15% of patients 
and ~ 20% of patients required revision of the donor 
site. l1 
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Figure 3 (AI I-GAP right breast reconstruction after subcutaneous mastectomy. (8) Donor site right I-GAP flap. 
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SUIVIMARY	 REFERENCES 
Perforator flaps have raised the standard in breast 
reconstruction. By replacing breast tissue with similar, 
living autologous tissue we can achieve permanent 
natural results with minimal donor site deformities. 
The I -GAP flap is one of a wide choice of donor site 
options that make most patients candidates for this 
method of autogenous reconstruction. The in-the­
crease I -GAP offers the advantages of preservation 
of buttock shape, a scar hidden in a natural crease, 
and an adequate thickness of fat for a youthful and 
attractive breast. Additional work may further decrease 
the length of procedure, improve scars, and lessen 
complications. 

I-GAP Advantages 

•	 Excellent for breast reconstruction when 200 to 600 g 
is needed. 

•	 The I -GAP is a thick flap that may allow correct 
breast width to be preserved when rotated 90 de­
grees. 

•	 Flap has a longer pedicle (7 to 10 em), which can be 
sutured into the thoracodorsal system for breast 
reconstruction. 

•	 Donor-site contour defects may be minimal in prop­
erly selected patients. 

I-GAP Disadvantages 

• I -GAP donor site may cause discomfort when sitting 
on uncushioned chairs for the initial 3 to 6 weeks after 
surgery. 

•	 Injury to the posterior femoral cutaneous nerve post­
operatively is unlikely but possible and may result in 
cutaneous numbness. Visualization of the sciatic nerve 
is uncommon and injury very unlikely. 

•	 Donor site scar may show with high-cut swimsuits. 
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