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Fig. 1. 
Preoperative photograph of case 1. The defect size was 17×12 cm. Both 

the testes and anal sphincter were exposed.

3.	Geschichter CF, Lewis D. Tumors of connective tissue. 
Am J Cancer 1935;25:630-55.

4.	Jacobsson F. The treatment of keloids at Radium-hemmet, 
1921-1941. Acta Radiol 1948;29:251-67.

5.	Moustafa MF, Abdel-Fattah MA, Abdel-Fattah DC. Pre- 
sumptive evidence of the effect of pregnancy estrogens 
on keloid growth: case report. Plast Reconstr Surg 
1975;56:450-3.

There are many reasons for skin defects of the peri- 
neoscrotal area. These defects can result from severe 
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infection with gangrene and loss of the covering skin. 
Traumatic avulsions of the scrotal and penile skin are 
commonly caused by clothing being caught in revolv- 
ing machinery, automobile versus pedestrian accidents, 
falls, rare bull-horn avulsion injuries, the excision of 
scrotal skin diseases and genital burns [1].
  Pressure sores of the ischial region have been treated 
with muscles and skin of the medial part of the thigh. 
Hirshowitz and Peretz [2] introduced superomedial 
thigh flaps in the reconstruction of the scrotum and 
vulva in 1982. We present two cases using medial thigh 
fasciocutaneous flaps in the reconstruction of wide 
skin defects of the perineoscrotal area. The operations 
were performed under general anesthesia and in the 
lithotomy position. We first used a Doppler sonogram 
to mark the external pudendal, superficial femoral, 
and medial circumflex femoral arteries at the area 5 cm 
lateral to the pubic tubercle. Then, a triangular flap 
was designed. A line was drawn extending from the 
pubic tubercle to the insertion area of the semiten- 
dinosus tendon. The anterior border of the flap may 
lie a centimeter or so anterior to this line. A triangular 
flap 9 cm in width can be safely elevated distally 20 cm 
along that border [3].
  Dissection begins distally to identify the deep fascia, 
which must be included with the flap. To preserve the 
main pedicles, surgeons must not dissect near a line 	
5 cm lateral to pubic tubercle. After avoiding the loss 
of septocutaneous perforators in the dissection, the 
flap, including the fascia, was raised from the distal 
aspect, advanced cephalad and rotated medially toward 
the inguinal canal using the pedicles of the three arteries 
as a pivot point. Superficial subcutaneous tissues and 
veins may be included in the pedicle if they do not 
prevent flap mobilization [4]. Then, the distal end of 
the flap was rotated toward the anus, and the posterior 
end of the flap was rotated toward the penis. After 
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Fig. 2. 
Intraoperative photograph of case 1. The defect was covered with  
a bilateral medial thigh fasciocutaneous flap. 

Fig. 4. 
Preoperative photograph of case 2. The defect size was 10×9 cm.  
The lower two-thirds of both testes were exposed.

Fig. 3. 
Postoperative photograph of case 1 after 6 months. There is no severe 
scar contracture as can result from a skin graft, and the contour of the 
reconstructed scrotum looks similar to a normal scrotum. 

coverage of the defect with bilateral flaps, donor site 
closure could be achieved by primary intention. 
  A 46-year-old man had a wide perineoscrotal defect 
due to Fournier’s gangrene. He had undergone a colo- 
stomy due to anal sphincter dysfunction. The size of 
the defect was 17 × 12 cm and included perineal and 
scrotal skin (Fig. 1). The defect was covered with a 
bilateral medial thigh fasciocutaneous flap. The size of 
each flap was 18 × 7 cm, and primary closure was per- 
formed to close the donor site (Fig. 2). The colostomy 
failed on postoperative day 2. The wound became 
infected due to fecal contamination and dehisced 
with partial loss of the perianal flap. On postoperative 
day 20, the wound was revised under local anesthesia 
with debridement and primary closure. There was no 
further flap loss, wound dehiscence, or scar contracture 
as of 6 months postoperatively (Fig. 3). 
  A 54-year-old man had a perineal defect due to 
trauma. He had hepatocellular cell carcinoma, which 
impaired his coagulation function. The size of the defect 

was 10 × 9 cm (Fig. 4). The defect area was mainly the 
lower two-thirds of his scrotum and included perineal 
skin. The defect was covered with bilateral medial thigh 
fasciocutaneous flaps and remnant scrotum. The size 
of each flap was 5 × 6 cm. The wound healed without 
problems such as hematoma. There were no significant 
complications or operative site problems as of 3 months 
postoperatively (Fig. 5). Reconstruction of the perin- 
eoscrotal area after complete loss of the overlying skin 
is a challenging problem for reconstructive surgeons 
[1]. The fasciocutaneous flap provides durable skin 
and a large area of soft tissue coverage for reconstructing 
scrotal and perineal defects. With this thin flap cove- 
rage, it produces an acceptable cosmetic effect.
  In our cases, the defect areas included both the 
scrotum and perineum. As mentioned above, surgeons 
should consider not only the extent of coverage but 
also aesthetic and functional aspects in cases of scrotal 
reconstruction. 
  The medial thigh fasciocutaneous flap is an axial 
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Fig. 5. 
Postoperative photograph of case 2 after 3 months. There is no severe 
scar, as can result from a skin graft, and the contour of the scrotum is 

exposed naturally due to the thin flaps and remnant scrotal skin.

pattern flap that consists of perforators of three arteries: 
the external pudendal, superficial femoral, and medial 
circumflex femoral arteries. The presence of axial 
vessels from the medial femoral circumflex artery and 
vein has been demonstrated by transillumination at 
the time of surgery and by cadaveric study [2,3,5]. 
Because of the longitudinal axial interconnections of 
these three vessels above the deep fascia of the medial 
thigh, preservation of only the proximal afferents of 
each pedicle allows for safe elevation of this large, 
longitudinally-oriented medial thigh fasciocutaneous 
flap [3]. With this anatomical understanding, the flap 
can be medially rotated approximately 90 degrees at 
the lithotomy position, while preserving the axial 
vessels, to cover the defect. We thought bilateral flaps 
could maintain the scrotal shape aesthetically better 
than other unilateral flaps. Compared to other cases 
of unilateral flap coverage, the midline scar after bila- 
teral flap insertion can substitute for the perineal raphe 
aesthetically. With thin fasciocutaneous flap coverage, 
the contour of the reconstructed scrotum looks similar 
to a normal scrotum. 
  After flap elevation, the donor site can be closed by 
primary intention without excessive tension. Aesthe- 
tically, the inner part of the thigh is relatively unex- 
posed.
  In conclusion, bilateral medial thigh fasciocuta- 
neous flap is a safe and effective procedure in perineo- 
scrotal reconstruction without donor site morbidity 
for both small and large defects. 
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