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Purpose: A lateral thoracodorsal fasciocutaneous flap (LTFF)
is a local fasciocutaneous flap that has been used in breast
reconstructions since the 1980s. Although the LTFF is a well-
studied reconstruction procedure after radical surgery in We-
stern countries, there is no report in Korea. By introducing
the LTFF procedure, we suggest an easy reconstruction
technique that can be performed by the breast surgeon di-
rectly.

Methods: Patients with lateral breast cancer and redundant
lateral thoracic region might be candidates for this procedure.
The flap consists of the lateral and dorsal extensions of the
inframammarian fold as well as an extended line from the
anterior axillary line. A quadrantectomy is performed through
a planned skin incision, and an axillary lymph node dissection
can be performed simultaneously if the sentinel lymph node
is positive. The skin and subcutaneous fat with the fascia of
the serratus anterior and latissimus dorsi muscle should be
dissected carefully. A wedge-shaped flap can be acquired

successfully. The lateral breast defect is then reconstructed
by a rotation of the flap. The axis of the flap is drawn following
the inframammarian fold so that the final scar would be under
the brassiere line.

Results: Nineteen patients were treated with the LTFF after
breast conserving surgery. All tumors were located in lateral
breast regions. Seroma occurred in three and partial fat nec-
rosis and partial flap necrosis were observed in each one.
The cosmetic result based on four-point scoring system of
breast cosmesis showed excellent in seventeen and good
in two.

Conclusion: Despite its long scar line, with appropriate pa-
tient selection, a LTFF might be a useful method for breast
reconstructions.
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Table 1. Four-point scoring system of breast cosmesis

Excellent Treated breast almost identical to untreated breast

Good Minimal difference between the treated and untreated
breasts

Fair Obvious difference between the treated and untreated
breasts

Poor Major functional and esthetic sequelae in the treated
breast

Fig 1. Flap design. The design of flap is consisted of the lateral
and dorsal extensions of the inframammarian fold and a line ex-
tended from the anterior axillary line. The extension of the infra-
mammarian fold can reach the posterior thoracic region, and
extension of the anterior axillary line is designed more obliquely
with curved border.
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Fig 2. Resected breast cancer. Quadrantectomy and axillary lym-
ph node dissection, if sentinel lymph node biopsy is positive, is
performed through a planned skin incision.
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Fig 3. The prepared lateral thoracodorsal fasciocutaneous flap.
The skin and subcutaneous fat with fascia of serratus anterior
and latissimus dorsi muscle are carefully dissected. We can ac-

quire the wedge-shaped LTFF. Vascular feeding of the flap is Fig 4. Completed reconstruction. A lateral breast defect is recon-
from the fascia of underlying muscles. The careful dissection structed by a rotation of LTFF. The LTFF axis is drawn following
from the underlying muscles may protect the partial flap loss the inframammarian fold, so that the final scar will be under the
and fat necrosis. brassiere line.

Fig 5. Postoperative reconstruction state. After discharge, postoperative wound healing is observed. In this patient, she visited outpatient
clinics at postoperative day 11 with all staples and drain removed. (A) Anterior view, (B) Anterior oblique view, (C) Lateral view, (D) Pos-
terior oblique view.
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Table 2. Overall results
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Case Age Stage Oper;tlve time rege i sy Complications Cosmesis
(minutes) (days)
1 49 | 100 13 Seroma Excellent
2 68 1A 140 10 none Excellent
3 63 1A 115 10 none Excellent
4 68 1A 120 13 none Excellent
5 72 | 195 10 Fat necrosis Good
6 56 | 160 10 none Excellent
7 65 | 100 9 none Excellent
8 61 | 160 13 none Excellent
9 64 | 120 9 none Excellent
10 63 | 90 12 none Excellent
11 62 | 105 12 none Excellent
12 47 1A 120 6 none Excellent
13 45 | 180 9 none Excellent
14 47 | 75 8 none Excellent
15 44 A 135 8 Partial flap necrosis Good
16 41 Il 225 10 Seroma Excellent
17 43 | 135 7 Seroma Excellent
18 49 | 150 10 none Excellent
19 66 | 120 13 none Excellent
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