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Donor Muscle Flap Harvest with Endoscopic Assistance

Hee Chang Ahn, M.D., Bong Kweon, Park, M.D.

Department of Plastic and Reconstructive Surgery
Hanyang University Kuri Hospital, Korea

Both of latissimus dorsi and rectus abdominis muscles are workhorse for various reconstructive
surgeries. These muscle flaps have been used widely for soft tissue coverage, tissue augmentation,
and functional muscle transfer. However, the traditional method for muscle harvest requires a long
incision that often results in an unsightly scar and becomes the main concern of the patient.

The purpose of this study is to introduce our clinical experience of endoscopic harvest of
latissimus dorsi muscle and rectus abdominis muscle, and to make comparison with traditional
harvest of these two muscle flaps.

Of the 13 rectus abdominis muscles free flaps, 6 muscles were harvested traditionally and 7
muscles were harvested with endoscopic assistance. Of the 21 latissimus dorsi muscle free flaps,
12 muscles were harvested traditionally and 9 muscles were harvested with endoscopic assistence.
Follow up period was between 6 months and 24 months. The patients age ranged from 7 to 70
years old.

The result revealed no statistically significant differences in the amount of intraoperative
bleeding, incidence of postoperative hematoma and seroma, and the incidence of donor-site wound
infection. However, patients feel less pain and start earlier and better movement after the operation
with endoscopically assisted harvest.

This technique is easy to learn, is safe, and can reduce substantially the donor site morbidity
comparing traditional harvesting technique.
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Fig. 1. Latissimus dorsi muscle is harvested with endo-
scopic assistance. Thoracodorsal vessel is dis-
sected through 5 cm long axillary incision.
Muscle is dissected through flank incision and
sometimes another incision is needed on the dis-
tal part of muscle near the spine if large muscle
is required.
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Fig. 2. Rectus abdominis muscle is harvested with endo-
scopic assistance. Muscle is separated from the
fascia with endoscopic cautery and scissors.

Table 1. Comparison between both techniques of endoscopic assisted harvest and conventional harvest

Rectus abdominis

Flaps Latissimus dorsi Latissimus dorsi Rectus abdominis
musclc muscle muscle muscle
(Methods) (Endoscopic) (Conventional) (Endoscopic) (Conventional)
Incision Length 6 cm in axilla, 20 cm in flank Transverse 5 cm Vertical 15 cm
3 cm in flank on lower abdomen on abdomen
Scar Hidden by Exposed, Hidden by Long vertical
brassiere and along sometimes swimming pants
the axillary folds contracture below umbilicus
Harvesting time Initially 2 hours 1 hour 1 hour 20 minutes 50 minutes
30 minutes
Lately 1 hour
10 minutes
Flap failure none none none none
and
Complication
Drain removal POD 11 days POD 9 days POD 2 days POD 2 days

Patient’s
Satisfaction

More esthetic

Time saving,
Scar and possible
contracture

More esthetic

Exposed scar
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Fig. 3. Axillary incision is placed along the axillary
folds and skin line so that the scar is not promi-
nent. Other incision is remained on the flank.
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Fig. 4. 20 cm long incision is left after the conventional
open technique for latissimus dorsi muscle har-

vest. Sometimes it is troublesome for the patients
especially for woman and child.
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Fig. 5.5 cm long incision is located on the lower abdo-
men. It is placed transversely under the umbili-
cus so that it can be concealed with swimming

pants.
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