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Thoracodorsal Artery Perforator Flap:

Basic Surgical Determinants
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Dear Editor,

The Thoracodorsal Artery Perforator
(TDAP) flap is a relatively new member of
the perforator flap family in reconstructive
surgery. It has been used for reconstruc-
tion of regional soft tissue defects, includ-
ing trunk, axilla and breast, or as a free flap
in reconstruction of various distant tissue
defects, such as face, elbow, forearm and
lower extremity [ 1-4]. In shedding light on
literatures and according to our experience
in this field, adhering to some basic surgi-
cal determinants may significantly increase
the success of planning and harvesting the
TDAP flap.

1. The understanding of the perforator
anatomy is essential for safe and efficient
harvesting of the TDAP flap. The first mus-
culocutaneous perforator of the TDAP
flap usually emerges from the point 8 to 10

cm inferior to the axillary fold and 1 to 2
cm behind the lateral border of the latis-
simus dorsi muscle. This point is the loca-
tion of the proximal skin perforator origi-
nating from the descending branch of the
thoracodorsal artery. The second landmark
is 4 cm below the scapular tip and 2.5 cm
behind the lateral border of the latissimus
dorsi muscle [5-7].

2. The surgeons have to detect and
mark the cutaneous perforators of the
thoracodorsal artery on the back using a
Doppler flowmeter before the operation.
There is a general correlation between the
audible volume of the signal and the diam-
eter of the perforator [2-4].

3. The flap size and shape should be
designed according to the defect size, with
incorporation of the point of the perfora-

tor artery to obtain a long pedicle for free



flap transfer and to provide appropriate mobiliza-
tion for pedicled flap transfers. Usually, pedicled flaps
should be designed in such a way that the perforator
enters the skin paddle right in the center of the flap is-
land. However, the free flaps should be designed on the
basis of the proximal perforator, which is placed on the
proximal third of the flap to increase effective pedicle
length, and the size of the flap [1-3].

4. The patient should be placed in the lateral decu-
bitus position with the arm abducted 90 degrees over,
whilst under general anesthesia. However, some au-
thors suggested flap harvesting in the supine position
[8].

5. Flap elevation is commenced from the anterior
to posterior, developing a plane above the deep fascia
of the latissimus dorsi and serratus anterior muscles,
which is thick medially and which becomes thinner
above the anterior part of the latissimus dorsi muscle
[2,3].

6. The dissection should be done carefully under
loupe magnification for identification of the pulsating
perforator. Wide exposure is essential to perforator dis-
section within the muscle and the dissection proceeds
in the loose areolar tissue above the muscle. Some
variations can be seen in the size and location of the
perforators. For this reason, during this dissection, the
surgeon should be aware that the real location of the
perforator might be different from the location detect-
ed by the Doppler flowmeter [2-4].

7. The dissection should be performed close to
the pedicle, ligating muscular branches with surgical
clips or bipolar cautery. The thoracodorsal nerve and
its branches should be freed from the pedicle with an
atraumatic dissection technique. Subsequently, the flap
should be carefully detached from the underlying mus-
cle until the selected perforator is encountered [2-4].

8. The thinning procedure of the flap may be per-
formed. The soft tissue underlying the superficial fascia
may be trimmed, leaving only skin and a partial thick-
ness of superficial adipose tissue. However, a 1-cm-
wide deep fascia cuff is left untrimmed around each
skin perforator to prevent injury to them [5].

9. The expansion of the TDAP flap is possible. The
pre-expanded TDAP flap may be used safely to recon-
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struct any size of soft tissue defects and the donor site

may be closed primarily with low tension [4].

In conclusion, the thoracodorsal perforator flap is
areliable option for the reconstruction of soft tissue de-
fects. It may be elevated safely to perform some surgical
principles. We recommend this flap as the treatment of
choice in the various defects.

Conflict of interest statement

The authors have no conflicts of interest to declare.

References
1. Hamdi M, Salgarello M, Barone-Adesi L, Van Lan-

duyt K. Use of the thoracodorsal artery perforator

(TDAP) flap with implant in breast reconstruc-

tion. Ann Plast Surg 2008;61:143-146.

2. Uygur F, Sever C, Tuncer S, Alagoz S. Reconstruc-
tion of postburn antebrachial contractures using
pedicled thoracodorsal artery perforator flaps.
Plast Reconstr Surg 2009;123:1544-1552.

3. Uygur F, Kulahci Y, Sever C, Duman H. Recon-
struction of postburn thenar contractures using the
free thoracodorsal artery perforator flap. Plast Re-
constr Surg 2009;124:217-221.

4. Kulahci Y, Sever C, Uygur F, Oksuz S, Sahin C,
Duman H. Pre-expanded pedicled thoracodorsal
artery perforator flap for postburn axillary contrac-
ture reconstruction. Microsurgery 2011;31:26-31.

5. Ortiz CL, Mendoza MM, Sempere LN, Sanz JS,
Torres AN, Barraquer EL. Versatility of the pedi-
cled thoracodorsal artery perforator (TDAP)
flap in soft tissue reconstruction. Ann Plast Surg
2007;58:315-320.

6. Ayhan S, Tuncer S, Demir Y, Kandal S. Thoraco-
dorsal artery perforator flap: a versatile alternative
for various soft tissue defects. ] Reconstr Microsurg
2008;24:285-293.

7. Er E, Ugar C. Reconstruction of axillary contrac-
tures with thoracodorsal perforator island flap.
Burns 20085;31:726-730.

8. Koshima I, Narushima M, Mihara M, Iida T, Gon-
da K, Uchida G, et al. New thoracodorsal artery
perforator (TAPcp) flap with capillary perforators
for reconstruction of upper limb. J Plast Reconstr
Aesthet Surg 2010;63:140-145.

www.acesjournal.org





