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Pectoralis Major Myocutaneous 
Flap for Head and Neck Defects in 
the Era of Free Flaps: Harvesting 
Technique and Indications
Muyuan Liu1,*, Weiwei Liu2,*, Xihong Yang1, Haipeng Guo1 & Hanwei Peng1

The role of the pectoralis major myocutaneous flap (PMMF) in head and neck reconstruction is 
challenged recently due to its natural drawbacks and the popularity of free flaps. This study was 
designed to evaluate the indications and reliability of using a PMMF in the current free flap era based on 
a single center experience. The PMMF was harvested as a pedicle-skeletonized flap, with its skin paddle 
caudally and medially to the areola, including the third intercostal perforator, preserving the upper one 
third of the pectoralis major muscle. The harvested flap was passed via a submuscular tunnel over the 
clavicle. One hundred eighteen PMMFs were used in 114 patients, of which 76 were high-risk candidates 
for a free flap; 8 patients underwent total glossectomy, and 30 underwent salvage or emergency 
reconstruction. Major complications occurred in 4 patients and minor complications developed in 10. 
Tracheal extubation was possible in all cases, while oral intake was possible in all but 1 case. These 
techniques used in harvesting a PMMF significantly overcome its natural pitfalls. PMMFs can safely be 
used in head and neck cancer patients who need salvage reconstruction, who are high risk for free flaps, 
and who need large volume soft-tissue flaps.

Since its introduction by Ariyan in 1979, the pectoralis major myocutaneous flap (PMMF) has been used as a 
workhorse flap for the reconstruction of the head and neck defects in the following three decades1–5. Advantages 
of this flap include its easy harvest, abundant soft tissue volume, large skin paddle, relative versatility, considerable 
reliability, and short operating time. However, with the development of microvascular techniques and the wide 
use of free tissue transfers, drawbacks of the PMMF were magnified and its popularity in head and neck recon-
struction decreased in the recent decades. Disadvantages of the PMMF include excessive bulk in some situations, 
deformity of the thoracic wall, function impairment of the neck and shoulder, high incidence of complications 
and partial necrosis of its skin paddle, and possibly poor function outcome of the recipient site1,3,6–10. The PMMF 
is now popularized in developing countries with limited medical resources5,11,12, whereas it is used much less in 
Western countries where availability of microsurgical techniques is more widespread3,13,14. It seems that the role 
of the PMMF in head and neck reconstruction has shifted from a “workhorse flap” to a “salvage flap” in the era 
of free flaps9.

However, we found in our practice that the role of the PMMF is irreplaceable, even though free flaps are our 
main armamentarium for the reconstruction of head and neck defects. It can safely be used not only as a “salvage 
flap” in cases with flap failure or complications (e.g. fistula and carotid rupture) but also as a primary procedure in 
patients who were predictably high risk candidates for a free flap, in situations where bulky flaps are needed (e.g. 
total glossectomy reconstruction), and in cases where simultaneous protection of the major vessels of the neck is 
necessary. Furthermore, technique modifications of flap harvesting not only ensure its reliability but also decrease 
the donor site functional impairment. Since January 2007, we have harvested PMMFs with a combination of 
previously reported modification techniques, and used the PMMF as not only as a salvage flap for failed free flap 
reconstructions, but also as a primary head and neck reconstruction flap when free flaps were thought to be a 
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compromised choice. In the current cohort study, we report our experience of using 118 PMMFs in 114 patients 
by a single surgical team, focusing on flap harvesting techniques, indications, and surgical outcomes.

Results
Demographic data. From January 2007 through December 2015, 625 free flaps and 158 pedicled flaps 
(PMMF, n =  118; infrahyoid myocutaneous flap, n =  35; vertical trapezius myocutaneous flap, n =  5) were per-
formed by a single surgical team (led by Dr.PH). These 118 consecutive PMMFs performed in 114 patients con-
stituted our study subjects. Of the 114 cases, eighty were male and 34 were female. The age ranged from 45 to 94, 
with a median age of 64 years.

Indications. Indications for a PMMF reconstruction were shown in Table 1. When there were multiple factors 
leading to the use of a PMMF, the principle one identified for the choice was listed as the indication. The majority 
of the PMMFs (73.8%, 87/118) were used as a primary reconstructive surgery, and the remaining (26.2%, 31/118) 
were used as a salvage or emergency procedure. Most of the primary PMMF reconstructions were chosen for 
those thought to be high-risk microvascular surgery candidates due to poor vascular status (41.4%, 36/87) and/
or compromised general status (27.6%, 24/87). Fourteen PMMFs were used for coverage of the neck soft tissue 
defects or protection of the carotid artery following salvage extensive radical neck dissection in 12 patients. Five 
were used in patients with vessel depleted neck due to previous surgery. The remaining 8 flaps were employed for 
reconstruction for total glossectomy defects in 7 patients.

Salvage or emergency PMMF reconstruction was employed mainly for closure of the wound due to free flap 
failure (48.4%, 15/31), oro-/pharyngo-cutaneous fistula incurable after exhaustively conservative care (45.2%, 
14/31), and for protection of the carotid artery in 2 cases of emergency carotid rupture.

In the 84 patients who underwent a primary PMMF reconstruction, 3 patients needed bilateral simultaneous 
PMMFs, 2 for carotid artery protection and 1 for total glossectomy defect. Clinical demographic breakdown of 
these 84 patients was detailed in Table 2. The surgical defects included oral cavity (38.1%, 32/84), hypopharynx 
(25%, 21/84), oropharynx (16.7%, 14/84), and head and neck soft tissue (20.2%, 17/84). The majority of patients 
had previous radiotherapy (57.1%, 48/84), recurrent malignancies (63.1%, 53/84), stage IV (84.5%, 71/84), and 
squamous cell carcinoma (95.2%, 80/84).

Surgical outcomes. No perioperative deaths occurred in this series. Major complications developed in 
2 patients with hematoma in the neck that needed surgical intervention, one with fistula that needed another 
PMMF from the contralateral side, and 1 with marginal necrosis that resulted in wound dehiscence and need for a 
delayed closure. Minor complications included marginal flap necrosis (n =  3), pharyngo-cutaneous fistula (n =  3), 
oro-cutaneous fistula (n =  3), and hematoma in the chest wall (n =  1), all of which were cured after conservative 
care. The major and minor complication rate were 3.5% (4/114) and 8.8% (10/114), respectively, with a total 
complication rate of 12.3%. All complications occurred in the primary reconstruction group. No total or partial 
flap necrosis and donor site dehiscence or infection occurred in our series. All patients resumed oral diet except 
1 patient with total glossectomy combined with mandibulectomy and laryngectomy. Decannulation was possible 
in all patients except those who underwent total laryngectomy.

Donor site morbidity. Donor site morbidity evaluation data of eighteen patients were unavailable due to 
death, tumor recurrence, poor general status, and unknown reasons. Ninety-six patients completed question-
naires in the outpatient department 6–12 months after operation. No patients reported severe shoulder pain or 
dysfunction in daily life. Moderate shoulder pain and moderate shoulder dysfunction were reported by 5 and 6 

Indications Flap number Percentage

Primary reconstruction 87 100%

 Poor vascular status 36 41.4%

  Previous radiation >  60 Gy to the neck 30 34.5%

  Poorly controlled diabetes 4 4.6%

  Systemic vascular sclerosis 2 2.3%

 Compromised general status 24 27.6%

  ASA grade 3–4 16 18.4%

  Age >  75 8 9.2%

 Major vessel protection 14 16.1%

 Vessel depleted neck 5 5.7%

 Total glossectomy 8 9.2%

Salvage reconstruction 31 100%

 Flap failure 15 48.4%

 Fistula 14 45.2%

 Carotid rupture 2 6.5%

Table 1.  Indications for a PMMF reconstruction.
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patients, respectively, among which 2 had both pain and dysfunction. With regard to cosmetic outcome of the 
donor site, 93.8% (90/96) of the patients reported as excellent or good.

Discussion
The PMMF has been relegated to the secondary role in head and neck defect reconstruction in the recent two dec-
ades due to the widespread utilization of free flaps1,6,15. Free flaps are considered as the first choice in the majority 
of major head and neck defects because of their superior versatility, reliability, tissue match, function and cos-
metic outcome, and lower donor site morbidity16. However, free flaps cannot be an all-in-one answer for head and 
neck reconstruction in any situation. Selection of an appropriate reconstructive method should take both patient 
factors and surgeon/institution factors into account. We believe when the reliability is assured and the donor site 
morbidity is decreased, the PMMF can be used not only as a workhorse flap for head and neck reconstruction 
in the institutes where availability of free tissue transfer is limited7,17,18, but also in select cases in institutes which 
preferentially use free flaps3,13,19.

In order to circumvent the natural drawbacks of the PMMF, technique modifications have been 
attempted1,20–25. We harvested the PMMF using the following techniques: the skin paddle is designed 
caudally-medially to the areola; the third intercostal perforating branch of the internal thoracic artery is included 
in the flap; the clavicle portion and part of the sternal portion of the pectoralis major is left intact; and the flap 
is sent to the recipient site via the sub-muscular tunnel over the clavicle and beneath the platysma flap after 
the clavipectoral fascia is divided. Although each of these modifications has been reported previously1,20–25, the 
combination of all these modifications results in the following advantages: (1) skin paddle caudally-medially 
to the nipple not only avoids using the potential compromised blood supply skin paddle over the rectus, but 
also reduces the cosmetic impairment at the donor site; (2) including the third intercostal perforating branch of 
the internal thoracic artery ensures the blood supply of the distal part of the skin paddle due to choke anasto-
mosis of the internal thoracic artery and the thoracoacromial artery23; (3) in contrast to the previous reported 
modification of preserving only the clavicular portion of the pectoralis major muscle, we transect the pectoralis 
major horizontally along the muscular fiber axis at the level where the terminal of the pectoral branch could be 
identified and skeletonize the vascular pedicle to its origin. We have found this novel modification to have the 
benefit of further elongating the vascular pedicle length (the length of the pedicle reach 8–10 cm in our series), 
decreasing excessive bulk in the neck, and minimizing the deformity of and functional impairment of the donor 
site; (4) passing the flap via the sub-muscular tunnel over the clavicle avoids additional injury to the clavicle thus 
further reducing subsequent shoulder dysfunction. In this cohort of 118 PMMFs, no total or partial flap necrosis 
occurred, the total complication rate was 12.3% with a major complication rate of only 3.5%, and the patient 
reported donor-site-related morbidity was very low. These excellent outcomes demonstrate a considerable relia-
bility and benefit of these techniques.

Bulky volume which is one of the drawbacks of the PMMF can serve as a priority in specific situations. 
PMMFs has been reported to be an appropriate option for reconstruction of extensive neck soft tissue defects 
resulting from ablative surgery for cervical metastasis involving the overlying skin, since it allows both large vol-
ume soft tissue coverage and protection of the carotid artery26,27. With regard to total or near total glossectomy, 
flaps with large tissue volume should be employed with the purpose of adequate tissue bulk restoration. These 
flaps include the anterolateral thigh flap28, deep inferior epigastric artery perforator flap29, PMMF30, and others. 

Types of defects Number Percentage

Oral cavity 32 38.1%

 Mandibular 13

 Tongue (partial or total) 11

 Buccal mucosa 8

Hypopharynx 21 25%

Oropharynx 14 16.7

Neck soft tissue 12 14.3%

Temporal region soft tissue 5 6.0%

Previous radiotherapy

 Yes 48

 No 36

Primary tumor or recurrent tumor

 Primary 31

 Recurrent 53

Tumor stage 

 III 13

 IV 71

Pathology

 SCC 80

 Non-SCC 4

Table 2. Demographic data of 84 patients who underwent a primary PMMF reconstruction.
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The PMMF is the most frequent donor site in our department. All 7 defects after total glossectomy with (n =  6) or 
without (n =  1) preservation of the larynx were successfully reconstructed using a PMMF; oral diet was possible 
in 6 patients except the patient who had a recurrent floor of the mouth cancer after chemoradiation and under-
went total laryngectomy and bilateral mandibulectomy simultaneously.

In the institutions where defects are managed predominantly with free tissue transfer, the PMMF continues 
to play an important role in head and neck reconstruction. In his report of 53 PMMF reconstructions, Schneider 
et al.3 used the PMMF as secondary reconstruction for complications resulted from a free flap (e.g. flap necrosis 
or loss of soft tissue skin paddle, fistula, wound breakdown with great vessel exposure, and delayed hematoma), 
combined with a free flap for large tissue defects, and as primary reconstruction of cervical skin defect, great ves-
sel coverage, pharyngo-cutaneous fistula, infection, and dead space obliteration. Avery et al.13,14 mainly used the 
PMMF in the management of advanced disease combined with substantial co-morbidity and situations following 
free flap failure. Regarding hypopharyngeal reconstruction for patients with primary or recurrent hypopharyn-
geal carcinoma after chemoradiotherapy, the PMMF has been reported to have benefits in terms of reliability and 
functional outcome, and less major complications19,31–33. In our institute, decision of a reconstructive method is 
based mainly on patient factors because both free tissue transfer and regional flap reconstruction (e.g. PMMF, 
infrahyoid myocutaneous flap, trapezius myocutaneous flap) are fully available34,35. Final decisions are made by 
a head and neck multidisciplinary board and accomplished by a single surgical team led by Dr.PH. During this 
cohort study period, 625 free flaps and 158 pedicled flaps (118 were PMMF) were performed for reconstruc-
tion of head and neck defects, the PMMF composed 15% of all reconstructions, slightly higher than most other 
institutions preferentially using free flaps5,13. Of all 118 PMMFs in our cohort, thirty-one were used as a salvage 
or emergency procedure with a purpose similar to other reports: closure of the wound due to free flap failure or 
refractory fistula and for protection of the carotid artery after an emergent rupture. Although use of a second free 
flap in management of a previous failed reconstruction has been reported to be reliable and effective with high 
success rate36, similar to most of the other institutions3,5,9,13,37, we preferred to manage this situation with a more 
reliable regional flap, avoiding possible vessel crisis due to the previously existing poor vascular status and the 
potential secondary infection of the surgical field. All the 29 cases with free flap complications were successfully 
salvaged by a PMMF in our series. Another indication of PMMF as an emergency salvage procedure is protec-
tion of the carotid artery following carotid rupture. Two cases with carotid rupture resulting from postoperative 
pharyngo-cutaneous fistula in our series were sent to the operating room for an emergent vascular repair and a 
PMMF was used to cover the fragile repaired artery. Both patients recovered uneventfully. We believe that the 
PMMF is a suitable donor site for this situation because of its easy harvest and ample muscular volume for major 
vessel protection even in an emergent situation.

The second category of indication for PMMFs is primary reconstruction for patients who are poor candidates 
for free flap reconstruction. They include: (1) patients with poor vascular status, e.g. poorly controlled diabe-
tes, systemic vascular sclerosis, and/or previous high dose radiation to the neck; (2) patients with compromised 
general status due to old age or high ASA grade; (3) patients with vessel depleted neck due to previous surgery. 
Although studies on the impact of the aforementioned poor vascular status and compromised general status on 
free flap survival are controversial, a trend that these factors decrease successful flap outcome is apparent38–41. In 
addition, various techniques such as vascular selection and vein graft facilitate free flap reconstruction in vessel 
depleted neck42–45. However, all these techniques increase risk of a free flap failure. We prefer using a more reliable 
reconstructive method for these subjects rather than a potentially high-risk free flap, even though this may result 
in a less optimal functional and cosmetic outcome compared to a successful free flap. In the current series, 75% 
(65/87) PMMFs were chosen as a primary reconstruction mainly because of these factors.

Conclusions
The aforementioned techniques in harvesting a PMMF result in minimization of its natural drawbacks, increased 
reliability and decreased donor site impairment. PMMFs can safely be used in head and neck cancer patients who 
need salvage or emergency reconstruction, who have high risk factors for a free flap, and select patients who need 
large volume tissue flaps such as after total glossectomy.

The flap harvesting techniques used in our series represent a combination of several previously reported mod-
ifications, with the novel addition of preservation of the sternocostal portion of the pectoralis major muscle. 
This is a retrospective cohort study without a control group, and the reliability and validity of donor site impair 
assessment is limited due to lack of initial study design. Further studies are needed to verify these conclusions.

Methods
Data collection and study approval. Clinical data were collected based on our institutional database. 
Demographic details, indications, pathological stage (AJCC TNM staging system, 2012), type of surgical resec-
tion, American Society of Anesthesiologists (ASA) grade, comorbidity, previous treatment, and flap complica-
tions were recorded.

This study was conducted with the approval of Medical Ethics Committee of Cancer Hospital of Shantou 
University Medical College, and was performed in accordance with the ethical standards of the Helsinki 
Declaration of 1975 and all subsequent revisions. Written informed consents were obtained from all patients 
before operation. All persons mentioned in the paper gave written informed consent for their data/images to be 
used for study and publication.

Surgical techniques in harvesting a PMMF. All patients underwent general anesthesia; tracheotomy 
was performed as indicated. The skin paddle was designed and marked over the chest wall caudally-medially to 
the nipple with sparing of the areola. The shape of the skin paddle matched the defect, mainly elliptically (Fig. 1). 
The inferior, medial, and lateral incision was made and the surrounding cutaneous flap was elevated to expose 
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the pectoralis major. The attachment of the pectoralis major to the costa and the lower part of the sternum was 
detached and the space between the pectoralis major and minor was reached, keeping in mind that the third 
intercostal perforating branch of the internal thoracic artery was included and divided at the point where it 
derives from the chest wall (Fig. 2). Blunt dissection was performed to identify the pectoral branch of the thora-
coacromial artery (Fig. 3). After extending the skin incision upward, the sternal attachment was divided. Then the 
pectoralis major was transected horizontally along the muscular fiber axis at the level where the terminal pectoral 
branch could be identified, commonly at the level of the second costa, leaving the upper one third (clavicle portion  
and part of the sternocostal portion) of the pectoralis major intact (Fig. 4). Vascular pedicle dissection was  
performed beneath the muscular fascia toward its origin, during which the external pectoral branches were  
sacrificed to skeletonize and elongate the vascular pedicle. The length of the pedicle reaches 8 to 10 cm (Fig. 5). 
After ligation of the perforator to the clavicular portion of the pectoralis major, the clavipectoral fascia was 
divided to create a tunnel. The flap was then passed to the defect region via the submuscular tunnel over the 
clavicle and beneath the platysma flap (Figs 6 and 7). The donor site defect can easily be closed in all the cases.

Indications for a PMMF reconstruction. Indications for a PMMF rather than a free flap reconstruction 
as the first choice in our department in the study period from June 2007 to date included two categories: sal-
vage or emergency procedure and primary reconstruction. Salvage PMMF reconstruction was considered in the 
following circumstances: (1) Failure of a free flap that needed another flap for closure of the wound; (2) Major 
complications such as fistula that was incurable without a surgical flap; (3) Protection of the Carotid artery in 
cases of carotid rupture for patients who underwent emergency vascular repair. Primary reconstruction with 
PMMF was considered when: (1) patients could not tolerate prolonged operation, mainly due to high ASA grade 
(3 and 4) and/or age older than 75 years with poor general status; (2) existence of potential high risk factors for 
free flap reconstruction, including long-term poorly controlled diabetes, systemic vascular sclerosis, and previous 
intensive radiotherapy (dose > 60 Gy) to the neck; (3) patients with vessel depleted neck due to previous surgery; 

Figure 1. A partial circumferential defect of the hypopharynx resulted following ablative surgery for the 
recurrent hypopharyngeal squamous cell carcinoma after radical chemoradiation. The skin paddle was 
designed medially to the areola. 

Figure 2. The third intercostal perforators from the internal thoracic artery was dissected and transected at 
its origins. 
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(4) coverage of the carotid artery to prevent accidental rupture in high risk patients, e.g. cervical metastasis with 
involvement of the overlying skin; (5) reconstruction for total glossectomy defects.

Figure 3. The pectoral branch of the thoracoacromial artery was identified beneath the pectoralis major. 

Figure 4. The pectoralis major muscle was transected at the level of the end of the pectoral branch and the 
pedicle was skeletonized, leaving its clavicle part and a portion of its sternocostal part intact. 

Figure 5. The length of the skeletonized pedicle was 10 cm. 
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Definition of complications. Surgical complications included major and minor complications. Major com-
plications referred to total flap necrosis, partial necrosis, fistula, hematoma, incision dehiscence or infection that 
needed surgical intervention. Complications cured with conservative care were defined as minor complications.

Figure 6. A tunnel was created over the clavicle beneath the pectoralis major muscle where the 
myocutaneous flap was passed through. 

Figure 7. The PMMF was prepared at an appropriate position to repair the hypopharyngeal defect. 

Figure 8. Six months after operation, the cosmetic and functional result was acceptable. 
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Donor-site-related morbidity. All patients were followed up every 3 months in the outpatient department. 
Donor-site-related morbidity was assessed and recorded by a trained outpatient nurse 6–12 months after surgery. 
We developed a 3-item questionnaire based on the Shoulder Pain and Disability Index46 and Lowery Scaling 
System47. To simplify the functional evaluation, the participants were asked to rate the severity of perceived daily 
shoulder pain and disability as none, mild, moderate, and severe; and the perceived chest wall cosmetic outcome 
was rated as excellent, good, fair, and poor (Fig. 8).

Statistical analysis. Clinical data were input using SPSS version 16.0 software (SPSS, Inc., Chicago, IL, 
USA). Only descriptive statistics were employed. Numbers of patients and flaps were analyzed in appropriate 
situations respectively.

References
1. Teo, K. G., Rozen, W. M. & Acosta, R. The pectoralis major myocutaneous flap. Journal of reconstructive microsurgery 29, 449–456, 

doi: 10.1055/s-0033-1343832 (2013).
2. Ariyan, S. The pectoralis major myocutaneous flap. A versatile flap for reconstruction in the head and neck. Plastic and reconstructive 

surgery 63, 73–81 (1979).
3. Schneider, D. S., Wu, V. & Wax, M. K. Indications for pedicled pectoralis major flap in a free tissue transfer practice. Head & neck 34, 

1106–1110, doi: 10.1002/hed.21868 (2012).
4. Rudes, M., Bilic, M., Jurlina, M. & Prgomet, D. Pectoralis major myocutaneous flap in the reconstructive surgery of the head and 

neck–our experience. Collegium antropologicum 36 Suppl 2, 137–142 (2012).
5. Kekatpure, V. D. et al. Pectoralis major flap for head and neck reconstruction in era of free flaps. International journal of oral and 

maxillofacial surgery 41, 453–457, doi: 10.1016/j.ijom.2011.12.029 (2012).
6. Patel, K., Lyu, D. J. & Kademani, D. Pectoralis major myocutaneous flap. Oral and maxillofacial surgery clinics of North America 26, 

421–426, doi: 10.1016/j.coms.2014.05.010 (2014).
7. Metgudmath, R. B., Metgudmath, A. R., Metgudmath, V. V., Roy, B. & Das, A. T. Versatility of pectoralis major myocutaneous flap 

in oncosurgery and its role in developing countries. Indian journal of otolaryngology and head and neck surgery: official publication 
of the Association of Otolaryngologists of India 65, 80–84, doi: 10.1007/s12070-012-0535-4 (2013).

8. Kruse, A. L., Luebbers, H. T., Obwegeser, J. A., Bredell, M. & Gratz, K. W. Evaluation of the pectoralis major flap for reconstructive 
head and neck surgery. Head & neck oncology 3, 12, doi: 10.1186/1758-3284-3-12 (2011).

9. Wang, S. et al. A rare case of circumferential intramural dissection of the thoracic esophagus. Thorac Cardiovasc Surg 58, 494–495, 
doi: 10.1055/s-0030-1250242 (2010).

10. Mallet, Y. et al. The free vascularized flap and the pectoralis major pedicled flap options: comparative results of reconstruction of the 
tongue. Oral oncology 45, 1028–1031, doi: 10.1016/j.oraloncology.2009.05.639 (2009).

11. Vartanian, J. G. et al. Pectoralis major and other myofascial/myocutaneous flaps in head and neck cancer reconstruction: experience 
with 437 cases at a single institution. Head & neck 26, 1018–1023, doi: 10.1002/hed.20101 (2004).

12. Sagayaraj, A., Deo, R. P., Azeem Mohiyuddin, S. M. & Oommen Modayil, G. Island pectoralis major myocutaneous flap: an Indian 
perspective. Indian journal of otolaryngology and head and neck surgery: official publication of the Association of Otolaryngologists of 
India 64, 270–274, doi: 10.1007/s12070-011-0295-6 (2012).

13. Avery, C. M., Gandhi, N., Peel, D. & Neal, C. P. Indications and outcomes for 100 patients managed with a pectoralis major flap 
within a UK maxillofacial unit. International journal of oral and maxillofacial surgery 43, 546–554, doi: 10.1016/j.ijom.2013.10.009 
(2014).

14. Avery, C. M., Crank, S. T., Neal, C. P., Hayter, J. P. & Elton, C. The use of the pectoralis major flap for advanced and recurrent head 
and neck malignancy in the medically compromised patient. Oral oncology 46, 829–833, doi: 10.1016/j.oraloncology.2010.08.004 
(2010).

15. Bussu, F. et al. Contemporary role of pectoralis major regional flaps in head and neck surgery. Acta otorhinolaryngologica Italica: 
organo ufficiale della Societa italiana di otorinolaringologia e chirurgia cervico-facciale 34, 327–341 (2014).

16. Wong, C. H. & Wei, F. C. Microsurgical free flap in head and neck reconstruction. Head & neck 32, 1236–1245, doi: 10.1002/
hed.21284 (2010).

17. Bhola, N. et al. Is there still a role for bilobed/bipaddled pectoralis major myocutaneous flap for single-stage immediate 
reconstruction of post ablative oncologic full-thickness defects of the cheek? Oral and maxillofacial surgery, doi: 10.1007/s10006-
014-0458-1 (2014).

18. Gadre, K. S. et al. Pectoralis major myocutaneous flap–still a workhorse for maxillofacial reconstruction in developing countries. 
Journal of oral and maxillofacial surgery: official journal of the American Association of Oral and Maxillofacial Surgeons 71, 2005 
e2001-2005 e2010, doi: 10.1016/j.joms.2013.07.016 (2013).

19. Miyamoto, S. et al. T-shaped Pectoralis Major Musculocutaneous Flap for Reconstruction of an Extensive Circumferential 
Pharyngeal Defect. Plastic and reconstructive surgery. Global open 2, e129, doi: 10.1097/GOX.0000000000000074 (2014).

20. Romano, A., Sbordone, C., Iaconetta, G., Friscia, M. & Califano, L. The pectoralis major myocutaneous pedicled flap: a refined 
surgical technique. The Journal of craniofacial surgery 24, e330–334, doi: 10.1097/SCS.0b013e31828a7a8f (2013).

21. Makiguchi, T. et al. Supercharged pectoralis major musculocutaneous flap. The Journal of craniofacial surgery 24, e179–182, doi: 
10.1097/SCS.0b013e3182801898 (2013).

22. Kim, E. K., Yang, S. J. & Choi, S. H. Method to help ensure survival of a very small skin paddle of pectoralis major musculocutaneous 
flap in head and neck reconstruction. Head & neck 35, E237–239, doi: 10.1002/hed.23064 (2013).

23. Nishi, Y. et al. Development of the pectoral perforator flap and the deltopectoral perforator flap pedicled with the pectoralis major 
muscle flap. Annals of plastic surgery 71, 365–371, doi: 10.1097/SAP.0b013e3182503c5d (2013).

24. Vanni, C. M., Pinto, F. R., de Matos, L. L., de Matos, M. G. & Kanda, J. L. The subclavicular versus the supraclavicular route for 
pectoralis major myocutaneous flap: a cadaveric anatomic study. European archives of oto-rhino-laryngology: official journal of the 
European Federation of Oto-Rhino-Laryngological Societies 267, 1141–1146, doi: 10.1007/s00405-010-1203-5 (2010).

25. Kerawala, C. J., Sun, J., Zhang, Z. Y. & Guoyu, Z. The pectoralis major myocutaneous flap: Is the subclavicular route safe? Head & 
neck 23, 879–884 (2001).

26. Peng, H. et al. Modified radical neck dissection for residual neck disease after radiotherapy of nasopharyngeal carcinoma. Auris, 
nasus, larynx 41, 485–490, doi: 10.1016/j.anl.2014.05.018 (2014).

27. Wei, W. I. et al. Management of extensive cervical nodal metastasis in nasopharyngeal carcinoma after radiotherapy: a 
clinicopathological study. Archives of otolaryngology–head & neck surgery 127, 1457–1462, doi: ooa00234 [pii] (2001).

28. Dziegielewski, P. T. et al. Total glossectomy with laryngeal preservation and free flap reconstruction: objective functional outcomes 
and systematic review of the literature. The Laryngoscope 123, 140–145, doi: 10.1002/lary.23505 (2013).

29. Lopez-Arcas, J. M. et al. The deep inferior epigastric artery perforator (DIEAP) flap for total glossectomy reconstruction. Journal of 
oral and maxillofacial surgery: official journal of the American Association of Oral and Maxillofacial Surgeons 70, 740–747, doi: 
10.1016/j.joms.2011.02.098 (2012).



www.nature.com/scientificreports/

9SCienTifiC REPoRTs | 7:46256 | DOI: 10.1038/srep46256

30. Rigby, M. H. & Hayden, R. E. Total glossectomy without laryngectomy - a review of functional outcomes and reconstructive 
principles. Curr Opin Otolaryngol Head Neck Surg 22, 414–418, doi: 10.1097/MOO.0000000000000076 (2014).

31. Montemari, G., Rocco, A., Galla, S., Damiani, V. & Bellocchi, G. Hypopharynx reconstruction with pectoralis major myofascial flap: 
our experience in 45 cases. Acta Otorhinolaryngo 32, 93–97 (2012).

32. Miyamoto, S. et al. Combined use of free jejunum and pectoralis major muscle flap with skin graft for reconstruction after salvage 
total pharyngolaryngectomy. Microsurgery 33, 119–124, doi: 10.1002/micr.22017 (2013).

33. Burke, M. S. et al. Pectoralis major myocutaneous flap for reconstruction of circumferential pharyngeal defects. Annals of plastic 
surgery 71, 649–651, doi: 10.1097/SAP.0b013e3182583e80 (2013).

34. Peng, H., Wang, S. J., Yang, X., Guo, H. & Liu, M. Infrahyoid myocutaneous flap for medium-sized head and neck defects: surgical 
outcome and technique modification. Otolaryngology–head and neck surgery: official journal of American Academy of 
Otolaryngology-Head and Neck Surgery 148, 47–53, doi: 10.1177/0194599812460211 (2013).

35. Liu, W. W., Peng, H. W., Guo, Z. M., Zhang, Q. & Yang, A. K. Immediate reconstruction of maxillectomy defects using anterolateral 
thigh free flap in patients from a low resource region. The Laryngoscope 122, 2396–2401, doi: 10.1002/lary.23416 (2012).

36. Wei, F. C. et al. The outcome of failed free flaps in head and neck and extremity reconstruction: what is next in the reconstructive 
ladder? Plastic and reconstructive surgery 108, 1154–1160; discussion 1161–1152 (2001).

37. McLean, J. N., Carlson, G. W. & Losken, A. The pectoralis major myocutaneous flap revisited: a reliable technique for head and neck 
reconstruction. Annals of plastic surgery 64, 570–573, doi: 10.1097/SAP.0b013e3181c51f4a (2010).

38. Kruse, A. L., Luebbers, H. T., Gratz, K. W. & Obwegeser, J. A. Factors influencing survival of free-flap in reconstruction for cancer of 
the head and neck: a literature review. Microsurgery 30, 242–248, doi: 10.1002/micr.20758 (2010).

39. Kim, J. Y. & Lee, Y. J. A study of the survival factors of free flap in older diabetic patients. Journal of reconstructive microsurgery 23, 
373–380, doi: 10.1055/s-2007-992345 (2007).

40. Joo, Y. H., Sun, D. I., Park, J. O., Cho, K. J. & Kim, M. S. Risk factors of free flap compromise in 247 cases of microvascular head and 
neck reconstruction: a single surgeon’s experience. European archives of oto-rhino-laryngology: official journal of the European 
Federation of Oto-Rhino-Laryngological Societies 267, 1629–1633, doi: 10.1007/s00405-010-1268-1 (2010).

41. Bozikov, K. & Arnez, Z. M. Factors predicting free flap complications in head and neck reconstruction. Journal of plastic, 
reconstructive & aesthetic surgery: JPRAS 59, 737–742, doi: 10.1016/j.bjps.2005.11.013 (2006).

42. Wong, K. K., Higgins, K. M. & Enepekides, D. J. Microvascular reconstruction in the vessel-depleted neck. Curr Opin Otolaryngol 
Head Neck Surg 18, 223–226, doi: 10.1097/MOO.0b013e32833a2e50 (2010).

43. Vasilakis, V., Patel, H. D. & Chen, H. C. Head and neck reconstruction using cephalic vein transposition in the vessel-depleted neck. 
Microsurgery 29, 598–602, doi: 10.1002/micr.20680 (2009).

44. Shimizu, F., Lin, M. P., Ellabban, M., Evans, G. R. & Cheng, M. H. Superficial temporal vessels as a reserve recipient site for 
microvascular head and neck reconstruction in vessel-depleted neck. Annals of plastic surgery 62, 134–138, doi: 10.1097/
SAP.0b013e318172b91d (2009).

45. Jacobson, A. S., Eloy, J. A., Park, E., Roman, B. & Genden, E. M. Vessel-depleted neck: techniques for achieving microvascular 
reconstruction. Head & neck 30, 201–207, doi: 10.1002/hed.20676 (2008).

46. Roach, K. E., Budiman-Mak, E., Songsiridej, N. & Lertratanakul, Y. Development of a shoulder pain and disability index. Arthritis 
Care Res 4, 143–149 (1991).

47. Lowery, J. C., Wilkins, E. G., Kuzon, W. M. & Davis, J. A. Evaluations of aesthetic results in breast reconstruction: an analysis of 
reliability. Annals of plastic surgery 36, 601–606; discussion 607 (1996).

Acknowledgements
This work was partly supported by funds from Shantou Scientific and Technologic Project (NO. 2015–132–115). 
We appreciate Professor Steven J Wang from the Department of Otolaryngology-Head and Neck Surgery, College 
of Medicine, University of Arizona, Tucson, AZ. for his revisions of English writing and critical analysis of the 
manuscript.

Author Contributions
Liu M. and Liu W. designed the study, collected clinical data, analyzed the data and wrote the manuscript. Yang X.  
and Guo H. collected the patients’ clinicopathological records and contribute to preparation of the figures and 
statistical analysis. Peng H. conceived of and designed the study and revised the manuscript. All authors had final 
approval of the submitted versions and are accountable for the work.

Additional Information
Competing Interests: The authors declare no competing financial interests.
How to cite this article: Liu, M. et al. Pectoralis Major Myocutaneous Flap for Head and Neck Defects in the 
Era of Free Flaps: Harvesting Technique and Indications. Sci. Rep. 7, 46256; doi: 10.1038/srep46256 (2017).
Publisher's note: Springer Nature remains neutral with regard to jurisdictional claims in published maps and 
institutional affiliations.

This work is licensed under a Creative Commons Attribution 4.0 International License. The images 
or other third party material in this article are included in the article’s Creative Commons license, 

unless indicated otherwise in the credit line; if the material is not included under the Creative Commons license, 
users will need to obtain permission from the license holder to reproduce the material. To view a copy of this 
license, visit http://creativecommons.org/licenses/by/4.0/
 
© The Author(s) 2017

http://creativecommons.org/licenses/by/4.0/

	Pectoralis Major Myocutaneous Flap for Head and Neck Defects in the Era of Free Flaps: Harvesting Technique and Indications
	Introduction
	Results
	Demographic data
	Indications
	Surgical outcomes
	Donor site morbidity

	Discussion
	Conclusions
	Methods
	Data collection and study approval
	Surgical techniques in harvesting a PMMF
	Indications for a PMMF reconstruction
	Definition of complications
	Donor-site-related morbidity
	Statistical analysis

	Additional Information
	Acknowledgements
	References




