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Sir:

Breast reconstruction with autologous free tissue 
transfer is a widely established technique con-

sidered to be the “gold standard.”1,2 The leading 
cause of return to theater after deep inferior epi-
gastric flap reconstruction is hematoma occurring 
in the chest wall, reported in 1.2–2%1,3 cases. Most 
breast reconstructive surgeons would therefore con-
sider suction drains under the newly reconstructed 
breast a mandatory step to minimize this complica-
tion from occurring, as a hematoma could compress 
the flap pedicle compromising venous output and 
possibly even arterial input leading to partial or total 
flap necrosis. The drains are commonly placed away 
from the pedicle and site of anastomosis; however, 
the drain tubing can in theory migrate directly injur-
ing or compressing the pedicle and/or causing dam-
age through the suction forces.

We describe a simple technique to safely secure 
the breast drain tubing to prevent migration and 
hence protect the anastomotic site and pedicle af-
ter free tissue transfer breast reconstruction. In this 
technique, two 10-gauge suction drains are used, 
one for the upper breast mastectomy flap and one 
for the lower breast mastectomy flap. The drains 
are inserted before vessel exposure and after achiev-
ing meticulous hemostasis of the breast mastectomy 
flaps. Each drain is secured to the inner aspect of the 
breast mastectomy flap by a loose loop of absorbable 
monofilament 3/0 suture under direct vision. The 
loop diameter is one fingerbreadth diameter: this 
is sufficient to secure the drain in the desired loca-
tion yet at the same time facilitate easy removal. This 

same technique can be applied to any other free 
tissue transfer situation to protect the pedicle from 
inadvertent damage from the drain tubing (Figs. 1 
and 2). 

Correspondence to Dr. Emam
Department of Plastic Surgery

Southmead Hospital
Northbristol NHS Trust

Bristol BS105NB, United Kingdom
ahmed.emam@nbt.nhs.uk

DISCLOSURE
The authors have no financial interest to declare in re-

lation to the content of this article. The Article Processing 
Charge was paid for by the authors.

Copyright © 2015 The Authors. Published by Wolters 
Kluwer Health, Inc. on behalf of The American Society of 
Plastic Surgeons. All rights reserved. This is an open-access 
article distributed under the terms of the Creative Commons 
Attribution-NonCommercial-NoDerivatives 3.0 License, 
where it is permissible to download and share the work 
provided it is properly cited. The work cannot be changed in 
any way or used commercially.
Plast Reconstr Surg Glob Open 2015;3:e419; doi:10.1097/
GOX.0000000000000395; Published online 11 June 2015.

Fig. 1. Intraoperative view of mastectomy defect with 
two 12-gauge drains inserted for each upper and lower  
mastectomy flap.

Fig. 2. Close-up of upper mastectomy drain with loose 
monofilament suture placed to prevent migration.
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