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OUTCOME ANALYSIS OF LOCAL FLAPS RECONSTRUCTION AFTER
EXCISION OF BASAL CELL CARCINOMA OF THE FACE: SINGLE
INSTITUTIONAL EXPERIENCE OF FORTY CASES
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ABSTRACT Background: Basal cell carcinoma (BCC) is the most common skin cancer. After excision of BCC on the face, the options
of treatment for a skin defect are variable. Many surgeons prefer to use alocal flap rather than a skin graft or free flap for small- or moderately-
sized circular defects. We have evaluated the various flaps for reconstruction of skin defects after excision of BCC of the face.
Methods: All of the patients were pathologically diagnosed with basal cell carcinoma (BCC), forty patients underwent various flaps like V-Y
advancementflap, cheek advancementflap, forehead flap,glabellar flap,nasolabial flap repair over the period 2 yrs. between January2014 and
December 2015. We evaluated the postoperative complications in the form of flap loss either partial or complete, wound dehiscence,
hematomaand wound infection. The cosmetic outcome and patient satisfaction was evaluated at 6 months after surgery.

Results: There were 25men and 15women. The ages ranged from 45to 70 years with a mean age of 60 years. The tumor locations were the face

inall patients. All of the flaps survived apart from only two case in which there was partial flap loss. Postoperative recovery was usually rapid.
Conclusions: In our experience, local flaps give the best results and are the first choice for reconstruction of the face. Most defects can be best

closed by nasolabial, V-Y advancement and forehead flap, cheek advancement, glabellar flaps. Outstanding functional and cosmetic results
canbe achieved

Introduction

The most common malignant tumours of the face are (BCC),
squamous cell carcinoma (SCC) and melanoma. [1] BCC constitutes
more than three quarters of skin cancers of the face [2] .Risk factors
for BCC include sun exposure, fair skin type, ionising radiation,
advanced age, immunosuppression [3] BCCs of the face are almost
always curable when detected and treated early, [4] various
treatment options are available for reconstruction after excision of
tumour of the face from skin graft to local or distant flaps for
resurfacing of defect. While the results of skin graft are less than
satisfactory for large areas to cover, distant flaps are bulky with a
poor colour match. Skin grafts takes several weeks to stabilise and
match with the recipient site. Contracture may develop in the long-
term follow-up. [5] Local flaps provide reasonable option for
reconstruction of facial defects with good colour and texture match
and good successrate.

‘We share our experience of forty patients operated for BCC over the
face and reconstructed with variouslocal flaps in the past 2 years

Materials and Methods

This is a retrospective review of 40 patients who underwent surgical
excision of basal cell carcinoma involving the facial region followed
by primary reconstruction using local flap cover over a period of 2
years(January 2014 and December 2015). There were 25 males and 15
females with a mean age of 60years (range 45-70 years). In all patients,
the diagnosis was confirmed by histopathological examination
before None of the patients had evidence of any metastasis

The defects following excision Of 40 patients, 12 were managed with
V-Y advancement flap, 8 with cheek advancement flap and 12 with
nasolabial flap, 6 with median forehead flap and 2 with glabellar flap
cover. All the patients analysed for aesthetic outcome after 6 months.

Table:1
Type of flap No.of |complications Aesthetic

patients outcome
V-Y advancement flap |12 Wound dehiscence one|good

case

cheek advancement |8 No complication Very good
flap
nasolabial flap 12 Partial tip necrosis- good

2pts

median forehead flap |6 No complication Very good
glabellar flap 2 No complication excellent
Results

All patients tolerated the surgical procedures well with no systemic-
or anaesthesia-related complications. The tumor diameters varied
from 10 to 50 mm (mean, 28 mm). All patients were treated under
general anesthesiathe . The flap of choice was made after
considering the defect location, skin condition, and expected
scarring. Complete flap survival was achieved in 38 cases (95%).
There was two cases of partial flap necrosis of the nasolabial flap
and healed by secondary intention. There was wound dehiscence
encountered in two cases which were managed by antibiotics,
frequent dressings then secondary sutures

Follow-up ranged upto 6 months. No recurrence at the primary
tumor site was detected during the follow-up period, Aesthetic
results were deemed excellent in 20 patients (50%), while 15 patients
shows good results (37%) and 5 patients were fair result (13%). The
colour and texture matches were aesthetically good and the contour
was distinct.

Nasolabial flap

Left infra orbital lesion coverd with V-Y advancement flap.
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Fig:3Cheek advancement flap

BCC over right cheek excision done raw area covered with cheek advancement flap

Fig:4 median fore head flap

BCC over medial canthus excised and raw area covered with glabellar flap

Discussion

Neoplasm of the skin is found most often on the face. Cosmetically,
the face is the most important anatomic area for most patients.
Because of this, malignant tumour of the facial skin poses a great
challenge in treatment, prohibiting compromises between
oncologically responsible surgery and functional plus cosmetic
outcome. [6]

BCC constitutes approximately 75% of non-melanoma skin cancers.
It is usually observed in older patients, especially in those frequently
and intensively exposed to ultraviolet radiation during their lives.
BCC is often observed in the head and neck areas, especially the
eyelid and nose. It is more common in males. The tumour grows
slowly. BCC may be treated with surgery, cryotherapy, radiotherapy
and curettage and electrodessication. [7]

Appropriate follow-up after complete BCC excision has been
discussed by several previous studies. Park et al. report only a 1%
recurrence rate after complete excision of BCC and suggest no
follow-up of these patients is required. [8] .For nasal reconstructions,
the midline forehead skin flap can serve as a cover for any nasal
reconstruction from severe tip and ala loss to a total nasal defect.
Using this flap, aesthetic and functional reconstruction can be
achieved by creatinganose that blends well with the face.

The superiorly based nasolabial flap is useful for defects of the nasal
sidewall, ala and tip while the inferiorly based nasolabial flap is useful
for defects of the upper and lower lip, nasal floor and columella. [9]
Advancement flap design is relatively simple and can be successfully
applied to repair a wide variety of small- or moderate-sized cheek
defects. The advancing tissue can also be based on a neurovascular
bundle. The V-Y advancement flap is equally effective for coverage of
large cheek wounds and small defects of those approximating the lid
orlateral cheek.[10]
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Conclusion

In our experience, local flaps give the best results and are the first
choice for reconstruction of the face. The flap choice depends on
tissue laxity, vascularity and resulting donor-site distortion.
Although many flaps are described, most defects can be best closed
by nasolabial, V-Y advancement and forehead flaps glabellar flaps.
Outstanding functional and cosmetic results can be achieved. Proper
execution requires considerable technical skill and experience.
However, the local flaps are still the workhorse for facial reconstruc-
tion
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