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INTRODUCTION
A  number  of  options  are  available  for  the  reconstruction  of  the  
defects  of  the  oral  cavity  after  resection  of  the  cancer,  such  as  
pectoralis  major  ap,  radial  artery  forearm  ap,  nasolabial  ap,  

[1,2]buccal  fat  pad  and  others.   Here  we  present  a  case  report  of  a  
patient  of  carcinoma  of  the  right  buccal  mucosa,  which  was  
resected  surgically  under  general  anaesthesia  and  the  defect  was  
reconstructed  using  a  combination  of    inferiorly  based  nasolabial  
ap,  and  the  abdominal  fat  which  was  used  for  the  
reconstruction  of  residual  defect.

CASE  REPORT
A  28  year  old  male  patient  reported  to  our  department  with  a  
complaint  of   non-healing  ulcer  on   the   right   side   of   the   
mouth  since  one  and  a  half  month  The  ulcer  had    gradually  
increased  in  size  and  had  become  painful.  On  intraoral  
examination,  a  white  ulceroproliferative  lesion  measuring  1cm x 
1.5cm  could  be  seen  on  the  right  buccal   mucosa,   extending   
anteriorly   from   the   buccal  mucosa   opposite   to   upper   and  
lower  right  second  molars  to  the  anterior  aspect  of  retromolar  
area  posteriorly  and  superiorly  from  1cm  below  the  upper  
gingival  sulcus  to  0.5cm  above  the  lower gingival  sulcus  
inferiorly    It  was   rm  and  tender  to  palpation. Mouth  (Fig.1).
opening  of  the  patient  was found  to  be  31mm .(Fig.2)

No  lymph  nodes  were  palpable  on  the  cervical  region.  The  
patient  did  not  have  any  systemic  disease.  Habit  of  tobacco  
chewing  was  reported  since  ve  years.  Incisional  biopsy  was  
done  and  the  histological  slide showed  the  tumor  composed  of    
cells  arranged  in  sheets  in  a  brotic  stroma  enclosing  keratin  
pearls . The  tumor  cells  were  found  to  be  squamous, with  (Fig.3a)
moderate amount of eosinophilic cytoplasm, hyperchromatic 
nucleolus, showing moderate  pleomorphism  and  frequent   
metastasis. The  overlying  mucosa  was  ulcerated  and  covered  with  
brin  and  acute  inammatory  exudates.  It  was  reported  to  be  
moderately  differentiated  squamous  cell  carcinoma.  Computed  
Tomography  imaging  further   conrmed  it  as  the  (Fig.3b)
squamous   cell  carcinoma  of  the  right  buccal  mucosa. The  
positron  emission  tomography-CT  showed  regional  metastasis  in  
the  levels  I, II  and  III, but  there  was  no  distant  metastasis.

Fig.3a:.Histological features of moderately differentiated  the 
squamous cell.b:Computed Tomography Scanning showing 
carcinoma of the right buccal mucosa

Wide  local  excision  of  the  tumor  was  done  under  general  
anaesthesia   Supraomohyoid  neck  dissection  was  (Fig.4a,b). 
performed  on  the  ipsilateral  side  for  removing  the  lymph  nodes  
from  level  I-III. For   evaluation  of   the   tumor   margin  and  
regional   neck  metastasis  at  the  time  of  surgery,  frozen  section  
diagnosis  was   examined  which  showed  the  margins  to  be  
negative  for  malignancy.

Thereafter,  we  proceeded  for  reconstruction  of  the  defect  using  
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ABSTRACT
Introduction: Squamous  cell  carcinoma  of  the  buccal  mucosa  is  aggressive  in  nature,  spreads  rapidly  and  has  a  very  high  recurrence  
rate.  This   makes   proper  management  of  these  tumors  mandatory.  A  variety  of  methods  are  available  for  reconstruction  of  the  defects  
in  the  oral  cavity.  
Presentation  of  Case: The  present  case  describes  the  surgical  management  of  the  carcinoma   of   the   right   buccal   mucosa   and  its  
reconstruction  following  resection.
Discussion: The  defect  after  surgical  resection  of  the  cancer  was  done  using  nasolabial  ap  while  the  residual  defect  left  uncovered  
was  reconstructed  using  abdominal  fat.
Conclusion: Though  the  nasolabial  ap  is  a  good  alternative  for  reconstruction  of  the  intraoral  defects,  abdominal  fat  can  also  play  a  
major  role  in  cases  of  residual  defect    and  has  good  healing  ability.
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Squamous  Cell  Carcinoma(SCC), Nasolabial  ap,  Abdominal  Fat

F i g . 1 a : P r e o p e r a t i v e 
Photograph Of The Lesion.

Fig.2: Preoperative Mouth 
Opening.
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the  nasolabial  ap  from  the ipsilateral side. Marking for an 
inferiorly based nasolabial  ap  was  made   Incision  was  (Fig.5a).
made  along  the  marked  outline   The  width/length  ratio  required  .
in  our  case  was  kept as  just  1:2.  The  ap  was  elevated  by  
keeping  it  supercial  to  the  underlying facial musculature  Brisk  .
bleeding  encountered  from  the  branches  of  the  nasolabial  artery  
was  controlled  by  clamping  and  ligation  of  the  vessels.  The   ap  
was then rotated  anteroinferiorly  and  passed  intraorally  through  
the  tunnel  created, to  reconstruct  the  defect  created  on  the  buccal  
mucosa  after  resection  of  cancer(Fig.5b).

Fig. 4a: Defect on the buccal mucosa after wide local enexcision of 
cancer. Excised  specimenb:

Fig.5a: b:Marking for the inferiorly based nasolabial ap.  Flap being 
rotated anteroinferiorly  and  passed  intraorally  through  the  tunnel  
to  reconstruct  the  defect.

Because  of  insufcient  length   of  the  ap,  adequate  coverage    of  
the  defect  could  not  be  achieved  using  the  nasolabial  ap  alone.  
The  residual  defect  was  therefore  reconstructed  with  the  help  of  
abdominal  fat It  was  sutured  to  the  nasolabial  ap  as  (Fig.6a).  
well  as  the  margins  of  the  residual  defect .  Thereafter the (Fig.6b)
donor sites were closed .(Fig.6c,d)

A                                    B

C                   D

Fig.6a: b:Harvesting of the abdominal fat. Harvested abdominal fat. 
d:Combination of the nasolabial ap and abdominal fat to reconstruct 
the defect. Sutured donor site of abdominal fat. Sutured donor site c: d:
for nasolabia l  ap.

The  postoperative  result  was   satisfactory. Flap started to show good  
healing . However,  the  mouth  opening  on  the  immediate  (Fig.7a,b)

thfollow-up  was  found  to  be  only 20mm   On  the  5   postoperative  .
day  the  patient   had  developed  a  sialocele  due  to  excessive  saliva  
oozing  on  the  operated  site   because  of  the  damage  to  the  
Stensen's  duct,  which  accumulated  to   result  in  a  large  swelling  
on  the  lower  right  side  of  the  face.  It  was  managed  by  draining  
with  the  help  of  a  wide  bore  needle  that  was   placed  on  the  
most  dependent  part  of  the  swelling,  and  the  injection  
glycopyrrolate  was  also  given  to  the  patient  twice  a  day  for  two  
days.  Also  the  patient  was  sent  for  radiotherapy  after  being  
discharged.  Thereafter  the  leakage  of  saliva  did  not  occur.

The  ap  healed  well  and   there  were  no  functional  or  cosmetic  
disturbances  reported  by  the  patient .  As  the  ap  healed,  (Fig.8a,b)

the  patient  also  regained  normal  mouth  opening . No  (Fig.9)
postoperative  complications  like  fat  ap,  necrosis  of  the  ap  or  
oro-cutaneous  stula  occurred  and  hence  no   second  stage  
surgery  was  required.

Fig.7a: b: Intraoral view of the ap at immediate follow-up.  Intraoral 
view of the ap at one week follow-up.

Fig.8a: Intraoral view showing the healed ap at 4th month follow-
up. Extraoral view showing excellent cosmetic result at 4th month b:
follow-up.

Fig.9: Mouth  opening  at 4th  month  follow-up.

DISCUSSION
The  nasolabial  aps  have  become  an  ideal  choice  for  

[2,3]reconstruction  of  the  small  intraoral defects . Inferiorly  based   
aps are  suitable  for  reconstruction  of  the  lip,  commissures  of  the  
mouth,  and  the  anterior  aspect  of  the  oor  of  the  mouth, while 
the superiorly   based  aps  can  be  used  for  the  reconstruction  of  
the   defects  in  the  cheek  region,  lower  eyelids,  ala  of  the  nose  as  
well  as  the  nasal  tip.  We  used  inferiorly  based  nasolabial  ap  for  
reconstruction  of  the  defect  of  the  buccal  mucosa.  The  pedicle  
can  be  chosen  according  to  the  site  of  the  defect  and  the  
requirement  for  rotation  or  advancement  of  the  tissue  to  the  site  

[4]of  defect.   The  thickness  of  the  ap  can  be  according  to  the  size  
of  the  defect  and  the  thickness  of  the  donor  tissues.  It  is  
versatile  with  abundant  blood  supply  and  has  minimal  donor  site  

[5,6,7] [8]morbidity  and  complications.  According  to  Cummings , facial  
artery  is  considered to  be  the  dominant  blood  supply  to  the  
nasolabial  ap  and  he  has  described  it  as  axial  ap.  Other  
authors  have  also  suggested   that   major  vessels  contributing  to  
the  subcutaneous  arterial  network  are  the facial  as  well  as  

[9,10]transverse  facial  arteries .  It  also  has  anastomotic  contributions  
from  the  contralateral  superior  and  inferior  labial  vessels.  The  
contributions  made  by  vessels  other  than  the  facial  artery  can  be  
appreciated  by  the  fact  that  the  nasolabial   ap  can  be  
successfully  utilized  even  after  ligation  of  the  ipsilateral  facial  

[11,12] [12]artery .  Birt  and Gruss  described  the  facial  artery  itself  as  
entering  the  base  of  the  nasolabial  ap  but they  have  not  
mentioned  whether  the  sacrice  of  perioral  and  perinasal  muscles  
was required  during  elevation.  Hynes  and  Boyd  in  their  series  of  
dissections have  shown  that the  facial  artery  courses  deep  to  the  

[7]facial  mimetic   muscles .  If   the  artery  is  included  as   part   of   
the nasolabial  ap,  it  would  be  mandatory  to  include  the  facial  
muscles  lying  supercial  to  it.  Hence  they  consider  it   as   
random  and  not  containing  a   named axial  vessel.  Hagan  and  

[6]Wälder   believed  that  including  the  facial  muscles  in  the  ap  
would   increase  the   increase  the  reliability  of  the  ap.  Hynes  

[7]and  Boyd   do  not consider  this  necessary  because  of  the  two  
reasons.  Firsty,   ap  reliability  is  ensured  by  the  inherent  
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properties  of  the  dermosubdermal  plexus. Secondly, includingthe 
facial mimetic muscles in the ap   would  affect  the  facial  
expression  as  well  as  oral  continence  of  the  patient.  In  our  case  
we  raised  a  supramuscular  nasolabial  ap.  Also  because  of  the  
support  from  the  use  of  abdominal  fat  we  did  not  need  to  
include  the underlying  facial  muscles  into  the  ap.

Rotating  the  elevated  distal  part  of  the  nasolabial  ap  to  ll  the  
surgical  defect  often  results  in  limitation  of  the  available  length  
of  the  ap  because  the  skin  at  the  root  of  the  nose  near  the  
medial  canthus  has  little  exibility  to  allow  closure.  This  can  
result  in  incomplete  coverage  of  the  defect.  The  width/length   
ratio  can  be  as  much  as  1:5.  However,  in  our  case  it  was  only  
1:2,   thus   making  the  available  length  for  reconstruction  more  
limited.  Autologous   abdominal    fat   used   to   reconstruct   the  
residual  defect  turned   up   to  be  of   great   help,   allowing   the   
procedure   to   be   done  with  minimal  use  of  the   nasolabial   ap,  
thus  resulting  in  good  esthetic  and  functional  outcomes  without  
any  donor  site  morbidity.    Other  parts  of  the  body  from  which  
the  autogenous  fat  can  be  harvested  include  the  buttocks,  the  

[13]lower  femoral  region,  and  the  interior  side  of  the  upper  thighs .

Adipose  tissues  can  have  an  inductive  effect  in  healing  because  
they  cause   proliferation  and  migration  of  cells  that  are  involved   
in  wound  closure. Mesenchymal  stem  cells  in  adipose  tissues  
have  almost  all  the  growth  factors  that  participate  in  induction  of   
cell  activation,  proliferation  and  migration, especially  in  the  early  
phase  of  wound  healing.  These  growth  factors  are  keratinocyte  
growth  factor, hepatocyte  growth  factor,  epidermal  growth  factor,  
members  of  the  vascular  endothelial growth  factor (VEGF) family,  
basic  broblast  growth  factor (bFGF),  platelet-derived  growth 
factor-BB,  insulin-like  growth  factor-1  and  key  enzymes  such  as  

[14,15]matrix  metallothioneine-9 (MMP-9)  and  others .

Apart  from  nasolabial  aps,  the  other  treatment  options  available  
include  pectoralis  major  ap,  radial  artery  forearm  ap,  buccal  
fat  pad  and  others.  Nasolabial  ap  has  a  greater  esthetic  value  
than  these.  Also,  we  did  not  use  the  locally  available  buccal  fat  
pad  to  close   the   defect   because   it   would   not  be  sufcient   to   
cover   the   defect   that   was   present.  Also  we   felt   that   the   
combination   of   nasolabial   ap   and   buccal   fat   pad   taken  
from  the   the  same  side  would  only  exaggerate  donor  site  
morbidity.  Hence  we  preferred  a  distant  site  for  the  ap  harvest.
The   formation  of   sialocele   that   occurred   in   our   case   was   
managed   by   draining   the  saliva   using   a   wide   bore   needle,  
injecting  glycopyrrolate   and   then   sending   the   patient   for   

[16]radiotherapy   that  also  turned   up   to   be   benecial  in  this  
regard.  Other   option   available   for   the   repair  of   parotid   duct   
is   the   use   of   indwelling   stent   in   the   form   of  vein  grafts,  
stiff  iodine  catgut,  fusiform  bougie,  urethral  catheter,  vitallium  

[17]wire,  horse  hair  suture,  and  silk  worm  gut .

CONCLUSION
Though  the  nasolabial  ap  is  a  good  alternative  for  
reconstruction  of  the  intraoral  defects  of  the  oral  cavity,  
autologous   fat  graft  can  also  play  a  major  role  in  cases  of  
residual  defect  and  has  good  healing  capability.  The  craniofacial  
reconstruction  in  oncologic  patients  using  the  autologous  fat  graft  
must  be  attempted  to  further  check    their  efcacy  which  is  
expected  to  be  excellent  with  minimal  donor  site  morbidity.
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