
 

Reconstruction Conundrums will accept manuscripts from prospective authors. Three high-quality photographs
should be submitted of the wound to be reconstructed, an immediate post-reconstruction photograph, and two
long-term follow-up photos. The follow-up photo should be no less than two months postoperatively. The cases
submitted for “Reconstruction Conundrums” should have specific educational merit with regards to the recon-
struction. This may include issues relating to the closure type, underlying anatomy, or the peculiarities of a partic-
ular wound site, etc. The cases need not necessarily be large defects or particularly complicated closures. Recon-
structions, large or small, should have salient teaching points.

The author will be required to present a discussion of the closure. This should include the author’s thought pro-
cess in deciding which closure type would be the best option. The author should include specific reasons for choos-
ing the method of reconstruction as well as the reasons to consider alternative reconstructions and why they were

 

not chosen. Salient pearls pertaining to the specific closure or to reconstruction in general add value to submissions.
The case will be presented in two parts. The first part will be the presentation of the conundrum that the defect

presents. A brief pertinent patient history and description of the defect will accompany the unreconstructed defect.
Historical details pertinent to the reconstruction, such as anticoagulants, a history of keloid formation, and other
medical history should be included. The second part of the manuscript will be the immediate post-reconstruction
photograph as well as a long-term follow-up. The discussion of salient educational points will be made here.

 

Manuscripts should be sent to: David G. Brodland, MD, 575 Coal Valley Road, Suite 360, Clarion, PA 15025. Final
disposition for publication will reside with the editorial staff.
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background.

 

Reconstruction of the medial canthal area pre-
sents many challenges for surgeons. It has many functional and
cosmetic peculiarities. The combined use of glabellar and na-
solabial V-Y advancement flaps is an effective method for re-
pairing large medial canthal defects.

 

objective.

 

To describe and illustrate a technique to repair me-
dial canthal defects.

 

methods.

 

Our experience with combined usage of nasolabial
V-Y flap and glabellar flaps for medial canthal closure after tu-
mor resection in 23 patients is reported.

 

results.

 

All resections and reconstructive procedures were
performed under local anesthesia. All patients were treated
without any complications such as flap loss, wound dehiscence,
lymphedema, or ectropion. Fine results were achieved from
both the functional and aesthetic point of view.

 

conclusion.

 

This combination has many advantages over
skin grafts and other local flaps. It is easy to design, reliable,
and offers good cosmetic results. This combination is recom-
mended to plastic surgeons as a safe and effective procedure for
reconstruction of medial the canthal area.

 

S. Yildirim, MD, T. Aköz, MD, M. Akan, MD, and B. Çakir, MD
have indicated no significant interest with commercial supporters.
Address correspondence and reprint requests to: Serkan Yildirim, MD,
Dr.Erkin cad. Zaman sok. Yavuzlar apt. 35/13, 81040 Göztepe, Istan-
bul, Turkey, or e-mail: serk99@hotmail.com.

 

The reconstruction of medial canthal defects can be
both challenging and frustrating. To repair this area
surgeons may possibly have to preserve eyelid mobil-
ity and closure and the characteristic skin thickness
while trying to obtain a good functional and aesthetic
result. Traditional methods of medial canthal recon-

struction have included primary closure, mobilization
of local flaps, and skin grafting. Many flaps such as
frontal flaps, transnasal flaps, and V-Y advancement
flaps have been described for closure of medial canthal
defects.
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 We used combined nasolabial V-Y advance-
ment and glabellar V-Y advancement flaps for recon-
struction of the medial canthal area in large defects.

 

Patients and Methods

 

Between 1996 and 1999, combined nasolabial V-Y ad-
vancement and glabellar V-Y flaps were used for closure of
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23 cutaneous defects resulting from resection of basal cell
carcinoma (BCC) of the medial canthal area. The average
defect size was 28 mm 
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 30 mm. In each case, closure with
a single flap using the nasolabial or glabellar flap was felt to
be impossible without significant deformity. All resections
were performed under local anesthesia (lidocaine 1% with
adrenaline 1:100,000). Before the lesion was excised, subcu-
taneous pedicle flaps were planned in the glabellar and na-
solabial area (Figures 1A and 2A,B). The vertical dimension
of the glabellar flap was planned to be about three times the
breadth at its narrowest part, and the length of the nasola-
bial V-Y flap was planned to be two times the longitudinal
diameter of the defect. Lacrimal probing with silicone tube
intubation was performed routinely. Tumors were resected
from 0.7 cm margins and complete removal of all neoplastic
tissue was confirmed by histologic examination of the fro-
zen section (Figure 1B). The canalicular system and canthal
ligaments were preserved in all patients. The glabellar flap
was incised down to the galea aponeurotica and dissected
leaving an adequate pedicle on the bridge of the nose. After-
wards incisions of the nasolabial V-Y advancement flap
were made vertically through the skin into the subcutaneous
tissue. A skin hook was then placed in the forward edge of
the flap and tension was applied. Bands at the tip and along
the sides were found and released by cutting. The nasolabial
and glabellar V-Y flaps were advanced into the defect by the

steps mentioned above. The limbs of the glabellar and na-
solabial V-Y flaps were interdigitated and sutured with 5-0
nylon (Figure 1B). Forehead and nasolabial wounds were
closed in the form of an inverted Y and Y, respectively (Fig-
ures 1C and 2C). No drains were used. The flaps were left
uncovered until sutures were removed on postoperative day
6. No complications such as ectropion, flap loss, lymphe-
dema (trapdoor phenomenon), or lid lag have yet occurred
(minimum follow-up time is 6 months).

 

Discussion

 

Defects in the medial canthal area, with a variably
wide loss of substance, often occur after tumor exci-
sion. Reconstruction of the medial canthal area has
many challenges for surgeons. It has many functional
and cosmetic peculiarities. The medial canthus con-
tains the bony attachments of the eyelids, lacrimal col-
lecting and drainage structures, and neurovascular
structures arising from the deep orbit. The techniques
generally used to repair tissue loss of the medial can-
thus are skin grafts, frontal flaps, or V-Y advancement
flaps for small defects.

Larger defects in patients without excess tissue are
effectively covered with full-thickness skin grafts. Split-

Figure 1. A) The lesion to be excised with the flaps are marked
out. B) Closure of the skin flaps and the donor site with inter-
rupted 5-0 nylon sutures. C) The final result 9 months postopera-
tively shows a satisfactory appearance of the medial canthal area.
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thickness grafts are preferably avoided because of their
tendency for contracture and poor cosmetic results.
Many full-thickness skin grafts heal remarkably well,
with an excellent cosmetic result. However, some grafts
will have poor color or texture, yielding less than ideal
results. Skin grafting may be preferable in patients at
high risk for tumor recurrence.

The mid-forehead or frontal flap is effective in cov-
ering larger medial canthal defects, particularly in
cases in which the underlying bone is exposed. How-
ever, frontal flaps often are thicker than normal skin
and, before their modeling, give a poor aesthetic re-
sult, sometimes causing functional impairment to the
lid’s movements. Also a second procedure may be re-
quired to thin the redundant tissue at the base of the
transposition.

On the other hand, the V-Y flap is an effective tech-
nique for wound closure in critical anatomic regions
that advances local tissue into the defect and creates a
donor defect that is distributed over the length of the
flap. The resultant closure has minimal tension at all
levels. Esser

 

6

 

 was the first to describe the use of V-Y

flaps, and many authors have further refined the tech-
nique and its applications.
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 Flaps in the nasolabial or
glabellar area are particularly robust because they are
based on an axial blood supply. The degree of mobil-
ity of a V-Y advancement flap depends on the laxity of
the underlying subcutaneous tissue. Over the cheek
and the nasolabial folds, where there is an abundance
of subcutaneous tissue, very mobile advancement flaps
can be designed and large defects can be closed.
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Although the V-Y glabellar flap for medial canthal
defects has been described previously by Mustardé,
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 it
has been used only for smaller defects. A glabellar flap
was combined with a nasolabial V-Y advancement flap
for large medial canthal defects in our study. We have
not encountered any study in the literature about the
combined use of glabellar and nasolabial V-Y advance-
ment flaps. Defects of approximately 3 cm 
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 3 cm can
be closed using this combination. Thus this type of flap
seems to be superior to other techniques that require
the closure of defects at the medial canthal area for the
following reasons. First, full-thickness skin grafts are
cosmetically poor because of their patchy appearance.

Figure 2. A) Basal cell carcinoma of medial canthal region in a 60-year-old patient. B) The defect with marked lines for the flaps after tumor
excision. C) Final result 12 months after surgery reveals excellent healing without deformity or distortion.
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Second, with an ordinary skin flap, displacement is of-
ten not possible without a dog ear, donor area scars,
pincushion effect, or trapdoor appearance of the flap.
Third, there is a disparity of color and texture with dis-
tant flaps. Fourth, this procedure can be performed un-
der local anesthesia and as an office procedure because
it is easy to plan and perform. It is therefore preferable
to use the combined subcutaneous pedicle flap over
other local flaps. Moreover, the subcutaneous pedicle
flap can be designed freely without concern for pedicle
width. Furthermore, color and texture matches are ex-
cellent. Finally, it allows primary closure of the donor
site without dog-ear formation and yields scars that are
inconspicuous, and fine results are achieved from both
the functional and aesthetic point of view.

The results of our study demonstrate that previ-
ously described glabellar and nasolabial V-Y advance-
ment flaps may be used successfully in combination
for large medial canthal defects. This combination
should be considered by plastic surgeons in cases of
large medial canthal defects.
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