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Lower Lip Reconstruction With Neck Flaps
as a Salvage Procedure

Serkan Yildirim, MD, Mustafa Karaca, MD, I lker Mehmet Bilgi0, MD, and Tayfun Akoz, MD

Abstract: There are many surgical reconstructive techniques after
lower lip ablation. As the lower lip defect gets larger, the required
reconstructive techniques become more complex. Despite the indi-
cation of free flaps, some situations require local flaps for recon-
struction. These situations may be donor and/or recipient vessel
problems or systemic disorders of the patient. In this article, a total
lower lip reconstruction technique using the neck skin was
described. The technique was applied successfully in 2 cases. An
acceptable cosmetic result was obtained, and there were no early or
late surgical complications in 2 years’ follow-up. The patients were
satisfied with the results. Lower lip reconstruction with the neck
flaps must be kept in mind as a quicker alternative and a salvage
method when the free flaps cannot be applied.
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R econstructive techniques after surgical ablation of orofacial
cancers are many and varied. Defects of less than 80% of the

width of the lower lip can be reconstructed effectively with local
flaps.1 Distant tissue transfer such as radial forearm or anterolateral
thigh (ALT) flap should be considered when the amount tissue
resected includes the entire lip.2Y4

Although the free-tissue transfers are excellent choices for
selected patients, systemic disorders and increased age might
complicate the procedure. The surgeon may have to carry out a
quicker technique just to end the surgery in a shorter time because of
the problems in elderly patients.

We describe here a total lower lip reconstruction technique
using the neck skin flaps in elderly patients who underwent total
lower lip ablation and bilateral neck dissection.

Patient 1
This patient was a 75-year-old male patient with T4 lower

lip squamous cell carcinoma referred to our clinic (Fig. 1). Total
lower lip resection and bilateral supraomohyoid neck dissection
were planned for the treatment. The free ALT flap was preferred
for reconstruction. The patient had a heart failure and type 2 diabe-
tes mellitus and was considered in high-risk group for general
anesthesia.

Under general anesthesia, while the lower lip was resected
extensively and bilateral neck dissection was completed with apron
incision, a second team applied the ALT flap elevation. The patient’s
general condition got worse, and the operation was needed to be
completed in a shorter time. So it was decided not to apply a free
flap. Also, we did not find suitable recipient vessels because of
the atherosclerosis of the external carotid artery.

It was decided to use a neck skin flap for lower lip re-
construction. The bipedicled fasciocutaneous flap was prepared
between the neck incision and the defect area in a few minutes. The
flap was advanced to the defect. The buccal mucosa was dissected
bilaterally and advanced for the mucosal lining and sutured in the
midline (Fig. 2).

The patient could not be extubated after the operation and
was followed up in the intensive care unit for 2 days. No early or
late surgical complications or tumor recurrences were seen in the
2 years’ follow-up. The cosmetic result was acceptable, and the
patient was satisfied with the result (Fig. 3).

Patient 2
A 67-year-old male patient underwent extensive lower lip

resection and bilateral modified radical neck dissection for a large
lower lip squamous cell carcinoma (Fig. 4). The patient had
atherosclerotic coronary artery disease. A free ALT flap was planned
for the lower lip reconstruction.

Bilateral open Y incisions were applied for the neck dis-
section. The flap dissection was performed by another team con-
comitantly with tumor excision and neck dissection. The ALT flap
was elevated, but there were no sufficient perforating arteries for
dissection. A radial forearm flap was a good alternative, but the
patient’s general condition became unstable, and it was required to
end the surgery in a shorter time.

There were 2 transposition flaps because of the separated
neck dissection incisions. The flaps was transpositioned superiorly
and sutured in the midline. The buccal mucosa was advanced for
the oral mucosal lining. The flaps were suspended to the periosteum
of the zygomatic bone with the otogenous fascia lata strips (Fig. 5).

FIGURE 1. Preoperative view of patient 1.
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No early or late surgical complications or tumor recurrences
were seen in the 2 years’ follow-up. The patient was satisfied with
the result (Fig. 6).

DISCUSSION
Lip defects may be due to acquired problems such as trauma,

infectious disease, vasculitis, or congenital nevi, hemangiomas, or
clefts. However, most cases requiring reconstruction result from
tumor ablation.5

Small lower lip defects as well as large defects can be re-
constructed by using the local perioral tissues.6 For large lower lip
defects, there have been many reported local flap techniques.
Nasolabial transposition flap, cheek advancement flap, rotation flap,
double-cross lip flap, and transposition of the flap including de-
pressor anguli oris muscle are examples of these choices.7 However,
these are also additional procedures to the tumor ablation.

When the defect is extensive and includes adjacent chin or
cheek area, free flap choices should be considered.4 Although free
flaps are excellent choices for extensive defects, these procedures
require long surgery time and have disadvantages such as donor area

FIGURE 2. Perioperative view of patient 1. The mucosal flaps were advanced bilaterally and sutured in the midline. The neck flap
was advanced to the defect.

FIGURE 4. Preoperative view of patient 2.

FIGURE 3. Late postoperative view of patient 1.
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morbidities. The disadvantages of free flaps become more important
in elderly patients, especially those who have systemic disorders.

In addition, the free flap procedures may not be carried out
because of absent perforating arteries or the insufficiency of the
recipient vessels. Despite the indication of free flaps, these situations
may require reconstruction with local flaps. Our cases presented
here are examples of that situation.

The lower lip malignancies that cause total lip resection
usually require bilateral neck dissection. In that case, there are
already bilateral neck incisions that make the ease of the technique
described above. The flaps are elevated easily, the technique is quick,
and there are neither additional donor area morbidities nor addi-
tional long procedures.

The success of the technique we described here depends on
the skin elasticity, and it is not preferred in middle-aged or young
patients. We think that the elderly patients have enough skin
elasticity, and they are more suitable for this procedure. The buccal

oral mucosa is advanced for mucosal lining. When the separated
incisions are used for bilateral neck dissection, there are 2 flaps
that are transposed superiorly and sutured together in the midline.
When the apron incision is used for the neck dissection, the flap is
bipedicled, and it is quite safe, and better cosmetic result is obtained
as there are no midline scars.

The cosmetic result is acceptable. Sphincter function is
absent, which is also the case in many total lip reconstruction
techniques.

One question is the safety of neck skin because of the
lymphatic drainage of the lower lip tumors. In 2 years’ follow-up,
local recurrences on the reconstructed lips have not been seen.

Therefore, in elderly patients who undergo total lower lip
resection and bilateral neck dissection, using the neck skin flaps
should be considered as an alternative for other lower lip
reconstruction techniques. This approach should be remembered
as a useful technique especially in emergency situations.
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FIGURE 5. Perioperative view of patient 2. The buccal mucosa was advanced for the oral mucosal lining. The flaps were
transpositioned superiorly and sutured in the midline and suspended to the periosteum of the zygomatic bone with
the otogenous fascia lata strips.

FIGURE 6. Late postoperative view of patient 2.
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