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INTRODUCTION

Periocular skin tumors are the most common tumour 
encountered in ophthalmic practice. Basal cell 
carcinoma (BCC) is the most common malignant 
eyelid tumour; it has a low risk for metastasis but 
considerable invasive potential [1]. BCC of periocular 
area are localized in the inferior eyelid, medial 
canthus and superior eyelid [2]. Complete surgical 
excision remains the “gold” standard of treatment it 
produces excellent results if the tumour is completely 
removed [1]. Reconstruction of the medial canthal 
defect created after removal of tumour is the challenge 
to the oculoplastic surgeon.

 Reconstructive techniques can be classified considering 
the anatomical area requiring treatment: superior 
eyelid, inferior eyelid, and inner or external canthus [3].
Simplifying, we can distinguish: direct wound closure, 
”laisser faire”, free skin grafts, and different types of 
skin flaps [3,4]. Direct closure is reserved to very small 
defects, ‘laisser faire’ can lead to a remarkable extent 
of undesired scarring and a cosmetically unfavorable 
outcome. Free skin grafts require a healthy, well-
perfused transplant bed. In case of very deep defects, 

especially if the defects reach the surface of the bone, 
free skin grafts are unsuitable. The risk of graft necrosis 
is high in these situations, and furthermore grafts of 
the thin skin, for example from the upper eyelids, can 
lead to a remarkable retraction of the reconstructed 
region. Finally the risk of hypertrophy of the free skin 
transplant is highest when transferred into the medial 
canthus. For these reasons, is that free skin grafts might 
be even used too often [3]. By definition, a skin flap 
differs from a skin graft because it consists not only of 
skin but also of subcutaneous tissue with its subdermal 
plexus of vessels. Although it is completely raised from 
the underlying tissue, it is still connected by at least 
one side to the surrounding skin and fat. It is because 
of the vessels contained in this pedicle that the flap 
can preserve its own blood supply, independent of the 
site on which it is placed [4].

Full thickness skin grafts (FTSG) are composed of 
epidermis and the entire dermis [5,6].Full-thickness 
eyelid defects often lead to conjunctival irritation, 
keratopathy, conjunctival inflammation, corneal 
ulceration, and even blindness [7]. FTSG are 
nowfrequently used by plastic surgeons as anterior 
lamellasubstitutes in eyelid reconstruction surgery, 
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providing tissuewith similar color, texture, and 
thickness.The perioculararea is considered a suitable 
host, having a rich vascularsupply for capillary regrowth, 
as well as collagen producingfibroblasts which help in 
graft adherence [1,2]. This successfulcombination of 
graft and host has subsequently made itwidely used 
in eyelid reconstruction surgery after trauma, burns, 
and tumour removal [6].The aim of the present report 
was to present the reconstructive techniquein inferior 
medial canthus with preauricular full-thicknessskin 
and here we showed the illustration of the respective 
technique.

CASE REPORT

An 80 year-old woman presented to us a complaint of 
an asymptomatic tumor located in the right inferior 
medial canthus for two years. The lesion is1.1cm 
x 0.9 cm in size, with central ulceration, was insidious 
onset increased in size (Fig. 1). Excisional biopsy of the 
lesion was suggestive of basal cell carcinoma. In this 
type of tumor and full-thickness excision is important.

OPERATIVE PROCEDURE

The procedure is performed under local anesthesia 
with intravenous sedation and magnification. Surgical 
excision margins were traced from the lesion border, 
with a margin of normal skin of 5 mm with a marking 
pencil, before the subcutaneous injection of 50% 
bupivacaine 0.5% and 50% lignocaine 2% with 
epinephrine (concentration, 1 in 200.000). A # 15 
Bard-Parker blade is used to inside the tumor. A full-
thickness is carried gradually deeper until all tumor 
is excised, with a margin of normal skin of a least 
5 mm. Bleeding is stopped completely prior to graft 
placement. (Fig. 2). A template of the defect and a 
marking pen is used to make an outline around the 
template.The template is placed over preauricular area 
and traced with marking pen (Fig. 3a). The graft is 20 
percent larger than the defect, to allow contracture 
of the graft. The site is injected subcutaneously with 
50% bupivacaine 0.5% and 50% lignocaine 2% with 
epinephrine (concentration, 1 in 200.000) to supply 
hemostasis and hydrodynamically facilitate the 
dissection.

Next, we began harvesting the right preauricular 
full-thickness skin graft by making skin incisions 
using a #15 Bard-Parker blade. We then proceeded 
with dissection immediately in a subdermal plane 

with minimal fat along the skin graft. The thin full-
thickness skin graft was removed and its base resected 
with Westcott scissors (Fig. 3b). We then draped 
over the surgeon’s glovedfinger a dermis up, and all 
subcutaneous fatty tissue is trimmed away. The graft is 
transferred andsutured into recipient site con 6/0 nylon 
sutures. Every third suture is long left (Figs. 4a and 4b). 

Figure 1: Preoperative Basal cell carcinoma of the medial canthal 
region.

Figure 2: The bleeding points were cauterized. Meticulous hemostasis 
is achieved prior to graft.

Figure 3: (a) Preparation of a preauricular full-thickness skin graft, 
(b) Preauricular full thickness skin donor area.
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Stab incisions are made in the graft to allow blood to 
drain. A thin layer of antibiotic ointmentis placed over 
graftand other layer antibiotic ointment-impregnated 
gauze, is applied tightly over graft with the long 
sutures tied over it. The traction suture is fixed to the 
brow. Ointment is used to coat the bolster and two 
compressive eye pads are applied to eyelid. The area 
preauricular is closed with 6-0 nylon sutures.

The dressing, bolster, and traction are removed in 
4 days. The skin sutures are removed in 10 days (Fig. 5).
The final histopathology confirmed the tumor asa 
nodular basal cell carcinoma with tumor-free margins

DISCUSSION

Skin grafting is the oldest form of tissue reconstruction 
known. Texts documenting the use of skin grafts for 
soft tissue reconstruction date back 2500 years. The 
first known description was found in India, in which a 
skin graft was used to reconstruct an amputated nose. 

Modernization of the technique started to come about 
in the 19th century, with descriptions of the pinch graft 
in 1869 and the FTSG in 1875 [8].

The main advantages of FTSG areaviability, low 
metabolic requirementand resistance totrauma.Skin 
grafts go through a unique process of healingin the 
host site. The first phase, which lasts 24 hours, is 
anischemic stage (called ‘‘plasmatic imbibition’’), 
followed byan edematous stage in which the graft gains 
up to 40% in weight, and finally revascularization of 
the graft (‘‘inosculation’’), which becomes apparent 
within 48–72 hours aftergrafting. The blood supply 
to the graft comes from recipientbed (‘‘bridging 
phenomenon’’) [6].

Because the eyelid is a layered structure, appropriate 
layered reconstruction is essential, with the goal 
towards restoring periocular function and minimizing 
any postsurgical complications [9].

The skin grafts can be classified according to their 
thickness. The most frequently used graft is the Wolfe-
Krause graft (0.80–1.00 mm), taken from the skin 
with a scalpel. Other grafts are the thin-skin grafts, 
such as the Ollier-Thiersh graft (0.20–0.35 mm), and 
the middle-thickness grafts such as the Blair-Brown 
(0.40–0.60 mm) or Padgett (0.60–0.80 mm) grafts. 
Both thin-skin and middle-thickness grafts can only 
be taken with the use of a dermatome [3]. When used 
in periocular reconstruction they are usually harvested 
from several possible donor sites (upper lid, preauricular, 
retroauricular, neck, clavicular and supraclavicular, and 
inner brachial area) yielding different graft thicknesses 
accordingly [6].

The preauricular region is donor site of choice 
forsmaller defects on the upper two-thirds of the 
nose. The preauricular skin is a better color match 
compared with postauricular or supraclavicular skin. 
Harvesting the graft is much easier and better tolerated 
in a mildly sedated patient [8]. Bell finds the skin is 
in fact superior in quality to the postauricular graft. 
The donor site scar is minimal, because the typical 
person requiring a graft of this sort usually has a 
significant excess of skin on the cheek. The donor site 
morbidity is also much reduced. With the traditional 
postauricular skin graft, the patient’s glasses often 
irritate the incision line. The largest area her taken to 
date measures 55 mm × 25 mm. Also, she found that 
the time required to perform this procedure is about 
one-half of that required to harvest postauricular [10].Figure 5: Two weeks follow-up results.

Figure 4: (a) Full thickness skin graft inset onto inferomedial 
canthus, (b) Appearance of defect after reconstruction with ipsilateral 
preauricular skin graft.
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Success of skin transplantation depends on graft 
revascularization. The blood supply to the graft comes 
from recipient bed. Therefore, important conditions 
for graft revascularization are rich vascular supply of 
recipient bed and very close contact between graft and 
recipient surface [1].

The early complications are mainly bleeding with 
hematoma formation beneath the graft, infection, or 
seroma formation. These complications may prevent 
graft adherence to the underlying wound bed, prolong 
the ischemic phase, compromise the graft’s vascular 
supply, and result in graft failure [6].

Other possible reasons for graft failure are, infection, 
or graft movement. In the relevant literature, the most 
common early postoperative complication after skin 
transplantation is hematoma formation [1]. To prevent 
it, we made multiples stab incisions on the graft to 
create pathways for blood drainage.

The long term complications are mainly cosmetic 
orfunctional and result from color and texture 
mismatch,hyper- or hypopigmentation, graft 
hypertrophy, and graftcontraction [6].Usually the color 
of the graft is mixed, with dark and light spots and with 
time (after a week) it appears vital, light pink in color. If 
there are signs of ischemia after the first week, we can 
wait for 3 to 6 weeks, because survival rate is better than 
expected. A black graft signifies partial or total graft 
failure and necrosis. Risk for necrosis increased in cases 
with very thick graft with remaining subcutaneous fat 
tissue [1]. Graft contraction is secondary to centripetal 
movement of the unapposed elastic fibres, resulting in 
variable degrees ofshrinkage. The factors influencing 
shrinkage are mainly elasticity of the donor site and 
graft thickness. Graft contraction is believed to be more 
prominent as the thickness of the graft decreases, but 
it is generally thought that FTSG contract minimally 
in humans [6].

Graft hypertrophy was most common in medial canthal 
defect reconstruction compared with other periocular 
sites [3, 6]. The exact mechanism for graft hypertrophy 
is not fully understood, and it probably represents 
aberration in the process of wound healing, which 
includes cell proliferation, inflammation, and increased 
synthesis of cytokines and extracellular matrix 
proteins [6]. There are different treatment approaches 
that include observation,pressure garments, massage 
and silicone gel sheets and intralesional injection of 
steroids [1,6]. The most common agents used are 

triamcinolone acetonide and triamcinolone diacetate 
which may be combined withpulsed dye lasers. Other 
possible treatment modalities are dermabrasion (such 
as aluminium oxidecrystals, acids, liquid nitrogen, 
and others) or laser CO2 resurfacing which may also 
improve texture and color abnormalities [6].

It is well known that all grafts contract, once 
immediately after excision from donor site andagain 
after revascularization. Primary shrinking is due to 
contraction of dermal elastic fibers, secondaryshrinking 
is result of myofibroblast activity.

In cases with FTSG primary shrinking is moreprominent 
than secondary. Contraction canbe overcome by 
massage with a steroid ointment for one month after 
surgery [1].

Reconstruction of medial canthal after large 
tumourexcision is possible to perform with different 
surgical procedures. The surgical procedure must 
be individualized for each patient. A full- thickness 
excision of tumor is necessary. In our patient we prefer 
to use FTSG for reconstruction of anterior lamella of 
the eyelid, because this technique allows us to achieve 
recovery of the eyelid without any facial scars. In the 
present case, the preauricular area was the donor site. 
We prefer to use preauricular donor skin because 
the harvesting the graft is much easier and better 
tolerated in a mildly sedated patient, the donor site 
scar is minimal and the time required to perform this 
procedure is short.

Success of a skin graft attach depends on certain 
conditions: Avoid bleeding with formation of hematoma 
by moderate use of cautery. To prevent it, we made 
multiples stab incisions on the graft to create ways for 
blood drainage and a bolster placed over graft to push 
the skin against the recipient bed for 4 days, along ice 
compresses. Excess skin graft was trimmed. Normal 
lid position and functions are very important for eye 
protection and eye function. Aesthetic result after 
surgery is important not only for the patient, but also 
for the surgeon [1].

Medial canthal region reconstruction should be 
performed with preauricular FTSG considering color 
and tissue match and is useful alternative technique 
for the reconstruction of small defects. It can be 
performedunder local anesthesia obtaining satisfactory 
results cosmetically and functionally. The donor site 
scar is minimal. A simple surgical technique and 
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acceptable donor site morbity are further advantages 
of this preauricular FTSG. Preauricular skin as a FTSG 
may provide a similar excellent tissue match in select 
cases.

Consent

The examination of the patient was conducted 
according to the Declaration of Helsinki principles 
written informed consent was obtained from the 
patient for publication of this article and any 
accompanying image.
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