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Abstract

Introduction: Malignant tumors of the skin are the most common human cancers. Among them facial skin cancers
form a sizable group. In recent years there has been a dynamic increase in morbidity. They are characterized by local
invasiveness, they infiltrate the surrounding tissues, destroy adjacent structures and lead to significant loss of tis-
sue, which represent a serious therapeutic problem as they are reported in advanced stages of development, and
after surgery there are extensive losses of disrupting the aesthetics and function of the face. The most common
tumor is basal-cell carcinoma (BCC), another is squamous cell carcinoma (SCC). In available bibliography there is no
clear information about the standards of treatment of this type of cancer is observed, which led us to try to pre-
sent basic information about facial skin cancers, their morphological and histological forms, and the routine treat-
ment depending on location.

Aim: The paper presents the current knowledge on non-melanoma cancers of the face, the algorithm according to
the primary lesion location and the related therapeutic options. It also presents the possibility of reconstruction of
tissue defects, depending on the location of the change on the basis of selected patients treated at the Department
of Plastic, Reconstructive and Aesthetic Surgery, Medical University of Lodz.

Material and methods: In the Clinic of Plastic, Reconstructive and Aesthetic Surgery, Medical University of Lodz in
the years 1998-2008, 398 patients were treated because of non-melanoma skin cancers.

Results: The method of surgical treatment depended on the type of cancer, its stage and location. In the case of
changes located on the face, in the advancement of T1 (TINOMO), a surgical excision with local plastics was intro-
duced, in other cases — local flaps or skin grafts was applied.

Conclusions: Despite enormous progress in medical science, surgery remains the method of choice in treating facial
cancers. Only the primary cut and the suitable technique of plastic surgery, selected individually for each patient

provides satisfactory results.

Key words: non-melanoma cancers of the face, treatment, reconstruction, facial skin cancers.

Introduction
General information

In 1998-2008, the Clinic of Plastic and Reconstructive
Surgery, Medical University of Lodz, treated 398 patients
with cancers located on the face. They are the most com-
mon malignancy occurring in humans [1] and a third of all

cancers detected. The incidence rate is difficult to deter-
mine because of the lack of precise registration. In recent
years there has been a rise in incidence in the U.S. by
10-15% annually. It is more likely in males (2 : 1). Incidence
rate is 1.7%/year in the world [2] and in the Asian popu-
lation [3]. In studies of Andrade 52.4% of non-melanoma
cancers were found in women [4]. The most common
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of these is the basal-cell carcinoma (BCC) [5] and it is often
not included in the registers, which causes skin cancers
to occupy distant positions in them. The second most
common cancer is squamous cell carcinoma (BCC/SCC =
3:1) [6]. In Poland they cause about 1500 deaths every
year [7]. The diagnosis is based on the histopathological
examination.

Factors predisposing

An increased incidence of non-melanoma skin can-
cers is observed in males with fair skin, poor tanning abil-
ity, blond hair, blue eyes, and depends on the age and
time of exposure to sunlight. he development of skin can-
cer predisposition:

« UV radiation — blocks of DNA repair mechanisms, muta-
tions in the p53 gene have been shown in over 90%
of SCC and more than 50% of BCC [8]; UVB rays are par-
ticularly dangerous, and the time of exposure is of cru-
cial importance [9];

« skin phototype (I-VI) and the related amount of melanin
—the more the greater the protection, these are cancers
of the white race;

« ionizing radiation — showed an increase in the incidence
of BCC and SCC in radiologists and in patients with
actinic dermatitis [10];

e immunosuppression — both drugs, transplants or by
the action of UV radiation on the immune system (reduc-
ing the number of Langerhans cells, suppression of cel-
lular response) [11]; in conditions associated with
immunosuppression such as AIDS, an increase in
the incidence of skin cancers is observed [12];

* chronic wounds and scars after burn — SCC is more like-
ly to develop in them [13];

* chemicals — creosote, formaldehyde and others — par-
ticularly predispose to SCC [14];

* precancerous lesions of the skin, which include:

— actinic keratosis — 16% pass in the SCC [15],

— pigmented skin and xeroderma pigmentosum —
a genetic disorder that affects repairing DNA dam-
age, which occurs under the influence of UV radia-
tion; the greatest damage occurs under the influ-
ence of UVB [16],

—keratoacanthoma [17] — described in 1889, by
Hutchinson's tumor arising in areas exposed to sun-
light, characterized by rapid growth (4-8 weeks), may
underlie malignant cases,

—seborrhoeic wart, dermatofibroma (no precancer-
ous lesions) [18],

—Bowen’s disease — 3-11% after years become inva-
sive SCC, the preferred treatment is 5-FU and exci-
sion [19, 20]. According to the work of Graham et al.,
Bowen's disease increases the incidence of cancer
of internal organs [20],

—leukoplakia —if the SCC develops on leukoplakia,
the risk of metastasis is greater than in the case
of actinic keratosis [21],
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— Marjolin’s ulcer [22],
—Bowenoid pustulosis,
—Queyrat’s disease [21];

* Jadassohn's stigma — congenital lesion of the scalp.

Predisposing syndromes:

« Gorlin syndrome (a genetic mutation in the gene locus
9g22.3 PTCH2.), it is inherited as an autosomal domi-
nant trait, in the form of multiple signs and is often
accompanied by developmental defects and cysts
of the jaw, rib defects [23, 24],

* Bazex syndrome — (BCC, hypotrichosis, hypohidrosis)
and its variant Rombo syndrome [25, 26].

In the WHO classification of tumors, BCC and SCC are
included in a group of squamous cell tumors originating
from the basal layer (BCC) or spinal (SCC) of the epidermis.

Basal cell carcinoma

Basal cell carcinoma (carcinoma basocellulare, ba-
salioma, ulcus rodens, BCC) is the most common cancer
characterized by a low degree of malignancy, slow growth
and a very rare formation of metastases to regional lymph
nodes (lymphatic route, 0.003-0.1%) by high degrees
of proficiency. It comes from the basal cell layer of the epi-
dermis. According to the Skin Cancer Foundation, in
the U.S. each year about 800,000 people get the disease.
The BCC develops in the skin not previously modified or
from precancerous lesions. Incidence increases with age.
About 85% of BCC cases are localized in the head and
neck, usually in the nose (> 25%), orbit (7%) or the exter-
nal ear (6%) and lips, usually above the palate line [7, 27].

Risk factors include age, male gender, type I and |l
of the skin, used immunosuppressive drugs, high-fat diet.
BCC also fosters the development of the earlier outbreak
of BCC in a different place [28].

Factors influencing the prognosis are: tumor size (the
bigger the greater the chance of recurrence), location (cen-
tral part of the face (around the eyes, nose, lips) and
around the ears — a high-risk BCC), the borders of change
(ill-defined increase of the risk of recurrence), histologi-
cal type, histological type of aggression (perineural,
perivascular — increase the risk of recurrence), reopera-
tion, used immunosuppression.

Surgical excision of primary BCC gives recurrence
observed in 5 years in only about 2%. For small changes
(< 20 mm), excision with a margin of 3 mm gives a cure rate
of 85%, widening the margin to 4-5 mm increases the pro-
portion of cured cases to 95%. In the case of a morpheaform
cut with a margin of 3 mm gives a cure only in 66%, so in this
form it is suggested to apply a wider margin. Incomplete exci-
sion is observed in approximately 4-7% (studies in the GB
and Australia). Despite incomplete excision, recurrence with-
in 2-5 years observed in an independent research is only
30-41%. Trimming of incompletely excised BCC demonstrates
the presence of malignant cells in only 45-54% of specimens
in two independent histopathological studies. The decisive
factor seems to be a deep cut margin [28-30].
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Morphological variations are defined as follows:
1. Deep

e nodular (carcinoma basocellulare nodosum) -
the most common form of BCC, 21%; nodule sur-
rounded by characteristic non-inflammatory pearly
shaft. In the central part of a nodule there may be
scarring, initial size of a pinhead, pink-red focus, grow-
ing quickly. Within the nodule there may be present
multiple telangiectasia and scaling, bleeds easily,
ulcerative (carcinoma basocellulare exulcerans, his-
torical name: penetrating ulcer — ulcus rodens) —
form is characterized by deep infiltration of the tu-
mor base, which could lead to destruction of the mus-
cle and bone. A characteristic clinical BCC nodule
surrounding the shaft may be in the form that is
barely perceptible. It arises from a nodular variety,
which under the influence of perfusion abnormali-
ties is necrotic in the middle, with a slightly infil-
trated bottom and slightly haughty, hardened edges
of the pearl type, bleeds easily, has the ability to infil-
trate the stroma,

pigmentosa (carcinoma basocellulare pigmentosum),

scleroderma (carcinoma basocellulare morphei-

forme) —is a porcelain colored nodule, usually not
liable to decay, focus close to the limited scleroder-
ma, whitish, with increased cohesiveness, haughty,
but slightly reduced edges, the periphery can be in
the form of a pearly hill,
» cystic (carcinoma basocellulare cysticum) — localized
usually on the eyelids as small, translucent nodules,
« scarring (BCC planum cicatricans): scar surrounded
by a pearly shaft.

2. Superficial = crawling (basocellulare superficial carci-
noma) — a form of mild and chronic course, in which
superficial lesions are generally numerous, well marked
out, and spread very slow. Only a shaft with a single
change is present. No major breakdown or appearance
of scar formation; it is difficult to establish the diagno-
sis early. The most common location of this form of can-
cer is the trunk, a variation of a surface is called Arn-
ing’s tumor (carcinoma basocellulare superficial
multicentricum). All varieties of BCC are characterized
by a slow process and the typical location is the face,
they never harm the eye and do not take up the mucous
membranes, except as an ulcerative form, infiltrating
stroma only slightly. Five-year survival without metas-
tases is given in more than 90%, the local recurrence
rate is close to 50% [21].

Histological types are as follows: undifferentiated car-
cinoma (solidum), cystic (cysticum), glandular (adenoides),
keratoticum and pigmentosum.

Squamous cell carcinoma

The second most common SCC arises from the
squamous layer of the skin’s corneum and mucous
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membranes. The SCC has higher virulence (grading I-IV

depending on the number of differentiated cells), and mor-

phologically no pearly shaft surrounding the change is
observed.

Early squamous cell carcinoma of the skin (carcinoma
in situ) is a sharply limited red erythema. Advanced lesions
are nodular with hyperkeratosis (papillary) and sometimes
ulcerative. Characteristic features include the infiltration
base and embankment edge changes, absence of pearly,
translucent aspect and much less telangiectasia.

Itis usually located on the border of the mucosa and
skin in the lower part of the face, below the line con-
necting the corner of the mouth and ear lobe.

Itis characterized by a relatively rapid growth and ten-
dency to metastasize (3-5%), rising to 30% for the loca-
tion on the border of the skin and mucous membranes,
or local recurrence [31]. For diagnosis histological exami-
nation is necessary. Samples are collected through exci-
sional biopsy, shear (biopsy), fragmented biopsy, or biop-
sy of lymph nodes.

There are two types of SCC:

« exophytic form (type I) characterized by the occurrence
of ulcers and late metastasis,

« endophytic form (type I) growing faster than ulcerative,
metastasizing faster to lymph nodes (85%) or distant
(15%) [21].

The SCC grade of differentiation also depends on
the individual cell structures and the tendency to kera-
tinization. To evaluate the four-grade scale of Broders is
used (undifferentiated cells to evaluate the amount
of the entire tumor mass) [32].

Aim

The paper presents the fundamental histopathologi-
cal differences between the carcinomas of the face,
the algorithm of treatment according to the primary lesion
and the related therapeutic options. It also presents
the possibility of reconstruction of facial defects, depend-
ing on the location of the change on the basis of select-
ed patients treated at the Department of Plastic, Recon-
structive and Aesthetic Surgery, Medical University
of Lodz.

Material and methods

In the Clinic of Plastic, Reconstructive and Aesthetic
Surgery, Medical University of Lodz in 1998-2008, 398
patients were treated. The method of surgical treatment
depended on the type of cancer, its stage and location.
For the changes located on the face, in the advancement
of T1 a simple excision and repair, in other cases, flaps or
skin grafts were used.
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Table 1. Risk factors for recurrent non-melanoma skin cancers — author’s modification [33]

Factors Low risk of recurrence High risk of recurrence
Clinical
Size * The area of "low risk" (trunk, limbs) < 20 mm > 20 mm
* The area of "medium risk" (cheeks, forehead, >10 mm
neck, scalp < 10 mm
« The area of "high risk" (the center of the face, >6 mm
eyelids, eyebrows, nose, lips, cheeks, chin, ears) < 6 mm
Borders Well defined Poorly defined
Immunosuppression Negative Positive
Radiotherapy - +
Chronic inflammation (SCC) - +
Rapid growth (SCC) - +
Neurological symptoms (SCC) - +
Pathological
Subtype (BCC) Nodular, superficial Other types

Differentiation (SCC) Well differentiated

Poorly differentiated

Infiltration into SCC (Clark) I, 1, 11l or < 4 mm

IV, Vor>4mm

Subtype (SCC) Other types

Adenoid, adenosquamous

Methods of treatment

Surgical treatment: the method of choice in the treat-
ment of skin cancer is excision with a margin of healthy
tissue [34-37]. The margin for BCC is about 5-10 mm,
and for SCC —10-15 mm. The type of the surgical proce-
dure depends on the character, stage and location
of the tumor, the general condition of the patient and
the result of histopathological examination. In the case
of BCC, it is sufficient to remove the primary lesion, in
the case of SCC > 2 cm lymph nodes should also be
removed (according to some authors, as standard, accord-
ing to others, only in more advanced cases). Undoubted
benefits of surgical treatment is the high curability rate
reaching 98% for BCC, good cosmetic results, short dura-
tion of treatment, the possibility of performing a histo-
pathological examination.

Other treatment methods include:

« curettage and electrocoagulation (C and D curettage
and electrodessication) — sometimes used for small
(< 1cm) primary changes [38];

» Mohs micrographic surgery — microscopically controlled
surgery. Full histopathological control of edges of the
removed changes, ensuring completeness of excision
with a minimal loss of healthy tissues, used especially
in areas where it is important to avoid unnecessary loss
of healthy tissue: the nose, eyelids, the area of the ear,
lip; lower risk of recurrence (< 5%) [39, 40];
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e chemotherapy — 5% ointment of 5-fluorouracy! for
superficial BCC [41], bleomycin [42], interferon a —
experimentally in BCC and SCC [43];

« radiation therapy (teleradiotherapy, brachytherapy) —

good cosmetic result, cancers of the central part

of the face; defects — actinic dermatitis, should be
avoided at the location on the eyelids, nose, ear,
reserved for patients with contraindications to surgery

[44, 45];

cryosurgery —only for small, superficial BCC changes,

for the other it is not recommended, freezing with lig-

uid nitrogen or nitrous oxide [46, 47];

photodynamic therapy — give intravenous or topical

photosensitizing substance, which, after 24-48 h accu-

mulates in tumor cells, then radiates with the wave
length of 630-660 nm or a laser — by photo-oxidation
chemical reaction occurs and leads to death of cancer
cells. Low efficacy, relapse is characterized by higher

histological malignancy [48].

Surgical treatment of non-melanoma skin facial
tumors with local art, depending on the location.

1. The forehead and scalp

Forehead skin changes with age and depends on eth-
nic factors. The skin is usually smooth in youth, and cov-
ered with wrinkles in the elderly. Unfortunately, there is
no disposal of excess skin. When planning the treatment
we pay attention to the surrounding anatomic structures.

Small defects are closed primarily in a transverse or sagit-
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Table 2. Comparison of advantages and disadvantages of treatment for non-melanoma skin cancers of the face — modi-

fied by the author [33]

Method of treatment

Efficacy

Disadvantages

Advantages

Surgery

To 98% (primary lesion)
To 80% (recurrence)

Scar, infection, possible post
operation complications

Short time of treatment, a good cosmetic
result

Mohs excision

To 99% (primary lesion)

Large defects of the skin,
time-consuming, requires training
and special technique

Exact controlling of the edge of the defect

Radiotherapy

95% (< 5 mm)
85% (15 mm)

Radiation injury, poor cosmetic
effect

Inoperable tumors, palliative procedures

Chemotherapy Depends on the type Frequent recurrence Toxicity, palliative procedures, prolongs life
and size
Cryosurgery To 95% (< 2 cm) Scars, pigmentation disorders, Quick and easy method, not effective

lack of histopathologic evaluation

at relapse

Photodynamic therapy ~ 10-40% Recommended for small
and superficial changes,
limited penetration of life,
lack of histopathologic evaluation
5-FU Low Pigmentation disorders, Non invasive method

long-term treatment

Curettage and
electrodessication

100% (< 2 mm)
50% (> 3 cm)

Hypertrophic scars, pigmentation
disorders, lack of histopathologic

Available and widely used method

evaluation

tal direction. Large loss of tissue is covered with the pedi-
cle flaps, often advancement or rotation flaps.
2. Cheek, upper and lower lip

Buccal cavities, if it is not possible to close primarily
within aesthetic units, we close with flaps shifted from
the neighborhood, before ear — or - retroauricular, naso-
labial fold or glabella. It is possible to use rotation flaps
from the neck, temporal or before ear area. Large defects
can also be covered with full-thickness skin grafts taken
from the retroauricular, supraclavicular or medial arm area.

Small defects of the lip are cut following certain prin-
ciples: small cavities are cut horizontally, losses exceed-
ing the vermilion border are cut with Z-plasty, in the case
of a partial or total excision of the lip, reconstruction is
performed by moving the mucous membrane of the
mouth or tongue. Large defects of the upper lip can be
covered using the Abbe’s flap originating from the lower
lip, flap rotation (fan flap) or perialar crescentic advance-
ment flap. Small defects of the lower lip may be closed
directly or with sliding lip tissue and closed in layers or
closed using the method of Karapandzic. Defects in excess
of 1/3 of the lower lip require lip switching procedures
(Gilles flap, McGregor flap, Estlander flap) or tubular flap
(Figures 1-8).
3. Upper and lower eyelid

Small defects are cut and supplied with local tissue
advancement. For the larger defects we can use free skin
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grafts (FTSG- full-thickness skin graft) taken from behind
the ear or the opposing side of the eyelids. Extensive loss
of the upper eyelid can be covered with flaps (Mustarde’s
flap, moved from the cheek, or Abbe’s flap taken from
the opposite lid). Sometimes there is a need to cover
the defect with muco-cartilage graft from the nasal sep-
tum or cartilage of the auricle. Large defects of the
lower lid are supplied using local flaps (Mustarde’s flap,
Frickie’s flap or advancement flap from cheek). For
the reconstruction of the upper and lower lid, flaps from
the forehead can be used (Figures 9-16).
4. Nose

For the closure of defects after removal of nasal
tumors various techniques of flaps can be used. In
the case of location on the dorsum of the nose, flaps
from glabella or forehead are preferred: advancement
(Rintal, Schmidt), bilobed flaps, rotation-advancement
flaps of residual dorsal skin. In the case of the lateral
part of the nose, the preferred options are bilobed flaps,
rotation or advancement moved from the neighbor-
hood (Reinwald, McGregor) or from the nasolabial fold.
For reconstruction of nostrils, a composed graft from
auricle can be used. If more complex reconstruction is
necessary (wings) we can use the whole middle part
of the forehead, sometimes prepared before by
the expander. In the case of total reconstruction
of the nose, a flap from the forehead can be used or
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Figure 1. Patient 67 years old. Facial skin tumor in the central area, ulcerating, measuring 5 cm x 6 cm. Histopathological
diagnosis: BCC, infiltrating the subcutaneous tissue. Under local anesthesia excision with a margin of 0.5 cm was per-
formed. The defect was covered with full-thickness skin graft taken from the anterio-medial part of the right shoulder

Figure 2. Patient 55 years old. A tumor with ulceration of the upper lip with a diameter of 2 cm. Histopathological dia-
gnosis: BCC. The tumor was excised under local anesthesia and surgery using the way of Gilles was performed (excision
of orbicularis oris muscle with transposition of tissues upwards and medially). Additionally, a Z-plasty was performed
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Figure 3. Patient 63 years old. A tumor of the left lower lip and cheek. Histopathological diagnosis: SCC keratodes G2. Exci-
sion and flap plasty using Bakamjan flap was performed. Secondary loss was covered with split- thickness skin graft taken
from the thigh

Figure 4. Patient 78 years old. Tumor around the naso-labial fold on the left side with dimensions of 1 cm x 0.5 cm. Histo-
pathological diagnosis: BCC. Excision was performed with V-Y plasty

Figure 5. Patient 82 years old. Tumor of the upper lip, tumor’s size 1 cm x 2 cm. Histopathological diagnosis: BCC exulcerans.
Wedge resection of the tumor was performed
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Figure 6. Patient 53 years old. Tumor of vermillion of the lower lip. Histopathological diagnosis: SCC. Wedge resection with
a wide margin was performed

R e, ol 0 TS e
Figure 7. Patient 71 years old. Tumor of the lower lip. Histo-
pathological diagnosis: SCC. The defect was covered with
flaps from the neighborhood
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Figure 8. Patient 89 years old. The tumor of the chin measu-
ring 4 cm x 3 cm. Histopathological diagnosis: BCC. Exci-
sion and reconstruction by Rutkowski’s method was per-
formed

Figure 9. Patient 83 years old. The tumor in the left zygomatic area with a diameter of 4 cm x 5 cm, dilapidated, festering,
associated with the base. Histopathological diagnosis: BCC. The tumor was excised under local anesthesia. Plasty was
done using buccal and retroauricular lobe

248 Postepy Dermatologii i Alergologii XXIX; 2012/4



Facial skin cancers: general information and an overview of treatment methods

Figure 10. Patient 78 years old. Tumor of the lower eyelid of the left eye. Histopathological diagnosis: BCC. Excision with
the buccal flap plasty was performed

Figure 11. Patient 69 years old. Tumor of the lower eyelid of the left eye with a diameter 4 mm. Histopathological dia-
gnosis: carcinoma adenosquamosum cutis//adenosquamous carcinoma. Wedge resection of the tumor was performed

Figure 12. Patient 65 years old. Tumor of the lower eyelid
of the left eye. Histopathological diagnosis: BCC. Frickie’s
flap reconstruction of the forehead was performed
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Figure 13. Patient 56 years old. Tumor of the lower eyelid
of the right eye. Histopathological diagnosis: BCC. Recon-
struction with the buccal flap was performed

Figure 14. Patient 63 years old. Tumor of the upper eyelid of the right eye, 0.4 cm in diameter. Histopathological diagno-
sis: BCC. Wedge excision was performed

Figure 15. Patient 81 years old. Tumor of the eyelid of the left eye. Histopathological diagnosis: BCC. Plasty using Baron’s
flap (subcutaneous stalk) was performed
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Figure 16. Patient 74 years old. Tumor of the medial angle
of the right eye. Histopathological diagnosis: BCC.
The defect was covered with a pediculated flap from
the forehead

Figure 17. Patient 85 years old. The nasal tumor measuring 5 cm x 2 cm, ulcerated. Histopathological diagnosis: BCC. Exci-
sion was performed and a flap from glabella was used
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Figure 18. Patient 59 years old. Tumor of the right wing of
the nose. Histopathological diagnosis: carcinoma basocel-
lulare cutis recidivans 2.2 cm x 1.5 cm x 0.4 cm. Excision
and nasolabial flap were applied

Figure 19. Patient 84 years old. Ulcerating tumor with a dia-
meter of about 6 cm in the right cheek and right slope
of the nose. Histopathological diagnosis: SCC keratoides
G2, infiltrating the entire thickness of the skin and pene-
trates into the subcutaneous tissue. The tumor was exci-
sed under local anesthesia and flaps from the cheek and
retroauricular flap were used
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Figure 20. Patient 75 years old. Ulcerated nodule of the right wing of the nose with a diameter of 5 mm. Histopathologi-
cal diagnosis: BCC. Excision with a nasolabial fold flap was performed

Figure 21. Patient 69 years old. Tumor of the right wing of the nose. Histopathological diagnosis: SCC. Excision and a fore-
head flap was used

| e 8 - bl

Figure 22. Patient 63 years old. Tumor of the right wing of the nose. Histopathological diagnosis: SCC keratodes G2. Exci-
sion and a forehead flap was used
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Figure 23. Patient 82 years old. Tumor of the right auricle with a diameter of about 3 cm. Histopathological diagnosis: SCC
G2. Wedge resection of the tumor was performed

Figure 24. Patient 66 years old. Tumor of the right auricle. Histopathological diagnosis: BCC. The defect was covered with
a rotation flap

the nose can be prefabricated (on the forearm) and  Conclusions

i;a_lgg)posed by microvascular techniques (Figures Despite enormous progress in medical science,

5 Earlobe surgery remains the method of choice in treating facial
Small defects of the auricle are supplied with wedge ~ cancers. Only the primary cut and the suitable technique

excision and primary closure. Local flaps from the neigh-  of plastic surgery, selected individually for each patient
borhood or retroauricular flap can be used (Figures 23-24).  provide satisfactory results.
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