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Basal cell carcinoma of the lower eyelid 
affecting the lacrimal canaliculus and 
reconstruction with transposition flap and 
oral mucosa graft 
Carcinoma basocelular da pálpebra inferior com invasão do 
canalículo lacrimal e reconstrução com retalho de transposição e 
enxertia de mucosa oral 
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ABSTRACT
The lower eyelid is one of the sites most affected by basal cell carcinoma (BCC). We present an 
option of inner corner skin flap with oral mucosa graft for eyelid reconstruction after BCC ex-
cision. This tumor affects approximately 60% of the lower eyelid and shows complete lower lac-
rimal canaliculus involvement. The use of internal corner skin transposition flap and oral mucosa 
graft is safe. The technique is reproducible and with good postoperative evolution. Positioning 
and eyelid movement were restored, allowing tear drainage through the upper canaliculus with 
complete correction of the tears’ overflow (epiphora).
Keywords: Basal cell carcinoma; Skin Neoplasms; Dermatological Surgical Procedures; Surgical 
Flaps 

RESUMO
A pálpebra inferior é uma das regiões mais acometidas pelo carcinoma basocelular (CBC). Apresentamos 
uma opção de retalho da pele do canto interno com enxerto de mucosa oral para reconstrução palpebral 
após exérese de CBC acometendo aproximadamente 60% da pálpebra inferior e com comprometimento 
completo pelo tumor do canalículo lacrimal inferior. A utilização do retalho de transposição de pele do canto 
interno e enxertia de mucosa oral é segura. Apresentamos uma técnica reproduzível e com boa evolução no 
pós-operatório. O posicionamento e a movimentação palpebral foram restabelecidos, permitindo a drenagem 
da lágrima pelo canalículo superior com correção da epífora. 
Palavras-chave: Carcinoma Basocelular; Neoplasias Cutâneas; Procedimentos Cirúrgicos Dermatológicos; 
Retalhos Cirúrgicos

INTRODUCTION
Eyelids are the preferred site of involvement of 5% to 

10% of all skin tumors. Basal cell carcinoma (BCC) is the most 
prevalent palpebral malignant tumor, followed by epidermoid 
cancers, sebaceous gland carcinomas, and melanomas.1 BCC pri-
marily affects the lower eyelid, with 70% of prevalence, followed 
by medial corner 20%, upper eyelid 7%, and lateral corner 3%.1-2

The eyelid skin is the thinnest one of the body, with vir-
tually no subcutaneous tissue. It has an internal conjunctiva lin-
ing, which allows eyelid movement with minimal friction. Dense 
bands of thick connective tissue named tarsus, whose function is 
to support the eyelids, reinforce them. Three lamellae constitute 
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the lower eyelid: the anterior, consisting of skin and orbicularis 
muscle; the middle, composed of the orbital septum; and the pos-
terior, comprising the tarsus, palpebral fascia, and conjunctiva. The 
septum originates in the marginal arc along the orbital border 
separating the anterior from the posterior lamellae.3-4

The eyelids hold essential functions for the integrity of 
ocular viability, such as cornea and eyeball mechanical protec-
tion, humidification, oxygen, and nutrients transport by tear 
movement, foreign substances removal, and protection against 
excessive light.3-4 These functional aspects should be prioritized 
in a palpebral reconstruction, valuing the aesthetic features. The 
dermatological surgeon should be aware of the anatomy and 
physiology of the region for adequate reconstruction program-
ming.

We present the option of a skin flap in the inner corner 
with an oral mucosa graft for eyelid reconstruction after BCC 
excision affecting approximately 60% of the lower eyelid and 
showing the tumor’s complete involvement of the inferior lac-
rimal canaliculus.

CLINICAL CASE
A 68-year-old man reported a lesion on the lower eyelid 

for about a year, with slow and progressive growth, referring 
to symptomatic tearing (epiphora). The examination revealed 
a translucent normochromic nodular lesion with well-defined 
borders, affecting the proximal third and part of the middle third 
of the lower eyelid (Figures 1A and 1B). Ophthalmologic eval-
uation using the Monier fluorescein eye stain test showed in-
volvement and total destruction of the inferior canaliculus. We 
performed asepsis, antisepsis, lesion marking, and anesthesia with 
tumescent solution. An incision was made with complete re-
moval of the lesion (with margins of 3 mm to 4 mm, creating 
a primary surgical defect occupying 60% to 70%) of the lower 
eyelid (Figure 2). We performed another incision of skin and 

subcutaneous cellular tissue and part of the orbicularis muscle of 
the inner corner of the eye to make the transposition flap. In the 
same operative act, the cheek mucosa was incised and sutured on 
the internal surface of the musculocutaneous flap. Laterality was 
used to fill the area of ​​the surgical defect (Figure 3), with the flap 
positioned and sutured by planes (Figure 4).

DISCUSSION
The treatment goal of malignant tumors is complete 

surgical excision of the tumor. Surgical reconstruction of large 
eyelid defects is a complex process that relies on the extent of 
tissue loss, location, and experience of the surgeon. Full-thick-
ness eyelid defects are divided into small (margin involvement 
less than one-third of the eyelid size); moderate (involvement 
between one-third and one-half of the eyelid); and large (mar-
gin involvement more extensive than half of the eyelid size). 
The direct primary closure of the eyelid is a possible option 
in defects of total thickness up to one-third of its horizontal 
extension. However, major defects require the reconstruction 
with cutaneous flaps associated or not with grafts. The literature 
describes several options: advancement; Transposition; Mustardé 
and Mcgregor; Fricke,2 Landolt-Hughes, Dutupuys-Dutemp-
sHughes, and interpolation (utilizes skin and mucosa from the 
upper eyelid); Abbe.5

The cartilage graft is usually indicated for defects oc-
cupying more than 50% of the lower eyelid or total palpebral 
resections. However, in our case, we believe that an exact mus-
culocutaneous flap for the filled region with perfect coaptation 
of the palpebral margins would be sufficient for the ideal func-
tioning of the superior lacrimal duct. It would also correct the 
epiphora presented by the patient. The graft of the oral mucosa 
has the function of replacing the posterior lamellae in the pal-
pebral reconstruction. In this case, we chose the cheek over the 
palate mucosa because it is easier to access and has a lower com-

Figure 1: A and B - External and 
internal lesion view
A translucent normochromic pearly 
nodular lesion with well-defined 
borders affecting the medial third 
and part of the middle third of 
the lower eyelid, the tarsus, and 
adjacent conjunctiva with external 
(A) and internal (B) visionA B
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plication rate when compared to a palate graft, whose hemor-
rhage and oronasal fistulas are feared complications.4 

Surgical excision is considered the most effective ther-
apy for basal cell carcinomas, with cure rates ranging between 
95% and 98%. In our case, the tumor was well delimited, which 
facilitated the surgical removal. The material was sent to histo-
pathology, confirming the complete removal of the tumor.6 Also, 
removing the lesion in a block and assessing the lateral margins 
eased the pathology. 

Figure 2: Raw area. Primary surgical defect corresponding to about 60% of 
the lower eyelid

Figure 3: Transposition flap positioning. Transposition flap positioned to 
fill the primary defect site

Figure 4: Flap sutured by planes. Suture of the flap and donor area

Figure 5: Postoperative. Appearance 4 months postoperatively

Using skin transposition flap from the inner corner and 
oral mucosa graft is safe, with little morbidity in the donor 
area, resulting in maintenance of functionality and preserva-
tion of the aesthetic aspect, with rapid postoperative recovery. 
We present a reproducible technique capable of restoring the 
eyelid anatomy (Figure 5), with good postoperative evolution, 
with no ectropion, retraction, or anatomical distortions. Eyelid 
positioning and movement were restored, as well as the perfect 
occlusion of the eyelid cleft, allowing the drainage of the tear 
through the superior canaliculus with complete correction of 
tearing (epiphora). l
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