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ABSTRACT
Introduction: Facial skin cancer can be very challenging to surgical treatment. Reconstruction 
with cervicofacial flap is an adequate option when extensive damage is present. We describe a 
surgical procedure for complex lesions with high morbidity potential. Case study: 69-year-old 
woman with a large, recurring sclerodermiform basal cell carcinoma (BCC) in the left zygomat-
ic area. Due to the lesion characteristics, we opt to perform Mohs surgery. A cervicofacial flap 
was used with good aesthetic results and no relapse. Discussion: The cervicofacial flap is ideal for 
extensively damaged areas and can be used as an alternative to skin graft.
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RESUMO
Introdução: os tumores cutâneos localizados na face podem ser desafiadores ao tratamento cirúrgico. A recon-
strução com retalho cervicofacial é uma opção adequada para defeitos extensos. Apresentamos uma opção cirúr-
gica para lesões complexas e com grande potencial de morbidade. Relato do caso: mulher, 69 anos, consulta 
por carcinoma basocelular (CBC) esclerodermiforme recorrente e de grandes dimensões em região zigomática 
esquerda. Devido às características da lesão, optou-se pela cirurgia de Mohs. Um retalho cervicofacial foi uti-
lizado com um bom resultado estético e sem recidiva. Discussão: o retalho cervicofacial é ideal para defeitos 
amplos e pode ser usado como alternativa ao uso de enxerto de pele. 
Palavras-chave: Carcinoma Basocelular; Cirurgia de Mohs;  Retalhos Cirúrgicos

INTRODUCTION
Basal cell carcinoma (BCC) is the most common type 

of skin cancer. Among its subtypes, sclerodermiform BCC is re-
sponsible for approximately 5% to 10% of the cases. It is called 
sclerodermiform because of its clinical similarity with plaque 
morphea or localized scleroderma. The condition is usually 
more aggressive than nodular and superficial subtypes. It tends 
to present subclinical spread with potential for extensive local 
dissemination.¹,² Surgical treatment is recommended for most of 
these carcinomas, and Mohs micrographic surgery is the method 
of choice. The technique is preferred for high-risk, recurrent, 
large-sized tumors and facial location. Its main advantage is to 
provide precise microscopic control of the entire margin of the 
tumor, maximizing the conservation of healthy tissue.³ 

http://www.dx.doi.org/10.5935/scd1984-8773.20191131410


Figure 3: Extensive skin flap, detached, elevated. Careful hemostasis was 
performed. Note the level of surgical dissection
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During the performance of both Mohs micrographic 
surgery and the conventional technique, one of the most signif-
icant challenges is to repair the surgical defect while obtaining 
a good esthetic and functional result.4 In cancer cases in the 
malar, maxillary, and periorbital regions for more than 30 years, 
the literature has described the reconstruction technique with 
cervicofacial flap. Conceptually, it is a flap that explores the flac-
cidity of the skin of the cheek, pre-auricular, and neck regions. 
Its main advantage is maintaining the color and texture of the 
native tissue. Another advantage is that the method positions the 
incisions in areas of natural grooves, respecting the limits of facial 
aesthetic subunits. In some cases, this flap also allows adequate 
exposure of the cervical and facial structures for additional can-
cer procedures, such as lymph node dissection.5 

We present a case of cervicofacial flap following Mohs 
surgery with multiple stages for excision of a sclerodermiform 
BCC in the left zygomatic region. The case proves challenging 
because of the large dimensions of the surgical wound and its 
location. A surgical option for complex lesions on the face and 
with great potential for morbidity has been demonstrated. 

CASE REPORT
A 69-year-old woman was diagnosed with recurrent 

sclerodermiform carcinoma in the left zygomatic region that 
appeared more than ten years ago. She had undergone two pre-
vious (conventional) surgeries and treatment with radiotherapy 
with posterior recurrence of the lesion. The examination showed 
an erythematous plaque, infiltrated about 4.5 centimeters in its 
largest diameter, with multiple telangiectasias in dermoscopy 
and a small central crust. We chose the Mohs surgery (Figure 1) 
with local anesthesia and sedation. Free margins were obtained 
after four stages of additional 5 mm each. The resulting defect 
measured 6.5 x 7.5 cm, affecting the malar, pre-auricular, and left 
temporal regions (Figure 2). We used a cervicofacial transposi-

tion flap to repair the defect. The transposition arch was drawn 
up to the mandible, ipsilateral retroauricular, and cervical regions 
(Figure 3). The flap was elevated and transposed from the retro-
auricular and cervical regions to the surgical defect (Figure 4). 

The flap was fixed with vicryl 4-0 (suture anchorage) 
in the zygomatic region and subcutaneous suture, and 5-0 
mononylon thread for superficial cutaneous suture. We close the 
secondary defect primarily in the posterior portion, and by sec-
ondary intention in the retroauricular and mid-cervical regions 
(Figure 5). 

External sutures were removed after 15 days. In the post-
operative period, the patient presented a small focus of necrosis 

Figure 1: Careful marking of the tumor margins

Figure 2: Defect after four stages of micrographic control
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in the upper scar region, with improvement after debridement 
in about five weeks. After two months, the patient had a good 
healing. The patient currently presents a one-year postoperative 
period without signs of recurrence of the lesion and maintains a 
good result (Figure 6).

 
DISCUSSION

Skin flaps are necessary resources for closing skin tumor 
excisions.6 Transposition flaps are versatile and can be used any-
where on the face. They recruit tissues from different regions, 
resulting in color and texture compatible with the defect area, 

especially when coming from nearby areas. The skin abundance 
in the neck and retroauricular areas make the use of these flaps 
an attractive option for reconstructions in the mid-lateral region 
of the face.7 On the face, the smooth and harmonic reconstruc-
tion remains challenging. The procedure must not only recover 
the facial function, but it also has to present a good aesthetic 
result, avoiding ectropion formations and, mainly, injury to the 
facial nerve.

When making the flap, after emerging from the parotid 
gland 1.7 cm before the tragus, the temporal branch of the facial 
nerve crosses the zygomatic arch between 3.2 cm and 3.9 cm 
posterior to the lateral border of the orbit, at the level of the 
orbital-tragus line, which corresponds to the middle third of the 
zygomatic arch. There is vulnerability of the temporal branch at 
the middle third of the zygomatic arch. However, although this 
branch of the facial nerve presents a wide pattern variation, its 
direction is constant. It allows the definition of a safe dissection 
plane for the temporal region.8 

Cervicofacial flap is ideal for significant defects that can’t 
be repaired with small local tissue mobilization, allowing re-
construction without the need for grafting.9 Its versatility and 
good rotation arc allow this flap to cover large areas of a surgical 
wound.5 However, the main disadvantage of this type of flap is 
the possibility of distal ischemia, which can lead to necrosis, pri-
marily when the flap is sutured with tension due to defect ex-
tension or when the patient already has some disease that could 
compromise the local microcirculation.10 In the present case, the 
patient had already presented numerous lesion recurrences, re-
quiring several stages of Mohs surgery to obtain free margins. It 
led to an extensive surgical defect that was adequately corrected 
with the cervicofacial flap, with no evidence of recurrence after 
one year of surgery. l

Figure 5: Aspecto após a síntese cutânea, notar que o defeito secundário 
foi fechado primariamente na porção posterior e deixado por segunda 

intenção na região retroauricular e cervical média

Figure 4: Mobilization of the flap to the region of the surgical defect Figure 6: Late result
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