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Combining two easy performance techniques 
for the reconstruction of lower lip defects: 
myomucosal advance flap and M-plasty
Combinando duas técnicas de fácil execução para reconstrução de 
defeitos de lábio inferior: retalho de avanço miomucoso e M-plastia

ABSTRACT
Small surgical defects of the lower lip can be reconstructed through direct closure. Full-thickness defects 
with more than 30% involvement require complex reconstructions with high morbidity. We report the 
case of a patient diagnosed with squamous cell carcinoma in the lower lip whose resection resulted in a 
surgical defect of 45% of the lower lip. The reconstruction combined two well-established techniques: 
unilateral myomucosal advancement flap and M-plasty. This association acted synergistically, enabling the 
closure of the surgical defect with easy execution, low morbidity, and excellent aesthetic and functional 
results.
Keywords: Surgical flaps; Lip; Lip neoplasms; Carcinoma, Squamous cell

RESUMO
Defeitos cirúrgicos pequenos do lábio inferior podem ser reconstruídos por meio do fechamento direto. Já defeitos de 
espessura total e com mais de 30% de acometimento requerem reconstruções complexas e de alta morbidade. Relatamos 
o caso de uma paciente com diagnóstico de carcinoma de células escamosas em lábio inferior, cuja ressecção resultou em 
defeito cirúrgico de 45% do lábio inferior. Foi realizada reconstrução por meio da associação de duas técnicas já consa-
gradas: retalho de avanço miomucoso unilateral e M-plastia. Esta associação atuou de forma sinérgica possibilitando o 
fechamento do defeito cirúrgico com fácil execução, baixa morbidade e ótimo resultado estético e funcional.
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INTRODUCTION
Malignant lip tumors occur most frequently in the lower 

lip, and approximately 2/3 are squamous cell carcinomas (SCC). 
They are more frequent in the fifth, sixth, and seventh decades 
of life, prevailing in whites and men in a ratio of 5:1. Chronic 
exposure to the sun, smoking, and alcoholism are the main risk 
factors associated with this neoplasm.1

Lip SCCs have a good prognosis when diagnosed early, 
with a cure rate of around 90% in five years. Surgical removal is 
the treatment of choice; however, metastases may occur in cer-
vical lymph nodes in 5% to 20% of cases.2

The choice of the technique used for lip reconstruction 
after surgical removal must be adequate and individualized for 
each type of defect, considering the location, size, skin elasticity, 
and the patient’s general condition.1

In the case of surgical defects located in the lower lip, 
reconstruction techniques are usually categorized according to 
the percentage of site involvement, and they are divided into 
small (≤30%), medium (30% to 70%), or large (≥70%) defects.3 
Small surgical defects of the lower lip can be reconstructed using 
direct closure. On the other hand, full-thickness defects with 
more than 30% involvement require complex reconstructions 
with high morbidity.

Given the complexity of the numerous procedures, we 
report a combination of two well-established, easy-to-perform 
techniques, which were adequate to reconstruct a surgical defect 
in the lower lip with involvement of 45% of the extension.

CASE REPORT
An 81-year-old woman, Fitzpatrick skin phototype II, 

rural worker, presented to the Dermatology Service with a pro-
gressively growing tumor lesion affecting the lower lip for six 
months. She had a personal history of hypertension and was in 
the use of atenolol and hydrochlorothiazide. Also, she was an 
ex-smoker with a smoking load of 65 packs/year. The derma-
tological examination revealed an ulcerated tumor measuring 
40 x 30 mm without involvement of the labial commissures   
(Figure 1).

Physical examination identified no lymphadenopathy in 
the cervical and parotid chains. The anatomopathological asses-
sment of the incisional biopsy showed well-differentiated SCC. 
The patient was referred for surgical treatment.

METHODS
The procedure was performed under local anesthesia. 

Initially, two hemostatic stitches using 2-0 nylon thread were 
placed on the lower lip adjacent to each labial commissure, ai-
ming to compress the inferior labial artery.

We removed the tumor, resulting in a full-thickness sur-
gical defect corresponding to 45% of the length of the lower 
lip (Figure 2). We opted for reconstruction with a unilateral my-
omucosal advancement flap associated with M-plasty in the mi-
dline of the lower lip (Figure 3).

Figure 1: Lower lip squamous cell carcinoma

Figure 2: Full-thickness surgical defect corresponding to 
45% of the length of the lower lip sparing the lip rim
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We made an incision in the skin following the lower 
edge of the surgical defect, close to the mental crease up to the 
left labial commissure. Then, we made an incision in the labial 
mucosa, respecting the height of the skin incision, to delimit 
the full-thickness myomucosal flap. We ensured that the inferior 
labial artery was contained within the flap, preserving its irriga-
tion. No incision was made on the contralateral side (Figure 4).

Then, a full-thickness compensation triangle was remo-
ved in the middle portion of the mental crease, which was re-
constructed with M-plasty to not invade the anatomical unit 
of the chin  (Figure 5). We conducted the subsequent recons-
truction in layers, respecting the mucosal, muscular, and cuta-
neous layers in that order. The compensation triangle was first 
reconstructed, and then the myomucosal flap was advanced and 
sutured. We used Vicryl® 5-0 in the reconstruction of the mu-
cosa and Vicryl® 3-0 in the orbicularis oris muscle. The skin was 
sutured with 5-0 nylon thread (Figure 6).

RESULTS
The patient evolved well, with little pain, edema, and 

bruising, in addition to excellent functional adaptation in the 
first days after surgery. In the three-month postoperative period, 
the patient presented perfect adaptation to the reconstruction 
without any aesthetic and functional damage (Figures 7 and 8).

Figure 3: Illustration of the combination of techniques: 
unilateral myomucosal flap associated with M-plasty

Figure 4: Unilateral myomucosal flap incised in full thick-
ness of the lip vermilion. M-plasty designed for subsequent 

removal

Figure 5: Removal of the compensation triangle using the 
M-plasty technique
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DISCUSSION 
Lower lip reconstruction aims mainly at the maximum 

preservation of functionality associated with minimal aesthe-
tic impairment. Thus, some principles must be considered: 
correct reconstruction of the mucosal, muscular, and cuta-
neous planes; preservation of local vascular and nervous bun-
dles; respect for anatomical units and subunits; maintenance 
of the proportion between the upper and lower lips; and per-
fect alignment of the transition zone between the vermilion 
and the skin.4

The literature describes and classifies (according to the 
proportion of site involvement) several techniques to recons-
truct the lower lip with full-thickness defects. Surgical defects 
not exceeding 30% of involvement are treated by primary clo-
sure as wedge resection, Z-plasty, or M-plasty.2 Surgical defects 
larger than 30% require more complex reconstructions to avoid 
relevant aesthetic and functional complications, and local flaps 
are the best alternatives. In patients with total thickness tissue 
loss of around 45%, as in the present case, the surgical techniques 
classically described are bilateral myomucosal advancement, or 
Karapandzic flaps, and Gillies rotation flaps.3

The basic foundation of the myomucosal advancement 
flap is the existence of a greater amount of tissue in the lip ver-

Figure 6: Immediate postoperative period

milion than in the cutaneous portion of the lip. This flap pro-
vides good camouflage of the incision lines and preservation of 
neural and vascular structures. Also, it’s easy to perform and has 
low morbidity.5 Despite the literature describing the procedure 
for the closure of 45% of defects, in the present case, the isolated 
unilateral myomucosal flap couldn’t reconstruct the operative 
defect safely and without tension. Combining the myomucosal 
advancement flap and the M-plasty facilitated flap advancement, 
providing less tension on the surgical wound and, consequently, 
a lower risk of dehiscence and necrosis. Also, the associated 
M-plasty prevented the extension of the incision to another lo-
cal anatomical unit.6

The Karapandzic and Gillies flaps are consecrated in 
large surgical defects in the lip reconstruction. However, the-
se techniques require a greater learning curve by the surgeon 
and have relevant operative morbidity. They are based on 
the anatomical preservation of facial vascular-nervous pedi-
cles, maintaining local irrigation and sensitivity. At the same 
time, they require extensive lines of incision and detachment, 
and their main complication is the risk of microstomia.2 In 
the case presented, we used two techniques that are easy to 
perform, have a shorter learning curve, and are mastered by 
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most surgeons. They also present the technical advantage of 
the confinement of tissue movement in the anatomical unit  
of the lip.

CONCLUSION
Combining the myomucosal advancement flap with 

M-plasty proved to be a good alternative to reconstruct the ful-

Figure 7: Postoperative period of 90 days Figure 8: Postoperative period of 90 days with good 
functional preservation
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l-thickness surgical defect of the lower lip with 45% involve-
ment. Both techniques are easy to perform, present low mor-
bidity, have a simple postoperative period, and, when associated, 
contribute to greater flap mobility and excellent aesthetic and 
functional results. l
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