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CASE REPORT

Surgical options for treatment of lip and perioral tumors:
report of 5 cases*
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Abstract: Basal cell and squamous cell carcinomas are the main neoplasms of lip and perioral location. We describe
different techniques of successful surgical reconstruction, including flaps or simple incision and suture. Using the
latter technique satisfactory results were demonstrated, although the incision made removed more than a third of
the lip, contrary to the literature. Our goal is to emphasize that the common sense and experience of the surgeon
should prevail in the choice of reconstructive method. Moreover, even if the priority is complete excision of the
lesion, we cannot ignore the aesthetic and functional recovery objective.
Keywords: Carcinoma, basal cell; Carcinoma, squamous cell; Surgical flaps

Received on 21.05.2013.
Approved by the Advisory Board and accepted for publication on 14.08.2013. 
* Work performed at Prof. Rubem David Azulay Dermatology Institute at Santa Casa da Misericórdia do Rio de Janeiro (IDPRDA-SCMRJ) – Rio de Janeiro (RJ),

Brazil.
Financial Support: None
Conflict of Interests: None.

1 Instituto de Dermatologia Professor Rubem David Azulay da Santa Casa da Misericórdia do Rio de Janeiro (IDPRDA-SCMRJ) – Rio de Janeiro (RJ), Brazil.

©2014 by Anais Brasileiros de Dermatologia

INTRODUCTION
The authors present five cases of surgical

options for the treatment of lip and perioral tumors
performed in patients with squamous cell and basal
cell carcinoma, as they are the main malignant neo-
plasms of the face and the excisions may cause tissue
loss, resulting in distortions of the anatomical unit.

CASE REPORT
The surgeries were performed under local anes-

thesia. In the three first cases, patients presented
supralabial basal cell carcinoma. For the first patient an
advancement flap with Burrow’s compensatory trian-
gle was initially planned; however, after excision of the
tumor it was decided that a simple rotation would be
enough to cover the primary defect (Figure 1). The
second patient had an island flap (or a dermis-fat pedi-
cle) performed, in addition to a wedge resection of the
orbicularis muscle to diminish the primary defect
(Figure 2). The third was surgically treated with full
thickness wedge, with primary closure (Figure 3). The
patients described in the two last cases presented infra-
labial squamous cell carcinoma and the fourth case
was treated with lesion excision and rotation of advan-
cement flap with upper Burrow’s triangle, also known
as Bernard’s Unilateral Technique (Figure 4). In the last
case W-plasty technique was used and excision of
Burrow’s upper triangle was not necessary (Figure 5).

DISCUSSION
Basal Cell Carcinoma is the most frequent

malignant cutaneous tumor, representing 71.4% of all
malignant skin tumors. It presents slow growth and
rarely metastasizes.1 When it affects the mucosa, it
usually begins by contiguity, from adjacent skin. The
Squamous Cell Carcinoma is the second most com-
mon malignant skin tumor (21.7%), with possibility of
disseminating metastases.1 When recurrent, they are
biologically more aggressive than the primary ones.2

FIGURE 1: Patient with supra-
labial BCC; an advancement
flap with Burrow's compensa-
tory triangle was planned, but
after excision of the tumor it
was decided that a simple
rotation would be enough to
cover the primary defect
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FIGURE 2: Patient with supralabial BCC, submitted to reconstruction with “island” pedicle flap (or dermal-fat pedicle), in addition to a wedge
resection of the orbicular muscle to diminish the surgical wound

FIGURE 3: Patient with supralabial BCC, treated surgically with a total thickness wedge with primary closing

FIGURE 4: Patient with infralabial SCC, submitted to lesion excision and rotation of advancement flap with upper Burrow's triangle, also known
as unilateral Bernard's technique

FIGURE 5: Patient with infralabial SCC, submitted to W-plasty surgery; excision of upper Burrow's triangle was not necessary as shown in figure 5A 
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In the transversal lip cut, planes can be identi-
fied starting from the surface: epidermis, dermis, sub-
cutaneous, oral orbicular muscle, submucosa and
mucosa. Blood irrigation is achieved by superior and
inferior labial arteries, that originate in the facial arte-
ry and are oriented toward oral commissures. Venous
drainage is supplied by the anterior facial vein.3

As regards labial neoplasms, 95% involve the
lower lip, where Squamous Cell Carcinoma is predo-
minant, and the upper lip, where the majority are
Basal Cell Carcinomas.4 There is larger incidence in
males, while they are rare in blacks and in people
younger than 40. Women’s lips seem to be better pro-
tected due to usage of cosmetics and to lower exposu-
re to aggressive factors. These neoplasms are related
to chronic exposure to the sun, tobacco, alcohol,
immunosuppression and chronic infection by the
human papillomavirus.5,6

Metastases occur very rarely in BCC (2). In pri-
mary SCC they are usually lower than 5%, but in the
high-risk ones, this percentage is higher, from 15% to
38%. On the lip, a high-risk anatomical site, this per-
centage is between 14 and 16%. Tumors larger than 2
cm are twice more prone to recurrence and three times
more prone to metastasis than the smaller ones.7

The American Joint Committee on Cancer
(AJCC) has recently published the seventh edition of
the Cancer Staging Manual, which contains new crite-
ria of TNM staging for non-melanoma skin carcino-
mas. It considers the size of the tumor (> 2 cm), its
thickness (> 2 mm), Clark level (≥ IV), location (ear
and lip) and differentiation (little differentiated or
undifferentiated).7

For the majority of head and neck tumors, local-
regional clinical examination, incision biopsy and
chest radiography are sufficient for diagnostic confir-
mation and staging.8 A rigorous exam must be perfor-
med to discard regional lymphadenopathy. If lymph
nodes grow in size, fine-needle aspiration or excision
biopsy must be performed to determine if they are
metastatic.7

The treatment of choice is surgical, but radio-
therapy also presents favorable results as a comple-
ment to surgery or palliatively in unresectable
tumors.9 Chemotherapy used in some SCC cases with
distant metastases have presented good results.7

Surgery must prioritize oncological cure and
later seek aesthetic and functional correction. Flaps
should be avoided in surgical wounds that do not
definitely present margins free of neoplasm involve-
ment, as the clinical manifestation of the remaining or
recurrent tumor might be hampered.10

In tumors smaller than 2 cm the literature
recommends margins that vary from 0.3 to 1 cm and
0.4 to 1.5 cm for BCC and SCC respectively. For larger
lesions, Mohs surgery is recommended and if it is sim-
ply resected, surgical margins should be widened.2

The reconstruction of resulting defects is a chal-
lenge and will be done according to its dimension and
location,the characteristics of patient and experience
of the surgeon.

Bernard-Burrow-Webster’s flap is one of the
most used option for the reconstruction of large labial
defects, with the advantage of being a one-stage sur-
gical method. Although it does not produce microsto-
mia, it may result in oral sphincter incontinence and
lower lip retraction.6

The criteria that define a successful reconstruc-
tion are: maintenance of sphincteral and sensorial
function, adequate oral access for eating and use of
prostheses, symmetry, upper/lower lip ratio and qua-
lity of scars.4

In spite of references suggesting that the inci-
sion and simple suturing should only be done when
less that one third of the lip is removed, we obtained
good results in some patients, even when the surgical
incision was larger, showing that common sense and
surgeon experience must prevail. Cases in which the
tumor resulted in a surgical wound with a large
defect, we opted for performing cutaneous flaps.

The choice of surgical would closure depends
on: size of defect, location, tension of wound edges,
recurrence risk, cosmetic result and clinical characte-
ristics of the patient. The main methods are primary,
grafts and flaps. Primary closure offers the best aes-
thetic result and should be prioritized.10

The ideal donor areas for labial reconstruction
are: remaining labial tissue and the opposing lip,
which allow muscle belt reparation; secondarily, the
genian region and neighboring face tissues; and as an
exception alternative, distant flaps.4 The lip is elastic
and can be alongated, a very useful characteristic for
reconstructive surgery. Tension should be avoided on
the labial commissure so that lips distortion, vermil-
lion misalignment or asymmetry do not occur. 

After surgery, the patient should be regularly
followed-up to monitor local and distant recurrence.
Patients with high-risk SCC should be submitted to
reevaluation every 4 to 6 months.7

For an adequate treatment, precise histological
diagnosis, cutaneous tumor location, differentiation of
high and low-risk tumors, immunosuppression, pre-
cocity of the proposed treatment and follow-up of
patient who is subject to new BCCs and SCCs should
be considered. q

Revista3Vol89ingles-Bruno_Layout 1  5/20/14  1:10 PM  Página 495



An Bras Dermatol. 2014;89(3):493-6.

REFERENCES
Pimentel ER. Neoplasias Malignas da Epiderme. In: Belda Walter, Chiacchio N,1.

Criado PR. Tratado de Dermatologia. São Paulo: Atheneu; 2010. p.1931-46.

Patel RS, Enepekides DJ, Asaria J, Gullane PJ. Non- melanoma Skin Cancer. In:2.

Montgomery PQ, Evans PHR, Gullane PJ. Principles and Practice of Head and Neck

Surgery and Oncology. 2nd. United kingdom: Informa healthcare; 2009. p.480-95. 

Oliveira MP, Martins PDE, Cunha GL, Alvarez GS, Gazzalle A. Uso do retalho mio-3.

mucoso do vermelhão associado ou não ao retalho cutâneo mentolabial na recons-

trução do lábio inferior. Rev Bras Cir Plást. 2010;25:21.

Sbalchier JC, Anlicoara R, Cammarota MC, Leal PRA. Reconstrução labial:4.

Abordagem funcional e estética após ressecção tumoral. Rev Soc Bras Cir Plást.

2005;20:40-5.

Antunes AA, Antunes AP. Estudo retrospectivo e revisão de literatura dos tumores5.

dos lábios: experiência de 28 anos. Rev Bras Cancerol. 2004;50:295-300.

Brinca A, Andrade P, Vieira R, Figueiredo A. Karapandzic flap and Bernard-Burrow-6.

Webster flap for reconstruction of the lower lip. An Bras Dermatol. 2011;86:S156-9.

Nuño-González A, Vicente-Martín FJ, Pinedo-Moraleda F, López-Estebaranz JL.7.

High- Risk Cutaneous Squamous Cell Carcinoma. Actas Dermosifiliogr.

2012;103:567-78.

Kowalski LP, Magrin J, Carvalho AL, Vartanian JG. Cirurgias dos Tumores de8.

Cabeça e Pescoço. In: Guimarães, JRQ: Manual de Oncologia. 3 ed. São Paulo:

BBS editor; 2008. p.1309-12.

Sassi LM, Giustina JCD, Ces TS, Stramandinoli RT, Schussel JL. Caso raro de car-9.

cinoma epiderrmoide de lábio superior em paciente feoderma. Rev Cir Traumatol

Buco-Maxilo-Fac. 2011;11:27-30.

Stolf HO, Abbade LPF. Principais Tipos e Indicações de Retalhos. In: Gadelha AR,10.

Costa IMC. Cirurgia dermatológica em consultório. São Paulo: Atheneu; 2009. p.

399-416.

MAILING  ADDRESS:
Priscilla Spina 
Rua Forte William, 100 – apto 122-A
Jardim Fonte do Morumbi
05704-110 - São Paulo - SP
Brazil
E-mail: pri.spina@hotmail.com 

How to cite this article: Spina P, Drummond A, Campany F, Novellino ABC, Mesquita Filho J. Surgical options for
treatment lip and perioral tumors: report of 5 cases. An Bras Dermatol. 2014;89(3)493-6.

496 Spina P, Drummond A, Campany F, Novellino ABC, Mesquita Filho J

Revista3Vol89ingles-Bruno_Layout 1  5/20/14  1:10 PM  Página 496




