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ABSTRACT

Even though free tissue transfers are a routine in many centres, pedicle flaps still have a huge roll 
to play in our country. There are many centres in the country where pedicle flaps are in use because 
of logistic problems. Deltopectoral and pectoralis muscle flaps are usually preferred for composite 
cheek defects. When both these flaps are used in combination it is a two-staged procedure. We 
describe a single-stage procedure to reconstruct a composite cheek defect with pectoralis major 
myocutaneous flap for lining and single-stage deltopectoral flap for cover. In the available literature 
search, single-stage DP and PMMC have not been described for management of composite cheek 
defect.
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Case Report

INTRODUCTION

Oral cancer is the most common malignancy 
in India. Patients presenting with carcinoma 
buccal mucosa with skin involvement is not 

very uncommon. The reconstruction of such composite 
defects is always challenging. The ideal modality 
of reconstruction of such defects is by free tissue 
transfer. When microvascular option is not available 
or contraindicated the pedicle options are usually 
pectoralis major myocutaneous (PMMC) flap[1] for lining 

and deltopectoral (DP) flap[2] for cover. Cover may 
also be achieved by cervicofacial and cervicothoracic  
flaps.[3,4] Conventionally, DP with PMMC flap is a two-
staged procedure. If this procedure can be done in a single 
stage it becomes advantageous both for the patient in 
terms of reducing the morbidity, total cost, hospital stay 
and to the surgeon with no microvascular expertise.

CONCEPT

The idea is to transpose a medially based platysma 
myocutaneous neck flap,[5,6] to cover the cheek defect 
after it has been lined by PMMC flap. The resultant 
neck defect after elevation of neck flap is covered by 
transposing a DP flap to the neck. The residual raw areas 
in the chest are skin grafted. This essentially becomes a 
single-stage procedure.
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SURGICAL PROCEDURE

We are describing the procedure in a 43-year-old female 
patient with squamous cell carcinoma of right side buccal 
mucosa with skin involvement and ulcerating neck node 
[Figure 1]. After the patient was anaesthetised, the extent 
of skin excision was marked. A medially based platysma 
myocutaneous flap was planned so as to cover the skin 
defect of cheek comfortably. This flap was then elevated 
till the midline. The Onco Surgeon then proceeded 
with the neck dissection, which was already bare after 
elevation of the platysma myocutaneous flap followed 
by excision of the tumour. PMMC flap and DP flaps 
were planned [Figures 2 and 3]. Deltopectoral flap was 
elevated followed by pectoralis myocutaneous flap. The 
pectoralis myocutaneous flap was transferred to line the 
mucosal defect. The DP flap was transposed to the neck. 
The residual neck skin over which the DP flap is going to 
sit was marked and elevated as a laterally based platysma 
myocutaneous flap and transposed to the DP area. The 
residual raw areas were skin grafted [Figures 4 and 5].

Figure 1: Preoperative photograph showing ulcerated carcinoma cheek with 
ulcerating neck node

Figure 2: Intraoperative photograph showing planning of the flaps - 
medially based platysmal myocutaneous flap (a), laterally based platysmal 

myocutaneous flap (B), deltopectoral flap (c) and pectoralis major 
myocutaneous flap (d)

Figure 3: Showing planning of flaps (a) medially based platysmal 
myocutaneous flap (b) laterally based platysmal myocutaneous flap (c) 

deltopectoral flap and pectoralis major (d) myocutaneous flap

Figure 4: Intraoperative photograph showing the inset of the flaps into their 
respective positions with skin-grafted chest wall (flap D is used for lining and 

hence not seen in the picture)

Figure 5: Eighth day postoperative photograph of the same patient, showing 
well settled medially based platysmal myocutaneous flap (a), laterally based 

platysmal myocutaneous flap (b) and deltopectoral flap (c)

DISCUSSION

The biggest advantage of this procedure is that its a 
single-stage procedure.[7] One more stage and associated 
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morbidity is totally avoided. The patients with 
conventional DP flap usually do not leave the hospital 
till flap detachment and final inset. Hence the hospital 
stay is significantly reduced with this procedure. During 
the second stage, elevating the skin graft from its bed 
is bloody and at times messy. Some surgeons prefer to 
excise the bridge segment, which leaves a large skin 
grafted area on chest which is not aesthetic. The inset 
difficulties are also taken care of in this technique. Skin 
graft requirement is less (approximately 20%) than a 
conventional DP since part of the pectoral area is covered 
by the laterally based cervical flap. By the same logic it 
is aesthetically superior to conventional DP. Overall cost 
associated with a double procedure and longer stay is 
also avoided. For the Onco Surgeon, the neck dissection 
is easier with an elevated platysma myocutaneous flap 
leaving a bare neck. Since the length of the DP flap to 
reach the neck is shorter than a cheek defect, it is more 
reliable.[8] There is no necessity to raise an extended DP 
flap.[9]

There is no doubting the fact that free tissue transfer 
is superior to this technique. But this flap comes in the 
armamentarium when the logistics do not favour a free 
flap. This is aesthetically superior to a double paddle 
PMMC and more so in a female patient where the flap is 
very bulky. Forehead flap is also an option where lining 
and cover can be provided but it is aesthetically not 
appealing for obvious donor site deformity. Providing 
cover with a cervicothoracic flap is another option but 
it is cumbersome to raise such a huge flap as a single 
unit. Our technique splits this single cervicothoracic[4] 
unit into three units which allows a better positioning of 
regional tissue units.

However there are certain minor disadvantages with this 
procedure. The duration of surgery under anaesthesia is 
little prolonged. The extent of dissection is also relatively 
more. The plastic surgeon has to precisely plan and raise 

the neck flap prior to the Onco procedure so as allow the 
Onco Surgeon access to the neck. In patients with normal 
neck skin, a part of it is sacrificed near its base to avoid 
dog ear, which was not the case with this patient since 
she had an ulcerating neck node.

CONCLUSION

This technique offers an alternative to single-staged 
microvascular procedure and is superior to double-paddle 
PMMC or conventional DP with PMMC for classical lining 
and skin defects.
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