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 Basal cell carcinoma (BCC) is the most common type of skin cancer and 

frequently appears in the centre of the face, particularly the nose. Long-

term exposure to ultraviolet radiation is a risk factor for BCC. Biopsy 

findings routinely confirm the clinical diagnosis. Complete surgical 

resection is most commonly used in the treatment of facial skin cancer, 

and the methods used for defect closure are primary closure, local flaps 

and skin grafts. This article reports a 73-year-old man who complained 

of a blackish spot on the side of the nose and infra-orbitalis dextra that 

occurred about two years ago. The complaint was accompanied by 

itching and bleeding when scratched. The patient was diagnosed with 

basal cell carcinoma from the history, physical examination, dermoscopy 

examination, and histopathology. The surgery is carried out in two 

stages: first, Modified MOHS surgery and secondly, defect closure is 

performed using the Paramedian Forehead Flap, Rotation Flap and Skin 

Graft. On the 28th day of follow-up, the surgical wound had dried up 

completely. The combination surgical technique of paramedian forehead 

flap, rotation flap, and skin graft can be a treatment option in large facial 

basal cell carcinoma to achieve an excellent cosmetic and functional 

outcome. 
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1. Introduction 

Basal cell carcinoma (BCC) is a malignancy often found in humans. In the United States, it is estimated that 
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there are more than 3 million new cases each year. This condition accounts for up to 75% of non-melanoma 

skin malignancies and 25% of all malignancies diagnosed in the United States. Based on epidemiological 

data, there is an increase in the incidence of BCC globally by 3-10% every year. BCC generally occurs in 

the elderly, notably more than 60 [1- 3]. 

 

Risk factors for BCC are exposure to ultraviolet radiation, light hair and eye colour, Northern European 

ancestry, BCC's family history, and quickly skin burns when sunbathing. Exposure to ultraviolet radiation, 

particularly the ultraviolet (UV)B spectrum, can trigger mutations in tumour suppression genes [1], [4]. 

 

The presence of lesions that bleed easily and do not heal should suggest skin cancer. BCC usually develops 

in areas of the head and neck exposed to sunlight but can occur anywhere on the body in light-skinned 

individuals [5], [6]. Clinical features include translucency, ulceration, telangiectasia, and uneven tumour 

margins. Characteristics may vary in different clinical subtypes, which include nodular, superficial, 

morpheaform, pigmented BCC, basosquamous carcinoma and fibroepithelioma Pinkus (FEP) [5]. 

 

Removal of the tumour with a tumour-free margin is the gold standard in the management of basal cell 

carcinoma. Defect closure with tissue transfer techniques such as flaps or grafts should be considered under 

certain circumstances to be functionally and cosmetically acceptable [5]. 

 

We report a case of a 73-year-old man with BCC in the area around the nose and the area under the right 

eye with the efflorescence of hyperpigmented ulcerative nodules with irregular edges that are firm and hard 

on palpation. Excision of the tumour was performed using a modified Mohs excision technique, and the 

defect was closed using a combination of Paramedian Forehead Flap, Rotation Flap and Skin Graft 

techniques. 

 

2. Case Presentation 

A 73-year-old man came to the skin outpatient clinic with a black mass around the nose for over two years. 

Initially, it was a small black spot and continuously growth further. The mass felt itching and easily 

bleeding. He had a history of frequent sun exposure when he was young because the patient worked as a 

farmer. On physical examination showed good general condition. The dermatological status of the facial 

region showed an efflorescence of hyperpigmented ulcerative nodules with irregular, well-defined borders 

and hard on palpation. The patient underwent a dermoscopy examination and found plaque accompanied by 

arborizing vessels, blue-grey globules, blue-white structureless areas, and ulceration (Figure 1). The patient 

was planned to undergo a modified MOHS surgery with a working diagnosis of basal cell carcinoma. The 

surgical modification of MOHS was performed by freeing all four sides of the lesion at a distance of 5 mm 

from the primary lesion. The primary lesion and the five border areas of the lesion were histopathologically 

examined. After the procedure, the patient was hospitalized and given therapy with Ceftriaxone 1 gr every 

24 hours intravenously and ketorolac 30mg every 8 hours intravenously, as well as wound care. 
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The results of histopathological examination of the skin preparations on black patches on the face are 

shown in Figure 2. The macroscopic tissue shows a tumor mass extending from the ulcerative epidermis's 

surface. The tumor consists of a basaloid cell nest with edges arranged in a palisade to form a nodular 

macro and microstructure. There is no melanin pigment between tumor cells, the basis of tumor-free 

excision, and the five excision areas (edge of infra-orbital, lateral, inferior, medial, and tumor-free base of 

the tumor). It can be concluded that there is a picture of nodular basal cell carcinoma with all edges and 

bases of tumor-free excision. 

 

 
 

Based on the histopathological examination results, the five edges of the lesion were declared free of 

tumors. Furthermore, on the eighth day of treatment, the patient planned to close the defect in the nasal 

region with a combination of Paramedian Forehead Flap, Rotation Flap, and Skin Graft techniques. 

 

The surgery was carried out in two stages, the first was surgical excision and histopathological examination 

(Modification of Mohs Micrographic Surgery), and the second was the closure of the defect after the 

histopathological results showed that the edges of the excised lesion were free of tumor. The first step is to 

Figure 2 Tumor mass extends from the ulcerative surface of the epidermis. 

The tumor consists of a basaloid cell nest with edges arranged in a palisade to form a 

nodular macro and microstructure. 

A B 

Figure 1. Clinical presentation of the patients with basal cell carcinoma in the nasal region.  
(A) Nasal Region et Infra-Orbital Region Dextra. Hyperpigmented ulcerative nodules appear with 

irregular borders, well-defined, concave center with raised edges and hard on palpation. 

(B) Dermoscopy picture. Plaque is seen accompanied by arborizing vessels, blue-gray globules, and 
blue-white structureless area 

A B 
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mark the area to be excised, namely the area of the lesion plus 5 mm of the area around the lesion. An 

incision is made according to the marker in the area to be excised. Subsequently, excision was performed to 

remove the tumor-free margin and cut the skin with scissors, and buried sutures were performed to close the 

defect. The results of the patient's overall excision and tumor sections were marked for histopathological 

examination. 

 

In the second stage, after histopathological examination results obtained that all four sides of the lesion 

were free of tumors, the defect was closed using the Paramedian Forehead Flap, Rotation Flap, and Skin 

Graft techniques. A marker is given to the forehead's paramedian area, followed by an incision to the 

marker. We also performed separation of undermined tissue so that the skin is easily pulled. The skin defect 

in the glabella area was then controlled for bleeding and sutured using 5-0 non-absorbable sutures. 

Furthermore, the skin taken from the glabella, which will be used as a flap, is then rotated towards the nasal 

region to cover the defect of the lesion. 

 

During treatment, the patient also received supportive therapy in the form of intravenous and oral NSAID 

analgetics, as well as oral antibiotics in the form of cefixime 200 mg twice daily and Levofloxacin 500 mg 

once daily. The results of the follow-up therapy given can be seen in Figure 3. After flap surgery, the 

sutures looked excellent and dry on the 28th day of control. On dermatological status, the facial region 

showed that the surgical wound had dried up, and there was no blood. 

 

 
 

3. Discussion 

The patient was diagnosed with BCC from the history, physical examination, and supporting examination. 

BCC is the most common cancer, with an estimated 3 million new cases annually in the United States and 

an increase in the incidence of 3-10% worldwide each year. These carcinomas account for up to 75% of 

non-melanoma skin malignancies and 25% of all malignancies diagnosed in the United States. Based on 

epidemiological data, there is an increase in the incidence of BCC globally by 3-10% every year. BCC 

generally occurs in the elderly, namely > 60 years [1], [2], [6]. 

 

The patient works as a farmer and is constantly exposed to the sun for a long time. Risk factors for BCC 

Figure 3. The development of closure of basal cell carcinoma defects with a combination technique 

of Paramedian forehead Interpolation Flap, Rotation Flap and Skin Graft. 
(A) Pre-surgery, (B) initial appearance of the donor skin tissue, (C) Closure of the nasal region 

defect, (D and E) control day 28 post flap, the left nasalis and infra orbitalis region showed that the suture 

scar was gone. 

 

A B C D E 
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include exposure to ultraviolet radiation, light hair and eye color, Northern European ancestry, family 

history of BCC, and skin burns easily when sunbathing may trigger tumor suppressor gene mutations. 

Artificial UV radiation with indoor tanning also increases the incidence of BCC up to 1.5 times even 

compared to a history of frequent sunbathing and direct sunburn. Certain occupations such as farmers, 

fishers, sailors, and pilots are at risk of BCC due to increased exposure to UV radiation. The highest risk to 

pilots due to ionizing radiation during flight [4], [6], [7]. 

 

In this case, examination of the dermatological status in the nasal region and the right infra-orbital region 

showed well-defined hyperpigmented plaques with ulceration in the center. The most common site of BCC 

is on the face and predominantly occurs above the line from the corner of the mouth to the ear lobe [8]. 

Another study reported that nearly 80% of BCC affects the face, followed by the nose, the malar region, the 

forehead, the periorbital area, the scalp, and the neck, with a proportion of 30%, 22%, 15%, 5%, 4%, 4%, 

respectively [9]. 

 

The patient underwent a dermoscopy examination. The plaque was accompanied by arborizing vessels, 

blue-gray globules, blue-white structureless areas, and ulceration in the central lesion. The dermoscopy 

criteria for BCC include the presence of arborizing blood vessels/ telangiectasia, spoke wheel-like areas, 

gray-blue ovoid nests, multiple blue gray dots and globules, ulcerations, maple leaf-like areas, concentric 

structures, multiple minor erosions, shiny white-red structured areas, and white streaks [10]. Although, in 

general, the most common dermoscopy in BCC is an arborizing vessel, short fine telangiectasia is the 

second most common vascular feature in BCC. Based on the history, physical examination, and supporting 

examination, the patient was diagnosed with Basal Cell Carcinoma [11]. 

 

The patient's lesions were also examined histopathologically. In this patient, MOHS surgery was performed, 

which then excised tissue and the five boundaries from the edge of the lesion (the border of the base of the 

tumor, the superior edge, the inferior edge, the lateral edge, and the medial edge) examined with the 

histopathological procedure. The examination showed that the original tissue of the base of the tumor, the 

superior border, the inferior edge, the lateral edge, and the medial edges consisted of an epidermal layer free 

from malignant cells. Histopathological picture of the skin preparations on black spots in the nose area in 

large tissue shows nests of malignant cells originating from basaloid cells whose edges are arranged in 

palisade to form nodular macro and microstructures. The microscopic picture concluded that it was in 

accordance with the picture of nodular basal cell carcinoma with all edges and bases of tumor-free excision. 

Histopathological features may differ according to subtype, but most BCCs share some of the same 

histologic characteristics [12]. 

 

The gold standard for the management of BCC is the removal of the tumor with a tumor-free margin. Some 

treatment options that can be performed include standard excision, Mohs modified excision, desiccation-

curettage, cryosurgery, topical chemotherapy, photodynamic therapy (PDT), and radiation therapy. In this 

case, Mohs modification surgery was performed, and the defect was closed using a combination of 

Paramedian Forehead Flap, Rotation Flap, and Skin Graft techniques. Mohs modified excision surgery 

method has advantages in analyzing the edges of the mass but still maximizes tissue conservation compared 

to standard excision. Primary BCC recurrence with this method is 1%, better than other methods. This fact 

indicates the importance of identifying the edge of the mass in the management of BCC. The Mohs 

modified excision method is recommended for mass with indistinct borders, high-risk BCC, recurrent BCC, 

and anatomic locations that require tissue conservation [13- 15]. 

 

Closure of the defect with a flap is preferred over a skin graft. The latter has higher risks during the 
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recovery process, such as infection. In addition, the flap method also uses similar skin and skin color to 

provide a more aesthetically pleasing closure of the defect. Based on the displacement of the skin, flaps can 

be classified into advancement flaps, rotation flaps, transposition flaps, and interpolation flaps. Flap 

selection is based on skin elasticity, aesthetics, and function in elliptical defects. For this reason, it can be 

given a mark on the skin that will become a flap and a Burow triangle sign in the patient's sitting position 

and before the administration of anesthesia which can later affect the movement of skin tissue [16]. 

 

In the case of defect closure, it was performed using an interpolation flap technique combined with a 

rotation flap and skin graft. The interpolation flap is formed from nonadjacent donor tissue that carries the 

blood supply (vascular pedicle). This flap is suitable for reconstructing large or deep defects, primarily 

when adjacent local tissue cannot be used to repair the defect. Since this flap has its blood supply, it is 

expected to hold onto exposed cartilage, and if adequately lined, the defect is total thickness. Flap 

interpolation generally requires two stages, as the vascularized pedicle is moved across adjacent normal 

skin, leaving a bridge of tissue overlying normal skin between the donor and recipient sites. Release of the 

pedicle flap is delayed until neovascularization of the recipient tissue makes the distal flap independent of 

the vascularized pedicle [17], [18]. There are several types of interpolation flaps: forehead, melolabial and 

nasofacial, and periauricular interpolation flaps. Forehead and melolabial interpolation flaps are the most 

common types used in nasal reconstruction. Labat was the first surgeon to design a median forehead flap 

with the base of the pedicle over a single supratrochlear artery. Then Millard shifted the complete vertical 

axis of the flap to the paramedian position. Compared to the original median flap, most prefer the 

paramedian forehead flap for restoration of complex periocular and nasal defects due to its more axial 

design and narrower base, allowing easier rotation and more effective overall length [19]. 

 

The Rotation Flap technique combined with this technique in this report aims to cover relatively large 

defects on the cheeks, temples, or scalp. Rotation flaps often require a long incision because the greater arc 

of the rotation vector allows closure with minimal tension at the ends of the flap while simultaneously 

reducing the width of the secondary defect. The rotation flap has a sizeable vascular pedicle and, therefore a 

lower risk of tissue necrosis [1]. 

 

Defect closure is done with full-thickness skin grafts (FTSG). FTSG is often done to repair facial defects 

due to skin malignancy surgery. This procedure can be used on almost any site, as long as the recipient has 

a sufficiently rich vascular supply to support capillary regrowth and fibroblasts that produce collagen for 

donor attachment. FTSG is also very useful for cosmetic and functional repair of defects in the nose's tip, 

back, and outer lateral sides, as well as the lower eyelids and ears. The selection of a donor site for FTSG 

depends on the color, texture, thickness, and quality of the sebaceous skin surrounding the defect [1]. 

Before the donor is sutured to the recipient area, it is necessary to perform defatting procedure. Defatting is 

done by scraping all fat using sharp scissors, fat is declared lost when all the yellow globular material is 

gone, and a shiny white surface appears from the dermis [1], [20]. 

 

After suturing the donor to the recipient area, immobilization of the donor over the recipient surface can be 

maximized by using a pressure dressing to ensure direct contact between the donor and recipient surface. 

Pressure is not disturbed until the sutures are removed in 1-2 weeks. The ideal donor is pink when the 

suppressor is lifted. The color of the donor may vary depending on the degree of revascularization of the 

donor. The entire epidermis surface may become black and necrotic and peel off without affecting the donor 

dermis, followed by re-epithelialization of the adnexal structures and epithelial ends with good cosmetic 

results [1], [21]. 
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4. Conclusion 

The management of BCC in the facial area is still challenging due to the significant defects it causes. Wide 

excision surgery with modified Mohs Micrographic Surgery followed by a combination of paramedian 

forehead flap, rotational flap, and skin graft surgical techniques can provide excellent cosmetic and 

functional outcomes. 
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