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Perforator flap reconstructive procedures for large lip defects

Nana MATSUDA, Takumi YAMAMOTO, Mitsunaga NARUSHIMA, Isao KOSHIMA
Department of Plastic and Reconstructive Surgery, the University of Tokyo

Several reconstructive methods for large lip defects have been reported, such as local flaps and radial forearm flap. We report recon-
structive cases of lip defects with a review of literatures. We performed 17 lip defect reconstructions. The causes of defects were as
follows: malignant tumor resection (14), scar contracture (2), and arteriovenous malformation (1). The types of flaps were as fol-
lows: anterolateral thigh (ALT) flaps (6), combined thoracodorsal aretery perforator (TAP)- latissimus dorsi musculocutaneous
(LDMC) flaps (2), extended LDMC flap (1), deep inferior epigastric artery perforator (DIEP) flaps (2), radial forearm (RF) flaps
(2), 1st web flaps (2), and local flaps (3). The maximum sizes of flaps were 21 X 12 cm in ALT, 30 x 25 cm in extended LDMC, 22 x
16 cm in TAP-LDMC, 22 x 11 cm in DIEP, and 10 X 9 cm in RF flaps. There was one partial necrosis in ALT flap postoperatively, but
no severe complication. For lip defects of mild to moderate degree, local flaps or RF flap are indicated, while ALT, DIEP, TAP-LDMC
or extended LDMC flaps are indicated in large lip defect cases. The 1st web space flap is useful for angularis oris reconstruction.
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