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INTRODUCTION

Basal cell carcinoma (BCC) is the most common 
malignancy worldwide, especially in fair-skinned people. 
Along with squamous cell carcinoma (SCC), these 
malignancies are grouped as non-melanoma skin cancer 
(NMSC) with an incidence of 18–20 times higher than 
melanoma [1]. American Cancer Society reported an 
estimation of 5.4 million NMSC cases are diagnosed 
each year, comprising of 80% BCC and 20% SCC [2]. 
The worldwide incidence rate of BCCs has been 
increasing 3–10% per year in the last decades and 
predicted to keep rising due to higher life expectancy 
and ultraviolet radiation exposure. Nevertheless, the 
epidemiology of BCC is understudied as most large 
cancer registries exclude NMSC from their records [3].

The nature of BCC is slow-growing with the low 
metastasis and mortality rate. However, BCC is associated 
with remarkable morbidity when treatment is delayed. 
BCC progression can invade surrounding tissues, causing 
local destruction and disfigurement. About 85-90% cases 
of BCC occur on the head, greatly affecting facial 
appearance of patients [4]. When neglected, BCC can 
grow larger than 5 cm in diameter and develop into 
giant BCC (GBCC). GBCCs are rare cases, comprising 

0.5% of all BCC cases. It is more aggressive and capable 
of invading underlying deep tissues or extradermal 
structures with infiltration to the dermis [5]. Although 
visible and easily identified by health professionals, 
neglected BCC cases may still be discovered due to 
patients being afraid of diagnoses and treatments or 
becoming accustomed to the slow-growing and painless 
tumor. Other factors affecting patient unawareness 
towards the danger of delayed diagnoses include old 
age, low social-economic status, and unhygienic habit [6].

Surgery is still the main treatment for GBCCs. 
Removal of large tumors on the face with proper margin 
while retaining functionality and aesthetics can be 
challenging. Moreover, it requires complex reconstruction 
techniques such as free flaps or multiple local flaps. 
Lateral forehead flap (LFF) or previously called temporal 
flap has been introduced decades ago for facial and 
intraoral defects [7]. LFFs utilize a wide forehead area 
to close large facial defects from GBCCs. It truly replaces 
like-with-like for its similar color and hairless surface 
with the facial or nasal skin. It is also well vascularized 
by temporal arteries, providing immediate covering skin 
for vital structures or raw surfaces. LFF as a local flap 
provides a simpler alternative for extensive nasal defects 
with good functional and cosmetic results [8].
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A B S T R A C T

Introduction: Neglected basal cell carcinoma (BCC) of the nose can grow into giant BCCs, rare 
cases with extensive nasal defects. Such large defects would require complex reconstruction 
such as free flaps or multiple local flaps. Lateral forehead flap may provide a simpler alternative 
with good functional and cosmetic results.

Case Presentation: We present a case of a 76-year-old man with neglected giant BCC of nose 
extending to right lower eyelid and upper lip. Wide excision of the tumor leaves a 12cm x 10cm 
defect. Reconstruction was performed using lateral forehead flap and donor site was covered 
with split-thickness skin graft from thigh. The second surgery was done after four months to 
create nostrils and wider eye-opening. Six months later, flap was viable and there was no sign of 
recurrence. Nasal reconstruction is planned to further improve cosmetics. In this case, neglect 
is due to low social-economic status and adaptation to painless tumors. The use of lateral 
forehead flap allows for simpler and faster surgery suitable for elderly. Delayed reconstruction 
was needed to ensure optimal tissue healing.

Conclusions: Neglected BCC causes disfigurement with remarkable morbidity, requiring complex 
reconstruction. The lateral forehead flap is a simple and reliable reconstruction method for 
extensive nasal defects with good functional and cosmetic outcomes.
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CASE PRESENTATION 

A 76 year old man was admitted to the Department 
of Plastic Surgery, Dharmais Cancer Hospital, due to 
large ulceration on his nose. It started as a small mole 
on the right side of the nose that bled after scratch 4 
years ago. The wound was treated with povidone-iodine 
solution but only temporarily healed and easily bled 
again. The patient was taken to the hospital for biopsy, 
diagnosed with basal cell carcinoma and advised for 
chemotherapy. He declined due to the economic 
problem and continued medication with over-the-
counter topical ointment. The patient did not seek 
medical assistance for 3 years until a year ago when 
the bone was visible on the wound base and his family 
member insisted on treatment.

The medical history revealed long-term sun exposure 
over a lifetime with no protection from his work as a 
farmer. Clinical examination revealed a single ulcer on 
the nose extending to the right lower eyelid and right 
upper lip, sized 7cm x 6cm, base of bone, rolled edge, 
well-defined border, no undermining, no exudation, no 
necrosis, and hemorrhage (Figure 1). The heart and 
lung functions were normal with no comorbidities like 
hypertension and diabetes mellitus. Laboratory studies 
including complete blood count, blood biochemistry and 
urinalysis were within normal limits. 

The surgery was done in two stages with the 
collaboration of oncology surgery and plastic surgery 
departments. The first stage was tumor removal and LFF 
reconstruction. The tumor was excised by the oncology 
surgeon with 2 cm tumor-free margin, leaving a 12cm x 
10cm defect (Figure 2A). The design of LFF was made 
along the hairline and inferiorly above the left eyebrow 
by relying on the dextral temporal artery as pedicle. The 
defect was closed with no tension. Preservation of nostrils 
was done by inserting two cut nasogastric tubes (NGT) 
no. 16 and using 3-0 polypropylene suture for fixation. 
The flap was sutured using 5-0 polypropylene and 4-0 
polyglactin. For intraoral region, the suture was made 
interlocking with the NGT on the upper side of gingivobuccal 
mucosa. The raw surface of the forehead was covered 
with split-thickness skin graft from right thigh (Figure 2B).

Four months later, the second stage surgery was done 
to create a connection between nostrils and the outer 
environment. Nasal passage and concha were assessed. 
Then, moderate-sized holes were made using two NGTs 
no. 20. The upper lip was sutured to frenulum. Z-plasty 
on medial aspect of the left eye was done for wider eye-
opening. The defect was closed with interrupted sutures 
using 5-0 polypropylene and 4-0 polyglactin (Figure 3). Six 
months after the second surgery, there was no sign of 
recurrence and the patient was planned to continue nasal 
reconstruction for cosmetic improvement (Figure 4).

Figure 1. First patient 
encounter

    

Figure 2. (A) Defect after wide excision;  
(B) Defect closure with LFF method

BA

    

Figure 3. Second surgery  
4 months later

    

Figure 4. Six months after  
the second surgery

DISCUSSION

Neglected BCC cases can still be found in modern 
days, both in developed and developing countries. 
Numerous studies on neglected BCC cases pointed to 
different reasons from the patient and the disease itself. 
Patient factors include low social milieu, unhygienic 
culture, low knowledge on skin tumor, old age and 
multiple medical comorbidities. Disease factors include 
the painless, slow-growing and low metastatic rate of 

neoplasm [6,9–10]. In this case, neglect is caused by 
the economic factor. Interestingly, national health 
insurance covering the chemotherapy or surgery cost 
was available, but the patient did not apply due to 
complicated requirements for application. This means 
the economic burden was solvable, but the reluctance 
of the patient due to painless and non-disturbing tumors 
was the main reason behind the neglect. He was aware 
of the significant change on his face but chose only to 
cover it if his daily activities were not impaired. A similar 
external factor is also found in this case, where 
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encouragement from another person urges the patient 
to seek medical advice.

Neglected BCC contributes to one-third of all giant 
BCC cases [6]. Unlike common BCC with numerous 
treatment options from topical to photodynamic therapy 
or radiotherapy, giant BCC is limited to surgery as the 
cornerstone of treatment. Nasal GBCC can be especially 
challenging due to its location and tumor size with a 
high recurrence rate. Resection of nasal GBCC results 
in a large complex of soft tissues and bone defects 
that also require complex reconstructive methods [11]. 
In this case, wide excision with 2 cm tumor-free margin 
was chosen to ensure complete resection of the tumor, 
leaving the patient with an extensive defect of >10 cm 
in diameter. This is important due to the higher recurrence 
rate in neglected BCC and giant BCC cases [12].

Reconstructive options should focus on achieving 
primary wound healing, protecting vital structures, 
restoring contour, and maximizing functional and 
aesthetic outcomes [13]. Paramedian forehead flap has 
become the gold standard for reconstruction of nasal 
BCC. However, it is not applicable for huge nasal and 
midface defects in nasal giant BCC, leaving with options 
such as other local flaps, regional flap, and microsurgical 
free flap. Considerations in head and neck reconstruction 
recommend the use of a reverse reconstructive ladder, 
where the microsurgical free flap becomes the first 
choice for large or composite defects [14]. The free 
flap provides new tissues with robust blood supply, 
enough volume to restore function and form, and 
resistant to irradiation. However, it has poor skin color 
match, donor site morbidity, and excessive tissue bulk 
and requires longer surgery time and special training. 
Regional flap requires shorter surgery time with easier 
technique and equipment but still possess the other 
drawbacks like free flap.

LFF is a local myocutaneous flap supplied by the 
superficial temporal artery. It was first introduced by 
McGregor in 1963 for intraoral defect [7] and then 
modified by Millard and Gillies in 1964 for other facial 
defects [8]. A single superficial temporal artery can 
supply the entire forehead skin and muscle due to rich 
anastomotic plexus linked by choke vessels to forehead 
angiosomes. This robust vascularization allows for flap 
elevation without delay or prefabrication and risk of 
flap necrosis [15]. Nevertheless, the success of LFF also 
relies on careful preoperative planning including 
assessment of the defect, hairline height and forehead 
laxity [16]. LFF has the best skin color match, less tissue 
bulk, and provides shortest surgery time with the easiest 
technique or equipment compared to others. A few 
disadvantages include obvious donor site location, loss 
of forehead sensation and eyebrow-raise expression [15].

In this case, the preoperative assessment supported 
LFF as the first option. The forehead area was free of 

tumor and excision defects, thus available as donor 
sites. The hairline height was high, 8 cm with acceptable 
skin laxity of the forehead to enable tension-free closure. 
Shorter surgery time with simpler technique of LFF was 
essential for this old-aged patient to minimize 
intraoperative complications. The goal of the first surgery 
was restoring integrity by covering the defect with LFF 
and maintaining function by putting NGT tubes for 
breathing on the flap border. The tubes were 
intentionally not punctured through the flap to avoid 
flap damage, thus maximizing viability and tissue healing. 
When the flap had shown good response four months 
later, another surgery for better function and form was 
executed for wider left eye-opening and proper position 
of nostrils. The patient’s right eye was not functional 
before the surgery, thus covering of right eye with flap 
was not a problem. Six months after the second surgery, 
the function has been restored as the patient can 
breathe fine using the tubes. He was also satisfied with 
cosmetic and unashamed of showing his face. Another 
nasal reconstruction surgery was planned to further 
improve cosmetic for a better nose appearance although 
this might not be necessary due to his old age.

Despite the patient’s satisfaction, there are several 
concerns regarding the use of LFF, especially in the 
cosmetic aspect. These concerns include loss of facial 
contours, presence of hair on midface and visible incision 
line on the forehead. The incision line is of minor 
concern since it is well hidden near the hairline. The 
presence of hair can be dealt temporarily by constant 
shaving or permanently by hair removal laser therapy 
although the latter option is still rarely executed on 
flaps. Loss of facial contours, however, is a major 
concern that requires additional revision surgery. In 
comparison with distant or free flaps, LFF provides a 
good functional outcome and lower compromise risk 
from simpler and faster operation with limitation in the 
cosmetic outcome from obvious donor site on forehead.

CONCLUSIONS

Neglected BCC cases still happen mostly due to its 
slow-growing and painless nature, supported by patient 
factors such as socioeconomic and educational status. 
Giant BCCs caused by neglect possess a higher recurrence 
rate and require wide excision to ensure tumor-free 
margin, thus leaving a large complex of soft tissues or 
bone defects to be reconstructed. Lateral forehead flap, 
being introduced five decades ago, still proves to be a 
simple yet reliable reconstruction method for extensive 
nasal defects in nasal GBCCs. This shows that a 
reconstructive technique from the past is still comparable 
with various more modern and complicated techniques 
in selected cases.
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