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Introduction
Cutaneous neoplasm often affect the face, an important anatomic
area for obvious reasons.
Basal cell carcinoma (BCC) the commonest cutaneous
malignancy, amounting to 90% of skin cancers affecting all races and
skin types.

The rhomboid flap healed well without complications. (Figure 2) Four
months postoperatively, the resultant scar was acceptable. Our patient was
satisfied with the outcome. Histopathological examination confirmed BCC
with clear margins more than 3mm. There were no signs of recurrence and
he continued to be on regular follow ups with advice for self-examination for
recurrence.

It rarely metastasizes or kills but causes significant local tissue
destruction.However, it is almost always curable when detected and
treated early.

Case report
A 66 years old gentleman presented with 4 years history of
progressively increasing left cheek pigmented lesion with rapid
progression for two months with central ulceration.
He worked in a paddy field under sun exposure without any
protection.
A wedge biopsy confirmed BCC. We proceeded with tumor excision
and reconstruction. (Figure 1)

Figures 2 (a-c)
The resultant scar. No distortion of nearby subunits.

Discussion
In reconstruction of facial defects, options for coverage include primary
closure, secondary intention healing, skin grafting, or local random pattern or
axial flaps2. Technique of choice will be based on several principles such as a
three-dimensional assessment of the defect, matching the contralateral side,
placing donor scars in relaxed skin tension lines (RSTLs), minimizing donor
defects and avoiding distortion of adjacent tissue, replacing ‘like’ with ‘like’
tissue and replacement of entire facial aesthetic subunits1. Other factors to
consider are the availability and condition of adjacent tissue, general medical
condition of the patient, patients’ desires and social factors and surgeon's
experience and preferences2.
The facial aesthetic subunits should be a priority due to cosmetic
implications, regardless male or female. Surgeons are able to hide surgical
margins within the natural borders of each facial unit. The cheek subunit is
bounded superiorly by the infraorbital rims and the zygomatic arches, laterally
by the preauricular creases, inferiorly by the jaw line, and medially by the
nasolabial and melolabial grooves and nasal dorsal side walls5.
For our patient, the rhomboid transpositional flap was used. A great
advantage of local flaps on the face is similarity of color and texture of the
tissues to the defect, and the rhomboid flap does just that. However,
complications such as epitheliosis, partial necrosis and hematoma have been
documented4.
Positioning of scars after transpositioning the rhomboid flap is also
predictable. The resulting scar has acute “broken” angles, reducing the risk of
trapping and hypertrophy4, making it an attractive option for patients who are
prone to pathological scarring. In the flap design, its base, whenever possible,
should be inferiorly positioned to facilitate lymphatic drainage as how we
demonstrated in our patient.

Figures 1 (a-d)
A 3mm surgical margin for excision, taking into
consideration the surrounding erythematous skin. A
prelimenary design of a random pattern transpositional
rhomboid flap was incorporated in our markings. Skin
incision until subcutaneous layer with parotid capsule
preservation leaving a final defect of 6cm x 7xcm. The flap
was raised over the supraplatysma layer, preserving the
marginal mandibular nerve. After rigorous hemostasis, nontension closure of the flap into the defect with both
absorbable and non-absorbable sutures.

By applying the previously described techniques, we have successfully
reconstructed a cheek defect. With preservation of the cheek aesthetic
subunit, our patient is satisfied with the outcome.

Conclusion
The rhomboid transpositional flap is a versatile reconstructive technique. It
should be considered in any reconstructive effort for its reliability and low
technical demands. We recommend utilizing it in facial defects reconstruction
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