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Introduction: The carcinoma of the lip is always a squamous cell carcinoma, adequate excision of the malignancy was 
always accompanied by cure but with composite defects of skin and mucous membrane. We always need to combine 
reconstructive techniques to achieve the integrity of all layers. 
Patients and Methods: For thirty two patients of locally advanced lip malignancy, radical excision and reconstruction were 
achieved. For twenty four patients near total lower lip and sometimes total lower lip were removed and reconstruction of the 
lower lip was done using the depressor anguli oris myocutaneousmucosal flap (DAOMMF) and tongue flap.  For four patients 
excision of the upper lip and part of the lower lip was reconstructed with depressor anguli oris myocutaneousmucosal flap 
(DAOMMF) with cheek advancement.  For four patients excision of the upper lip only and reconstruction was done using the 
same flap but sometimes with tunneling technique. 
Results :  Good results were achieved in 28 cases. Separation of the suture line has complicated one case, with repeated 
preoperative courses of radiotherapy. Partial necrosis of the flaps complicated two cases . Unaccepted   hypertrophied scars 
with contracture deformity complicated one case only. 
Conclusion: Adequate excision and primary reconstruction, gives the best results for cure and cosmoses for management of 
the lower and upper lip malignancy. The combined techniques of reconstruction can solve the most complicated defects. 
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INTRODUCTION 
The lips play a key in deglutition, formation of speech, 

and facial expressions. Lip reconstruction offers a unique 
challenge to the surgeon. Few other sites require as much 
attention to such precise details of reconstruction in order 
to restore   proper form and function  

Surgical procedures to reconstitute the lip following 
tumor ablation may be classified as follows (1): (a) those that 
use remaining lip tissue, (b) those that barow tissue from 
the opposite lip, (c) those that use adjacent cheek tissue, 
and (d) those that use distant flaps. 

The superiorly based Estlander flap may be modified 
from its original description by designing the flap so that it 
lies within the nasolabial fold (2) This provides better scar 
camouflage of the donor site and at the same time allows 
easy rotation of the flap into the lower lip defect . 

Similarly midline lower lip defects may be closed by 
full-thickness advancement flaps as described in (1960) (6) 
These techniques require excisions of additional triangles 
in the nasolabial region to allow advancement of nasolabial 
full-thickness transposition flaps consisting of skin, 
subcutaneous tissues, and mucosa, or skin only, can be 
useful in reconstructing lip defects as large as three fourths 
of the width of the lip (7). Matched full – thickness flaps can 
be created in the area of the nasolabial folds in each cheek 
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with a z-plasty at their base to enhance the ease of 
transposition. The flaps are transposed into the lip defect 
and sutured in three layers. Mucosa from the flaps can be 
advanced to create a new vermilion, or a tongue flap may 
be required. 

Perialar crescentic advancement for upper lip cancer 
(Webster’s technique) (8) which may be used when 
combined bilaterally, reconstruct up to two-third of the 
upper lip that involve the philtrum, providing an excellent 
cosmetic result.   Larger defects may be reconstructed by 
using this technique is combined with an Abbe flap from 
the lower lip or a revers flap (9). Total upper lip 
reconstruction is rarely required but may be performed 
using either bilateral nasolabial of formal Gilles fan flaps 
supplemented with vermilion rconstruction using tongue 
advancement. The conventional Abbe flap (10) as described 
is used to reconstruct upper lip defects from the lower lip. 
Reverse Abbe flaps may be used from the upper lip to the 
lower lip but because of the problems of symmetry and the 
philtrum these are usually smaller and require more skill 
and the outcome is not usually as good. They are rarely 
used. 

The aim of this study is to evaluate the use of local 
small myocutaneous mucosal flaps in reconstruction of lip 
after radical excision of malignancy. 

PATIENTS AND METHODS 
In this study, we have operated upon 32 patients with 

upper, lower, or both lip malignancy, 13 females (F) 19 
males (M). The mean age was 46 years ranging from 12 to 
78 years.  The preoperative data and plan for 
reconstruction of the defects are summarized in (Table 1). 
In the first group of near total lower lip extirpation, (Fig. 1) 
with suprahyoid block dissection, in 14 cases the 
reconstruction was mainly directed towards the restoration 
of the lost lower lip, that was achieved by using the 
depressor anguli oris (myocutaneousmucosal) flap, 
DAOMCMF). This flap depending on the angular vessels 
(the terminal branch of the facial vessels) (fig. 2). In the 
second group ten patients have squamous cell carcinoma of 
the lower lip that need total lower lip extirpation and total 
lower lip restoration (Fig. 2), defects needed multiple 

composite flaps for their proper closure and integration 
(bilateral depressor anguli oris myocutaneousmucosal flaps 
and tongue flap) .In the third group of cases (four patients) 
the lesion was involving the upper and lower lip, the 
surgical defect included the upper lip, part of the lower lip 
and the angle of the mouth. The reconstruction was 
achieved with both the nasolabial flap and the depressor 
anguli oris myocutaneousmucosal flaps (Fig. 3). In the 
fourth group of patients the lesion was in the upper lip 
with removal of the part involved in the upper lip. 
Reconstruction was achieved by depressor anguli oris 
(myocutaneousmucosal flaps) either pedicled and tunneled 
island flap or peninsular flap (Figs.4, .5). 

RESULTS 
In 32 cases of squamous cell carcinoma of the lower 

lip and upper lip complete excision of the lesion with 
suprahyoid block dissection in 20 cases and without block 
dissection in 12 cases. The near total reconstruction of the 
lower lip was achieved by using the  (DAOMCMF) in 14 
cases , complete healing was achieved in all of them with 
good cosmetic results. In the second group of patients the 
total lower lip reconstruction was achieved by using 
bilateral (DAOMCMF) and tongue flap complete healing 
was achieved in 8 cases of them with good cosmetic results. 
In the other two cases the separated suture line was 
reclused in one case, but with some disfigurement. There 
was mild partial necrosis that was refashioned with mild 
and accepted microstomia in the other one. In the third 
group of patients, four cases of carcinoma involving both 
upper and lower lip, complete excision of the tumor with 
combined flap reconstruction of the through and through 
defects of the partially removed upper and lower lips using 
the nasolabial flap and (DAOMCMF). Complete healing 
was achieved in three cases of them with good cosmetic 
results, in the other case the partial necrosis was treated 
with debridement and reclosure. In the fourth group of 
patients the partially removed upper lip was reconstructed 
by (DAOMCMF) either tunneled pedicled island flap in 
two cases or peninsular flap in the other two cases. Healing 
was achieved in all of them. The cosmetic results were 
good and well accepted in 28 patients. The oral function 
could be achieved in all patients.  

Table (1) : 
 

Patients 
( n.) 

Extent of the lesion. Defect after resection. Method of reconstruction 

   14 Lower lip Near total lower lip  Depressor anguli oris (DAOMMF) 

   10 Total lower lip Total lower lip  Depressor anguli oris (DAOMMF) on both sides + tongue 
flap. 

   4 Upper lip and lateral lower 
lip. 

*The angle , upper lip and lateral 
part of the lower lip Depressor anguli oris (DAOMMF) and extended cheek flap. 

  4 Upper lip only. Upper lip.  Both DAOMMF and nasolabial flap. 
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Fig (1)  A. Squamous cell carcinoma of the lower lip. 
B. One week  post operative .  
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Fig (2): 
A. Squamous cell carcinoma of the lower lip  
B. Excision and elvation of bilateral depressor anguli oris musculocutaneoumucosal flap.  
C. One week post operative. 
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Fig (3)  
A. Defect after excision of squamous cell carcinoma of the lower lip, angle and upper lip  
B. Operative veiw after reconstruction.  
C. Five month  post operative .  
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Fig (4)  

A. Defect in the upper lip and floor of the nose after excision of squamous cell carcinoma of the lip with elevation 
ofthe flap. 
B. Reconstructed upper lip with musculocutaneoumucosal flap. 

      C. Three month post operative . 



Egyptian Journal of Surgery 400

 

 

 
 
 

Fig (5)  
A. Defect after excision of  squamous cell carcinoma of the upper lip with elevation of flap   
B. Transfere of the island flap (tunneled). 
C.  One year post operative  
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Fig (6)  
A. Squamous cell carcinoma of the lower lip,  
B, One week post operative with unilateral musculocuaneoumucosal flap of depressor anguli oris 
 

 

 

 

 
Fig (7)   
A, Squamous cell carcinoma of the lower lip   
B, Six month postoperativeafter reconstruction of the whole lip with  bilateral flap .  
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Fig (8)  
A, Squamous cell carcinoma of the lower lip   
B, Six month postoperativeafter reconstruction of the whole lip with  bilateral flap .  
 
 

 

 

 

 
 
Fig (9)  
A, Two weeks post  operative after reconstruction of the upper lip   
B, Two years post operative after reconstruction of the upper lip. 
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DISCUSSION 
The labial malignancy as all head and neck tumors is 

mostly a loco-regional disease. The less aggressive surgery 
aiming to conserve the functions of the area is always 
accompanied by recurrence. Our therapeutic strategy has a 
curative objective, in-addition to restoration of function. 
Adequate surgery is considered an important prognostic 
factor in head and neck tumors, but was always 
accompanied by very difficult composite defects for 
reconstruction.  In our study 14 patients have radical lower 
lip lesion extirpation and near total lower lip reconstruction 
(Table 1) by using the DAOMMF. The oral cavity 
competence was achieved in all cases by the first operation 
with good cosmetic appearance (Fig 6). This new small 
myocutaneousmucosal flap has an excellent aesthetic 
appearance in-addition to minimal donor site morbidity.    
In (11) Pribaz used the musculomucosal flap of the facial 
artery to reconstruct the upper lip in seven patients and the 
lower lip in six patients with excellent results. Other 
authours (12&13) have used DAOMMF to reconstruct the 
upper lip in twenty patients (12) with satisfactory results in 
19 patients and unsatisfactory in one only. The depressor 
anguli oris flap was used as an island flap (13) in 
reconstruction of large lower lip defects in 8 cases with 
accepted cosmetic appearance in all cases and sphincter 
function in six cases.  

We have used Bilateral DAOMMF and tongue flap to 
reconstruct the totally lost lower lip in ten patients  
(figs.7,8) , the tongue flap proved to  be an excellent mucosal 
flap to complete the red line closure with the bilateral 
DAOMMF. In this group of patients eight could achieve 
good cosmetic results with only one patient of suture line 
separation and another one developed minimal partial 
necrosis. The sphincter function was accepted in all cases 
(Fig. 9). 

Reconstruction of hemilip (14) and total upper lip(15) was 
successful in five cases of hemilip using the lower lip and in 
total upper lip reconstruction with bipedicled DAOMMF in 
one patient . 

 We have used the DAOMMF and the nasolabial flap to 
reconstruct part of the upper lip, angle of the mouth and 
adjacent part of the lower lip.  

Among these four cases three patients could achieve 
good oral competence and accepted cosmetic appearance 
with one case of minimal necrosis that was treated with 
debridement and recluser. 

In (16) rustal reconstructed one hundred nine patients 
with melolabial defects using the subcutaneous pedicle flap, 
the results were concluded to be ideal. Other authers(17), 
have used local island flaps to reconstruct defects in the 

upper lip in 13 patients with only one flap partial necrosis 
and functionally and aesthetically good results.  In the 
fourth group of patients the partially removed upper lip was 
reconstructed by (DAOMCMF) either tunneled pedicled 
island flap in two cases or peninsular flap in the other two 
cases. Healing was achieved in all of them. In our series we 
could achieve good cosmetic and functional results in the 
four cases. 

CONCLUSION 
Reconstruction of the upper and lower lips by 

(DAOMCMF) either tunneled pedicled island flap or 
peninsular flap proved to be successful, safe and donor site 
free of complications. Adequate excision and primary 
reconstruction, gives the best results for cure and cosmoses 
for management of the lower and upper lip malignancy. The 
combined techniques of reconstruction can solve the most 
complicated defects. 
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