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Summary

Background. Reconstruction after facial basal cell
carcinoma excision must simultaneously secure oncologic
control, preserve function, and achieve aesthetic
integration. This review aimed to formulate a practical
framework for nasal and periocular defects, two regions in
which size alone does not explain technique selection.
Materials and methods. A targeted narrative synthesis was
performed using a coded matrix of 72 clinical studies
published between 2015 and 2026. Twenty-nine studies
directly relevant to margin control, reconstruction timing,
and repair of nasal or periocular defects were selected. 

Results. Technique selection was driven mainly by the
anatomical subunit, depth, number of missing layers,
recurrence, and margin confidence. Small superficial nasal
defects may be managed by primary closure, secondary
intention healing in carefully selected concavities, grafting,
or local flaps. Alar, tip, and full-thickness defects frequently
require structural support and sometimes lining
replacement. In the periocular region, defect width and
involvement of the lamellae, canthus, and lacrimal system

Rezumat

Introducere. Reconstrucþia dupã excizia carcinomului
bazocelular facial trebuie sã asigure simultan controlul
oncologic, menþinerea funcþiei ºi integrarea esteticã.
Obiectivul acestei sinteze a fost formularea unui cadru
practic pentru defectele nazale ºi perioculare, douã regiuni
în care dimensiunea singurã nu explicã alegerea tehnicii.
Material ºi metodã. A fost realizatã o sintezã narativã
þintitã a unei matrice codificate de 72 de studii clinice
publicate între 2015 ºi 2026. Au fost selectate 29 de studii
cu relevanþã directã pentru controlul marginilor, momentul
reconstrucþiei ºi repararea defectelor nazale sau perioculare. 

Rezultate. Alegerea reconstrucþiei a fost determinatã
în principal de subunitatea anatomicã, profunzime,
numãrul de straturi absente, recurenþã ºi siguranþa
marginilor. Defectele nazale mici ºi superficiale pot
beneficia de închidere directã, vindecare prin intenþie
secundarã în zone concave atent selectate, grefã sau lambou
local. Defectele aripii, vârfului ºi cele transfixiante necesitã
frecvent suport structural ºi, uneori, refacerea cãptuºelii.
Periocular, lãþimea defectului, afectarea lamelelor,
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Introducere

Carcinomul bazocelular (CBC) este frecvent
localizat la nivelul feþei, iar excizia sa poate
transforma o leziune aparent limitatã într-un
defect cu implicaþii funcþionale ºi estetice
disproporþionate. Literatura recentã aratã cã
alegerea reconstrucþiei nu poate fi redusã la
diametrul defectului: subunitatea esteticã,
convexitatea sau concavitatea suprafeþei,
mobilitatea þesuturilor vecine ºi numãrul de
straturi sacrificate modificã substanþial conduita
[1,2].

Nasul ºi regiunea periocularã concentreazã o
mare parte dintre leziunile cu risc facial înalt. La
nivel nazal, o reconstrucþie inadecvatã poate
produce asimetrie alarã, stenozã valvularã sau
pierderea ºanþurilor naturale. Periocular,
obiectivul este protecþia globului ocular,
menþinerea închiderii palpebrale, a poziþiei
marginii libere ºi, când este cazul, a drenajului
lacrimal. Evaluãrile raportate de pacienþi
confirmã cã rezultatul final include aspectul,
funcþia ºi povara tratamentului, nu numai
supravieþuirea lamboului [3].

Scopul acestui review narativ este de a
sintetiza principii aplicabile clinic pentru
reconstrucþia defectelor nazale ºi perioculare
dupã excizia CBC. Accentul este pus pe relaþia
dintre anatomia defectului ºi alegerea metodei,
distinct de o evaluare cantitativã a designului sau
completitudinii raportãrii studiilor.

Material ºI Metodã

Materialul-sursã a fost reprezentat de o
matrice corectatã de 72 de studii clinice publicate
în perioada 2015-2026 ºi identificate în PubMed/
MEDLINE pânã la 20 iulie 2026. Pentru aceastã
sintezã au fost reþinute 29 de studii care analizau

Introduction

Basal cell carcinoma (BCC) commonly affects
the face, and its excision may transform an
apparently limited lesion into a defect with dis-
proportionate functional and aesthetic conse-
quences. Recent evidence indicates that re-
constructive selection cannot be reduced to defect
diameter: the aesthetic subunit, surface convexity
or concavity, mobility of adjacent tissue, and
number of missing layers substantially modify
management [1,2].

The nose and periocular region contain many
high-risk facial lesions. On the nose, inap-
propriate repair can produce alar asymmetry,
nasal valve narrowing, or loss of natural grooves.
Periocularly, reconstruction must protect the
globe and preserve eyelid closure, free-margin
position, and, where involved, lacrimal drainage.
Patient-based assessments confirm that the final
outcome encompasses appearance, function, and
treatment burden rather than flap survival alone
[3].

This narrative review synthesizes clinically
applicable principles for the reconstruction of
nasal and periocular defects after BCC excision. It
focuses on the relationship between defect
anatomy and method selection, rather than on a
quantitative appraisal of study design or
reporting completeness.

Material and Method

The source material was a corrected matrix of
72 clinical studies published from 2015 through
2026 and identified in PubMed/MEDLINE
through 20 July 2026. For this targeted synthesis,
29 studies directly addressing margin control,
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guide the choice among grafting, local flaps, and tarso-
conjunctival reconstruction. 

Conclusions. No universal technique exists. An
algorithm based on subunit, missing layers, and confirmed
margins provides more predictable reconstruction and
limits functional distortion.

Keywords: basal cell carcinoma; facial reconstruction;
nasal defect; periocular defect; local flap; Mohs surgery.

cantusului ºi sistemului lacrimal orienteazã alegerea între
grefã, lambou local ºi reconstrucþie tarsoconjunctivalã.
Concluzii. Nu existã o tehnicã universalã. Un algoritm
bazat pe subunitate, straturile lipsã ºi confirmarea
marginilor oferã o reconstrucþie mai predictibilã ºi
limiteazã distorsiunea funcþionalã.
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direct controlul marginilor, momentul recon-
strucþiei, selecþia tehnicii sau rezultatele func-
þionale ºi estetice ale defectelor nazale ºi peri-
oculare.

Au fost extrase subunitatea, dimensiunea ºi
profunzimea defectului, straturile implicate,
metoda reconstructivã, momentul reparãrii,
complicaþiile ºi rezultatele funcþionale ori
estetice. Studiile concentrate exclusiv asupra
altor regiuni faciale ºi cele fãrã informaþii utile
deciziei reconstructive au fost excluse din aceastã
analizã þintitã. Din cauza heterogenitãþii clinice ºi
metodologice, datele au fost sintetizate narativ,
fãrã meta-analizã ºi fãrã estimarea eficacitãþii
comparative.

Rezultate

Principii comune înaintea reconstrucþiei

Reconstrucþia complexã ar trebui începutã
numai dupã obþinerea unui grad adecvat de
siguranþã oncologicã. Tumorile recurente sau
incomplet excizate necesitã mai multe etape de
chirurgie micrograficã Mohs ºi genereazã defecte
finale mai mari decât leziunile primare [4].
Pentru CBC infiltrativ, chirurgia Mohs poate
conserva o cantitate importantã de þesut sãnãtos
faþã de excizia cu margine standard [5]. Atunci
când Mohs nu este disponibilã, controlul
intraoperator prin secþiuni congelate poate ghida
momentul reconstrucþiei [6].

Evaluarea defectului trebuie sã includã
subunitatea, diametrul, profunzimea, expunerea
cartilajului sau a osului, afectarea mucoasei ºi
posibilitatea deplasãrii þesuturilor vecine fãrã
tracþiune pe structuri libere. Reconstrucþia
imediatã dupã controlul marginilor este fezabilã,
iar date observaþionale recente nu susþin
amânarea de rutinã a reparãrii defectelor post-
Mohs [7]. În defectele mici, vindecarea prin
intenþie secundarã rãmâne o opþiune selectivã,
mai ales în zone concave ºi pentru diametre
reduse, dar nu trebuie folositã atunci când
contracþia poate deforma marginea alarã sau
palpebralã [8].

Defectele nazale: subunitatea ºi straturile
dicteazã tehnica

Subunitatea nazalã este un determinant
major al metodei reconstructive [9]. Defectele
superficiale mici ale dorsului sau peretelui lateral

reconstruction timing, technique selection, or
functional and aesthetic outcomes of nasal and
periocular defects were retained.

We extracted the anatomical subunit, defect
size and depth, involved layers, reconstructive
method, repair timing, complications, and
functional or aesthetic outcomes. Studies focused
exclusively on other facial regions and those
without information useful to reconstructive
decision-making were excluded from this
targeted analysis. Because of clinical and
methodological heterogeneity, evidence was
synthesized narratively without meta-analysis or
comparative-effectiveness estimation.

Results

Shared principles before reconstruction

Complex reconstruction should begin only
after an adequate level of oncologic confidence
has been achieved. Recurrent or incompletely
excised tumors require more Mohs micrographic
surgery stages and create larger final defects than
primary lesions [4]. For infiltrative BCC, Mohs
surgery can preserve a substantial amount of
healthy tissue compared with standard-margin
excision [5]. When Mohs surgery is unavailable,
intraoperative frozen-section control can guide
reconstruction timing [6].

Defect assessment should include the
subunit, diameter, depth, cartilage or bone
exposure, mucosal loss, and the possibility of
mobilizing adjacent tissue without traction on
free margins. Immediate repair after margin
control is feasible, and recent observational data
do not support routinely delaying post-Mohs
reconstruction [7]. Secondary intention healing
remains selective for small defects, particularly in
concave areas, but should be avoided when
contraction may distort the alar or eyelid margin
[8].

Nasal defects: the subunit and missing layers
dictate technique

The nasal subunit is a major determinant of
reconstructive method [9]. Small superficial
defects of the dorsum or sidewall may be closed
primarily, grafted, or covered with local flaps
according to skin laxity. For moderate defects,
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pot fi închise direct, grefate sau acoperite cu
lambouri locale, în funcþie de laxitatea cutanatã.
Pentru defectele moderate, lambourile de
avansare, rotaþie ºi transpoziþie oferã þesut cu
grosime, culoare ºi texturã apropiate ºi permit
plasarea cicatricilor la limitele subunitãþilor
[10,11].

La vârful ºi supravârful nazal, mobilitatea
cutanatã redusã ºi convexitatea cresc riscul de
deformare. Lamboul bilobat Zitelli ºi lambourile
de rotaþie sau V-Y pot acoperi defecte selectate
într-o singurã etapã, dar proiectarea trebuie sã
distribuie tensiunea ºi sã evite retracþia aripii [12-
14]. La nivelul aripii nazale, obiectivul nu este
doar acoperirea, ci pãstrarea conturului ºi a
valvei externe. Lambourile locale modelate,
combinaþia dintre transpoziþie de þesut adipos ºi
grefã de grosime totalã ºi alte reconstrucþii
compozite pot limita crestarea marginii alare
[13,15].

Defectele mari, multi-subunitare sau
transfixiante necesitã refacerea separatã a
înveliºului cutanat, suportului cartilaginos ºi
cãptuºelii. Lamboul frontal paramedian ori cross-
paramedian rãmâne o soluþie robustã, adesea în
mai multe etape; diabetul ºi pierderea
concomitentã de cartilaj sau mucoasã cresc riscul
de complicaþii [16]. Reconstrucþia pe trei straturi
poate asocia lambou frontal, lambou nazolabial
inversat ºi cartilaj auricular [17]. Serii clinice aratã
cã aceeaºi tehnicã poate produce rezultate diferite
între subunitãþi, susþinând planificarea
individualizatã [18,19].

Defectele perioculare: funcþia are prioritate

În regiunea periocularã, planul operator
porneºte de la lãþimea defectului, implicarea
lamelei anterioare ºi/sau posterioare, cantus,
marginea liberã ºi sistemul lacrimal. Diagnosticul
ºi tratamentul precoce se asociazã cu recuperare
mai bunã, în timp ce tumorile recurente ºi
defectele întinse cresc dificultatea reparãrii [20].
Dupã excizie controlatã prin secþiuni congelate,
reconstrucþia în aceeaºi zi poate oferi control
oncologic bun [21].

Pentru defectele posterioare mici sau
moderate, grefa tarsoconjunctivalã liberã poate
asigura suport adecvat [22]. Defectele limitate ale
lamelei anterioare pot fi tratate prin închidere
directã, grefã cutanatã de grosime totalã sau

advancement, rotation, and transposition flaps
provide tissue with similar thickness, color, and
texture and allow scars to be placed at subunit
borders [10,11].

At the nasal tip and supratip, limited skin
mobility and surface convexity increase the risk
of distortion. The Zitelli bilobed flap and selected
rotation or V-Y flaps can provide single-stage
repair, but their design must distribute tension
and avoid alar retraction [12-14]. At the nasal ala,
the goal extends beyond coverage to preservation
of contour and the external valve. Shaped local
flaps, combined subcutaneous tissue trans-
position and full-thickness skin grafting, and
other composite repairs can reduce alar notching
[13,15].

Large, multi-subunit, or full-thickness defects
require separate restoration of skin cover,
structural support, and lining. The paramedian
or cross-paramedian forehead flap remains
robust, usually as a staged procedure; diabetes
and concomitant cartilage or mucosal loss
increase complication risk [16]. Three-layer
reconstruction may combine a forehead flap,
reversed nasolabial flap, and auricular cartilage
[17]. Clinical series show that the same technique
may yield different results across nasal subunits,
supporting individualized planning [18,19].

Periocular defects: function takes priority

Periocular planning begins with defect
width, involvement of the anterior and/or
posterior lamella, canthus, free margin, and
lacrimal system. Early diagnosis and treatment
are associated with better recovery, whereas
recurrent tumors and extensive defects increase
reconstructive difficulty [20]. Following frozen-
section-controlled excision, same-day re-
construction can provide favorable oncologic
control [21].

For small or moderate posterior lamellar
defects, a free tarsoconjunctival graft can provide
adequate support [22]. Limited anterior lamellar
defects may be treated by primary closure, full-
thickness skin grafting, or a local flap within an
approach tailored to periocular aesthetic units
[23]. Full-thickness skin grafts have shown high
viability and favorable function in eyelid
carcinoma series [24]. Complex defects may
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require glabellar, cheek, Tenzel, Mustardé, or
composite reconstruction [25].

Large full-thickness lower-eyelid defects
require reconstruction of both lamellae. A lateral
eyelid island flap may provide a single-stage
alternative for selected large central and medial
defects [26]. Quality of life may improve by three
months after excision and reconstruction,
supporting incorporation of the patient’s
perspective [27]. In the medial canthus, eyelid
and lacrimal involvement must be explicitly
assessed because they influence flap selection
and malposition risk [28]. The Hughes
tarsoconjunctival flap has favorable long-term
functional and aesthetic outcomes with a low
revision rate, but it usually requires a staged
strategy [29].

Discussions

The evidence supports a three-step decision
model: confirm oncologic control, classify the
defect by subunit and layers, and select the
simplest method that preserves form and
function. Primary closure is appropriate only
when tension will not displace a free margin.
Grafting is useful for superficial, well-
vascularized defects, but color or thickness
mismatch and secondary contraction can limit
results on convex surfaces. Local flaps often
provide the best tissue match, but their design
must respect traction vectors.

Table 1 summarizes the relationship between
defect profile and reconstructive options. It
should not be interpreted as a rigid hierarchy:
biological age, comorbidities, anticoagulant
therapy, smoking, donor-tissue availability, and
patient preference can modify the choice. For
recurrent or aggressive tumors, uncertain
margins, or full-thickness defects, collaboration
among dermatology, pathology, plastic or oral
and maxillofacial surgery, and ophthalmology
reduces the risk that reconstruction compromises
surveillance or function.

The principal limitation of the evidence is the
predominance of retrospective, single-center
series with heterogeneous techniques and
definitions. Direct comparisons among flaps,
grafts, and secondary intention healing are
uncommon, and aesthetic assessments are often

lambou local, în cadrul unei abordãri adaptate
subunitãþilor perioculare [23]. Grefele de grosime
totalã au demonstrat viabilitate ridicatã ºi
rezultate funcþionale bune în serii de carcinom
palpebral [24]. Defectele complexe pot necesita
lambouri glabelare, de obraz, Tenzel, Mustardé
sau reconstrucþii compozite [25].

Defectele transfixiante extinse ale pleoapei
inferioare necesitã reconstrucþia ambelor lamele.
Lamboul insular lateral palpebral poate
reprezenta o alternativã într-o singurã etapã
pentru defecte centrale ºi mediale mari [26].
Rezultatele de calitate a vieþii se pot ameliora la
trei luni dupã excizie ºi reconstrucþie,
argumentând includerea perspectivei pacientului
în evaluare [27]. În cantusul medial, afectarea
pleoapei ºi a cãilor lacrimale trebuie evaluatã
explicit, deoarece influenþeazã alegerea
lamboului ºi riscul de malpoziþie [28]. Lamboul
tarsoconjunctival Hughes are rezultate
funcþionale ºi cosmetice bune pe termen lung, cu
o ratã redusã de reintervenþie, dar presupune de
regulã o strategie etapizatã [29].

Discuþii

Dovezile susþin un model de decizie în trei
paºi: confirmarea controlului oncologic, clasifi-
carea defectului dupã subunitate ºi straturi, apoi
alegerea celei mai simple metode care pãstreazã
forma ºi funcþia. Închiderea directã este adecvatã
numai când tensiunea nu deplaseazã margini
libere. Grefa este utilã pentru defecte superficiale
bine vascularizate, însã diferenþa de grosime sau
culoare ºi contracþia secundarã pot limita rezul-
tatul pe suprafeþe convexe. Lambourile locale
oferã frecvent cea mai bunã potrivire tisularã, dar
proiectarea lor trebuie sã respecte vectorii de
tracþiune.

Tabelul 1 sintetizeazã relaþia dintre profilul
defectului ºi opþiunile reconstructive. El nu
trebuie interpretat ca o ierarhie rigidã: vârsta
biologicã, comorbiditãþile, tratamentul anti-
coagulant, fumatul, disponibilitatea þesutului
donator ºi preferinþele pacientului pot modifica
alegerea. Pentru tumori recurente, agresive, cu
margini incerte sau defecte transfixiante, colabo-
rarea dintre dermatolog, anatomopatolog, chi-
rurg plastician/OMF ºi oftalmolog reduce riscul
ca reconstrucþia sã compromitã supravegherea
ori funcþia.
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Tabelul 1. Cadru practic pentru selecþia reconstrucþiei în funcþie de subunitate 
ºi profilul defectului

Subunitate/profil Opþiuni orientative Obiectiv ºi precauþii

Dors/perete nazal, defect Închidere directã, intenþie secundarã Închidere directã, intenþie secundarã
mic superficial selectivã, grefã de grosime totalã, evitarea tensiunii spre aripã [8-11]

lambou local

Vârf/supravârf nazal Lambou bilobat, rotaþie, V-Y Pãstrarea proiecþiei ºi distribuirea 
tensiunii; prevenirea retracþiei alare 
[12-14,18]

Aripã nazalã Lambou local modelat, lambou Menþinerea marginii ºi valvei 
nazolabial, combinaþie lambou-grefã externe; suport cartilaginos dacã 

defectul este profund [13,15]

Defect nazal mare sau Lambou frontal paramedian/cross- Reconstrucþie pe straturi; etapizare 
transfixiant paramedian, suport cartilaginos ºi ºi evaluarea comorbiditãþilor 

cãptuºealã [16,17,19]

Defect palpebral anterior Închidere directã, grefã de grosime Evitarea ectropionului ºi protejarea 
limitat totalã, lambou local marginii libere [20,23-25]

Defect palpebral posterior Grefã tarsoconjunctivalã liberã sau Restabilirea suportului tarsal ºi a 
mic/moderat tehnicã localã adaptatã suprafeþei conjunctivale [22]

Defect transfixiant mare al Hughes etapizat sau lambou insular Refacerea separatã a ambelor  
pleoapei inferioare lateral în cazuri selectate lamele ºi menþinerea ocluziei 

palpebrale [26,29]

Cantus medial/afectare Lambou glabelar, de obraz ori alt Evaluarea pleoapelor ºi drenajului 
lacrimalã lambou local adaptat lacrimal; prevenirea malpoziþiei 

[23,28]

Notã: opþiunile sunt orientative ºi trebuie adaptate statusului marginilor, comorbiditãþilor, disponibilitãþii
þesuturilor ºi experienþei echipei.

Subunit/defect profile Indicative options Objective and precautions

Nasal dorsum/sidewall, Primary closure, selective secondary Respect subunit borders and avoid 
small superficial defect intention healing, full-thickness tension toward the ala [8-11]

graft, local flap

Nasal tip/supratip Bilobed, rotation, or V-Y flap Preserve projection, distribute 
tension, and prevent alar retraction 
[12-14,18]

Nasal ala Shaped local flap, nasolabial flap, Maintain the rim and external 
combined flap-graft valve; add cartilage support when 

deep [13,15]

Table 1. Practical framework for reconstructive selection according to anatomical subunit 
and defect profile
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Principala limitare a literaturii este pre-
dominanþa seriilor retrospective, monocentrice,
cu tehnici ºi definiþii neuniforme. Comparaþiile
directe între lambouri, grefe ºi vindecarea prin
intenþie secundarã sunt rare, iar evaluãrile
estetice sunt adesea realizate de clinician. În
consecinþã, datele disponibile permit formularea
unor principii de selecþie, nu desemnarea unei
tehnici universal superioare. Sunt necesare
cohorte prospective care sã raporteze simultan
controlul tumoral, complicaþiile, funcþia ºi
rezultatele validate de pacient.

Concluzii

Reconstrucþia dupã excizia CBC nazal sau
periocular trebuie ghidatã de subunitatea anato-
micã, profunzime, straturile lipsã ºi siguranþa
marginilor. Defectele mici pot fi tratate conser-
vator, dar leziunile alare, ale vârfului nazal, can-
tale sau transfixiante necesitã planificare strati-
ficatã ºi protejarea funcþiei. Alegerea celei mai
simple tehnici capabile sã refacã forma fãrã trac-
þiune sau colaps structural oferã cel mai repro-
ductibil principiu clinic.

clinician based. Available data therefore support
selection principles rather than identification of a
universally superior technique. Prospective
cohorts should report tumor control,
complications, function, and validated patient-
reported outcomes together.

Conclusions

Reconstruction after nasal or periocular BCC
excision should be guided by the anatomical
subunit, depth, missing layers, and margin
confidence. Small defects may be managed
conservatively, whereas alar, nasal tip, canthal,
and full-thickness defects require layered
planning and protection of function. Selecting the
simplest technique capable of restoring form
without traction or structural collapse is the most
reproducible clinical principle.

Subunit/defect profile Indicative options Objective and precautions

Large or full-thickness Paramedian/cross-paramedian Layered reconstruction, staging, 
nasal defect forehead flap, cartilage support, and comorbidity assessment 

and lining [16,17,19]

Limited anterior eyelid Primary closure, full-thickness graft, Avoid ectropion and protect the 
defect local flap free margin [20,23-25]

Small/moderate posterior Free tarsoconjunctival graft or Restore tarsal support and the 
eyelid defect tailored local technique conjunctival surface [22]

Large full-thickness Staged Hughes flap or lateral eyelid Reconstruct both lamellae and 
lower-eyelid defect island flap in selected cases preserve eyelid closure [26,29]

Medial canthus/lacrimal Glabellar, cheek, or another tailored Assess eyelids and drainage 
involvement local flap system; prevent malposition [23,28]

Note: Options are indicative and must be adapted to margin status, comorbidities, tissue availability, and team
expertise.
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