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Case Report Abstract: DOI:
Introduction: Cutaneous melanocytic nevi cause cosmetic defects and represent a
Correspondence to: risk of malignant transformation. Facial Giant Congenital Melanocytic Nevus
Dr. Md. Maruful Islam (GCMN) represents a major cosmetic deformity for the patient and is a challenge
B2 maruf12nov@gmail.com for plastic surgeons to achieve the best cosmetic results. Here in, a case of single-
stage surgical reconstruction was presented using a partial thickness sheet skin
@ @ graft for a facial GCMN. Methods: A 14-year young girl presented with left-sided

hemifacial GCMN with the nose, left ala, lower eyelid, and partial upper eyelid-
This open-access article is distributed eyeprow involvement. A single-stage complete excision of the nevus was
ﬂf‘?r the terms of the Creative Commons oo rmed. A thick split-thickness skin was then harvested from the medial site of
ribution 4.0 International License (CC i . X .
BY 4.0), which permits unrestricted use, ~the thigh for the reconstruction of the defect. Aesthetic subunit of the face and nose
distribution, and reproduction in any keeping in mind the graft applied in this manner. The graft was secured with a
medium, provided the original author and  holster tie over the dressing and for the eyelid, the applied quilting technique was
SIS e e st additionally for the aim of the best outcome with no skin loss. Results:
Histopathology of the excised specimen confirmed the diagnosis of GCMN with
no evidence of melanoma. The donor area healed with a favorable scar. The
postoperative result was satisfactory. In long-term follow-up, the patient was able
to close her eyes smoothly, ala seems better. The patient and her parents are very
satisfied with the cosmetic and functional results. Conclusion: Thick split-
Scan the QR code for the Journal thickness sheet skin grafts is an effective method of repairing the defects resulting
Homepage from the removal of large and giant nevus of the face, where there is limited

availability of normal adjacent skin for tissue expansion.
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INTRODUCTION
Giant congenital melanocytic nevus (GCMN) is commonly defined as a melanocytic lesion present at birth involving more
than 2% body surface area in infants and toddlers, that reaches a diameter of >20cm in adulthood. 2

Two points should be noted for the treatment of GCMN. First, these lesions are associated with a risk of malignant
melanoma, with a reported incidence of melanoma in patients with GCMN of 0.7% -8.2%.%* A larger nevus has an
increased risk of malignant transformation. Second, the cosmetic appearance of black hairy lesions can cause psychological
effects. Based on these considerations, various methods including surgical excision, curettage, and dermabrasion have been
reported.! Among these, early prophylactic surgical excision is recommended to reduce the risk of malignant transformation
of skin lesions.®> As nevus cells are histologically present in the entire dermal layer, complete removal of GCMN results in
a full-thickness skin defect, which is usually difficult to reconstruct in the child. A lesion on the face represents a major
cosmetic deformity for the child and is a challenge for plastic surgeons to achieve the best cosmetic results. In total, 70%
of melanomas are diagnosed by the age of 10 years. 7. The relative risk of developing melanoma within a GCMN varies
among types from 5% to 10% over one’s lifetime. & Hence early prophylactic excision and reconstruction are advisable.
910 The goal of treatment is complete excision with satisfactory cosmetic reconstruction. Therefore, during treatment
decisions, factors such as psychological effects and the risk of surgery and malignant transformation should be considered.
11 We report here a case of a girl who underwent single-stage lesion resection and aesthetic subunit reconstruction with a
thick split-thickness sheet skin graft, with acceptable functional and aesthetic results.
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CASE REPORT

In January 2019, a 14 years young girl presented with an extensive, large, black, non-hairy skin patch over the left cheek,
lower eyelid, partial part of upper eyelid-eyebrow, and nose since birth. This nevus had been increasing in size at the same
rate as the facial growth. There was no family history of similar lesions or skin cancer. The patient had no neurological
symptoms and was not taking any medications or ever taking any type of treatment for that problem. Examination revealed
a large pigmented patch measuring approximately 14 cm in its greatest diameter on the left periorbital area and extended
to cover nearly half of the face (Fig- 1). There was no color change or increase in size. No other specific complaints like
pain, itching or discharge. No other satellite lesions were present over the body. We performed a single-stage complete
excision of the lesion under general anesthesia. The surgical risks and benefits, and the potential for malignancy were
discussed with the patient and her family.

Figure 1. The pre-operative view of the giant congenital melanocytic nevus. Extensive black lesion on the left side
of the face. Note the involvement of the lower eyelid and ala of the nose of the affected side

The thick split-thickness skin graft was harvested from the medial side of the thigh. Subsequently, the resulting defect was
covered with the thick split-thickness sheet skin graft by securing the edge of the defect with a 5/0 non-absorbable proline
suture (Fig-2).

A separate sheet of skin was applied to different anatomic areas following the subunit principle of reconstruction where
feasible. A few mini pores were made in the skin sheet for squeezing any collection beneath the graft. In the process,
meticulous hemostasis was acquired by selective electrocoagulation in the excised area. The operative site was dressed in
wet sofra tulle with 2% mupirocin ointment and then 10% povidone-iodine-soaked wet cotton. Finally, the grafts were
secured with bolster tie-over dressing to ensure immobilization. The patient received prophylactic antibiotics (Inj.
Moxifloxacin) post-operatively.

-

Figure 2. Per operative view of the facial lesion after excision, foIIowe by the application of thick split-thickness
sheet skin graft. Note that the tiny pore rather meshes to the skin and applied quilting suture at lower eyelid area

The dressing was changed after 5 days, which showed a tiny graft loss. Preoperative and post-operative digital photographs
were taken to evaluate long-term outcomes through follow-up. The postoperative result was satisfactory with good color,
color match, and thickness to cover the giant defect created after excision. Coconut butter lotion and emollient were advised
to apply to the graft area postoperatively, for a long. Long-term follow-up visits revealed that the patient and her family
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were very satisfied with the cosmetic and functional results. The final follow-up photo was taken after 2 years of operation
(Fig-3).

DISCUSSION

The choice of method of plastic surgery is specific for each patient and depends on the size and location of the defect. If
the treatment strategy is improperly selected, severe scarring may form, resulting in ectropion, lip eversion, nasal atresia,
and other deformities. A recent study demonstrated that early excision of the giant lesions reduces the risk of malignant
melanoma and the associated psychological distress in the child and parents 2. Several therapeutic procedures have been
considered. Non-surgical options include dermabrasion, laser ablation, curettage, and chemical peeling. Since it is
impossible to eliminate the risk of malignant transformation, GCMN removal is a reconstructive and aesthetic procedure
rather than prophylactic surgery 315, Recent advances have led to a multitude of surgical approaches for the treatment of
large and GCMN including tissue expansion, serial excision, and either full thickness or a split-thickness skin graft.
However, none of the currently available surgical methods is universally accepted. Tissue expansion is a useful method for
providing additional tissue to resurface the giant defect created after the removal of nevus and acquires functional and
aesthetic outcomes. However, the complications and limitations of tissue expansion are commonly described and are often
reported to be greater in children 1817, The major complication of the expansion includes infection, expander exposure, and
implant failure 8. Moreover, the tissue expansion applied in patients with large GCMN requires multiple stages. Serial
excision is a preferred treatment method for congenital melanocytic nevus that can be excised in not more than two
procedures *°. But it is not recommended for large lesions involving the face, ear, and neck as it avoids the distortion of
involved or adjacent structures and function loss. In the above anatomic site, skin grafting is recommended. Full-thickness
skin grafts versus split-thickness skin grafts are preferred for the reconstruction of the face, ear, neck, and hand. The full-
thickness skin graft was applied to the defect after the excision of the nevus and the grafted skin had excellent contour,
color match, texture, and thickness 2°2%, But unfortunately, this huge amount of full-thickness skin harvesting is very
difficult and challenging; the donor site is a great concern. In this case, a thick split-thickness skin graft was used, keeping
it in sheet form without any mesh, and made some pores only to aim for a collection-free recipient field. The graft was then
applied to the facial skin defect site, with full attention to the anatomical features of the face. Though the aesthetic outcome
of a split-thickness skin graft is not very satisfactory for facial reconstruction, a thick sheet graft may be applicable and
recommended for the large defect on the face. In long-term follow-up, a satisfactory functional and aesthetic outcome was
found in this case study.

Figure 3. The result after a follow-up period of 2 years. The grafted skin has taken without any loss and
contracture; color matching is acceptable with no sign of ectropion

CONCLUSION

Thick split thickness sheet grafting is a safe and effective method to repair the huge defects of the excised facial GCMN
and get a satisfactory cosmetic outcome with maintaining proper function and reducing the risk of degeneration. Slight
facial makeup is sufficient for camouflaging the defect and thus increasing the confidence level of the sufferer.
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