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Introduction

The incidence rates of skin cancer in Australia are the high-

est in the world. In 2002 the age-standardised incident rate 

for basal cell carcinoma (BCC) was estimated to be 884 

per 100,000 of the population. This rate showed a three-

fold gradient between northern and southern Australia [1]. 

BCCs are the most common cutaneous tumours, accounting 

for approximately 70% of all malignant diseases of the skin. 

They are found predominantly on areas of skin exposed to 

the sun, particularly in fair skinned individuals. Up to 80% 

of all BCCs are found on the head and neck. They are more 

common in males, presumably related to occupational and 

recreational exposure to UV light. They tend to occur in 

older people [2]. In 2002 the age-standardised incidence of 

squamous cell carcinoma (SCC) was estimated to be 387 per 

100,000 of the population with a significant latitude gradi-

ent (similar to BCCs). Also, as for BCCs, the incidence of 

SCCs increases with increasing age. The head and neck are 

the most common sites of occurrence for SCC in men, while 

upper limbs are the most common sites for women. When 

body surface area is taken into account the highest SCC inci-

dence in both men and women is found on the face, espe-

cially the lips nose cheek eyelids and ears [3].

In general the surgical management of SCC is more radical 

than for BCC because SCCs are potentially more aggressive, 

have a greater potential for local recurrence and may spread 

to regional lymph nodes and distant sites. Over 70% of the 

BCCs in Australia were surgically excised [1]. The major-

ity of SCCs were surgically excised [1]. In Australia about 

400 people die from skin cancers other than melanoma each 

year. These are predominantly SCC but some deaths are due 

to BCC [1]. The recommended surgical margin of excision 

for SCC varies from 2 mm to 10 mm. Histological margins 

of 1 mm or less mandates consideration of further therapy 

[3]. The diameter of SCC correlates with risk of recurrence. 

Lesions thicker than 4 mm or extending to at least the reticu-

lar dermis are associated with a higher rate of recurrence. A 

higher risk of local recurrence includes the ear. The majority 

of clinically favourable SCCs of less than 2 cm can be excised 

with a margin of at least 4 mm [4].

V to Y full thickness skin graft

The majority of non-melanoma skin cancer (NMSC) occurs 

on the auricular helix and periauricular areas that are espe-

cially susceptible as they are exposed to the most UV light. 

Defects of the upper third of the helical rim can be diffi-
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and hearing aids [5]. The objectives of surgical treatment 

of BCCs and SCCs are: (1) to cure by achieving histologi-

cal confirmed complete excision of the tumour with a clear 

margin in width and depth, (2) to maintain normal function 

where possible, and (3) to achieve a good cosmetic result 

[6]. Repair options of the middle and upper third of the ear 

include: side to side closure, wedge excision, bilobed trans-

position flap, banner transposition flap, helical crus rotation 

flap, helical rim advancement flap, and full thickness graft. 

The epidermis on the convex (posterior) aspect of the ear has 

a thicker subcutis of fat. This allows for a degree of laxity 

and movement as compared to the concave (anterior) aspect 

surface. The V to Y full thickness graft (V2YFTG) to repair 

defects on the helical rim makes use of this laxity (Figure 1). 

Once the FTG has been mobilised from the donor site on the 

convex aspect of the ear, it is advanced forward to cover the 

defect on the helical rim where the cancer has been excised 

(Figure 2). The FTG is then sutured and if necessary a bolster 

tied over the area to minimise haematoma collection under 

the graft. Sutures are removed after seven days. The prin-

ciple of closure is similar to a V to Y island flap without the 

attached pedicle. Advantages of the V2Y FTG include: (1) 

one wound only to manage, (2) good skin match and good 

cosmetic result, (3) less pain for the patient (particularly with 

wedge excisions), and (4) a relatively easy procedure to per-

form.

cult to repair. The area is highly visible, making cosmetic 

results of utmost importance. It is also important to retain 

the supra-auricular sulcus to enable patients to wear glasses 

Figure 1. (A) Diagrammatic outline of circular lesion to be removed 
from the helical rim of the ear and the outline of the full thickness 
graft donor site on the posterior aspect of the ear. (B) Diagram of 
completed V to Y full thickness graft moved to cover the defect on 
the helical rim. [Copyright: ©2012 Sivyer.]
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Figure 2. (A) Cancer with margins on the helical rim and the full thickness graft donor area outlined. (B) Cancer with margins on helical 
rim and full thickness graft donor on the posterior ear outlined. (C) Full thickness graft after being moved forward to cover the defect being 
sutured into place. (D) Bolster sutured over the full thickness graft. (E) Posterior ear view after removal of sutures one week post surgery. (F) 
Anterior ear view after removal of sutures one week post surgery. [Copyright: ©2012 Sivyer.]
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