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Versatile Use of Skin Expanders in Facial Plastic Surgery 
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Large soft-tissue resection defects of the face and scalp 
present an arduous technical problem for the facial plastic 
surgeon. Successfully matching tissue coverage with similar 
skin color and texture is usually limited by the amount of 
available local skin. Also, the need to limit distortion offixed 
anatomic sites when harvesting local skin must be ad- 
dressed. With the advent and utilization of soft-tissue 
expanders, the availability of local skin is increased and an- 
atomic distortions are limited. This arlicle describes the 
versatile use of skin expansion in facial plastic and recon. 
structive surgery. ~ x ~ a n s i o n  techniques include long-term 
expansion for scalp and cervicofacial defects. Acute intra- 
operative expansion techniques address repair of perioral, 
labial. and nasal mucosal linine defects. The success. limi- ,, 
tation's, and complications of these techniques are re- 
viewed. 

(Arch Otolaryngol Head Neck Surg. 1992;118:333-337) 

, 
c o m e  a mainstay i n  h e a d  a n d  neck reconstruction. Adja- 
cently expandcd  d o n o r  site skin prov ides  opt imal  tissue 
replacement  for cervicofacial defects.  

achieved without appreciable hair thinning on the expanded 
flap.' Hair growth and adcnexal functions remain normal.' 

CASE 1.-A 14year-old boy was rcfcrred for removal of a large 
sebaceous nevus involving thr right posterior auricular skin and 
postauricular and temporal aspects of the scalp. The patient wears 
a right postauricular hearing aid fur a sensarineural hcaring loss 
and states the skin behind his ear was chror.irally initated. Thc 
primay pnredurc it~cludcd excision of the lesion from the auricle 
and the postauricular nonhair-bearing skin. A full-thickness bu- 
praclavirular skin graft was used for immediate cuvel-agr uf this 
defect. A200-mL, 8 x 5-cm tissueexpanderwas then placed in the 
subgallcal plane of the superior trmpuroparietal scalp. The ex- 
pander port was placed over the mastoid process and a small suc- 
tion drain (Hemovaci was olaced in the wound. Ten wrrklv ~-~ ~ 

t.xpansicmb iollowcd witha totalfu~alexpai~sionvolume oi400mL. 
During the srcond procedure the remaining n e w s  was excised. 
'The exnanded hair-bearinr flan was subscaucntlv rotated into uo- u .  

sition, allowing for a tension-free closure. One year postopcra- 
tively, the pastauricular hair margin remains in a natural a n a t o ~ ~ c  
position and no complications were encountered (Fig 1). 

Reconstruction for Giant Cervical Keloid 
1.ong-term skin expansion for reconstruction of cervical and 

submandibular defects is associated wit11 a higher risk of rom- 
nlications than expansion in other regions of the head and nrrk. 

" 1 ,  

tiple sites i n  the  head  a n d  neck. O u r  approach to long-term expander. This pooling may cause buckling of thr  expander and 

skinexpansionispresentedinseveralcasereportsincluding dispx~portionatc cxpansion of the lower skin of the expanded 
flap. Successful reconstruction in this region, howrver, has of- 

our  technique a n d  postoperative results. ten hren reported with carcful observation and judicious expan- 
Acute intrao~erative skin including mu- sion. Placement of long-term skin expanders in the supraclavic- 

cosal lining expansion,  h a s  en te red  t h e  a rmamcntar ium r,lar regiol, forces." 
of the  reconstructive surgeon.  Intrauperative e x p a n d e d  CASE 2.-A 27-year-old black woman presented with large 
skin arid mucosal  l ining provides a n  immedia te  in- bilateral cervical keloids occurring after unsuccessful surgery for 
crease in  d o n o r  site tissue, a l though  t h e  long-term ben-  auricular reconstruction. The keloids extended from the inierior 
efits of this expanded tissue h a v e  n o t  with-  auricular region to thc sub~nandibular and superror cervical re- 

stood the test time. our technique and initial pons .  Staged separate reconstruction of Lhe right and left cervi- 

findings llsing intraoperative expansion of peri. cal keloids was plannrd. At the primary procedure, a 400-mL. 
5 x 8-cm expander was placed into thc right snpr,lclavicular oral epi thel ium a n d  intranasal  mucosal  lining in recon- fossa in the subcutaneous plane. The expansion port was placed 

structirig defects i s  presented.  over thc mastoid process and a small drain (Hrmovdc) was 

MATERIALS AND METHODS 
Scalp Expansion for Removal of Sebaceous Nevus 

of the Temporal Aspect of the Scalp 
Long-term scalp expansion for the management of scalp 

deformities and neoplasms provides hair-bearing skin for defect 
coverage. A twofold to threefold scalp expansion can be 
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placed in the wound (Rg 2). Initial expansion was commrnred 
at 2 wrrks followine insertion of the exnander. Twentv werklv 
expansions of 30 mL pcr injection resulted in a total expander 
volulne of 600 mL at 5 months. Strict stcrilc technique at each 
expansion session included cleansing the skin over the port sitc 
pnor to injection with hctadine solution. Sterile gloves, sterilr 
syringes with 19-gduge nccdlcs, and sterile saline were used at 
r ach  rupansion hrssian. 

Dunng the second-stage rrconstruction, an incision was made 
along the superior margn of the right crrvical keloid. The kcl- 
oid was thcn excised following subcutaneous dissection and el- 
rvation of the right C C W ~ C R I  flan inferior to the sonraclavic~ilai 
expander. I'ortions of the thick e x p n d e r  capsulr were rrlrasrd 
to allow tension-frcc closure of the cervical defect. Deep tacking 
sutures in thr  subc~~tanrouh vlanc wcrc placed to retard inferior 

stroction of thc lcft cirvical keloid is planned in the futurr.  
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