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Dear Editor,
Reconstructive surgery of the infraorbital region is 
particularly challenging because this area is surrounded 
by several mobile structures, such as the lower eyelid, 
the nasal ala and the oral commissure. Closures with 
excessive tension or long-term scar shrinkages may 
cause tractions on these landmarks, resulting in poor 
outcomes. Not suitable wounds to direct sutures can 
be restored with skin grafts or local flaps, such as the 
Lindberg flap, Mustardé cheek flap, naso-labial flap, 
bilobated flap, “reading man” flap, V-Y advancement 
flaps and others.[1-4]

In 2011, Mutaf et al. described a new reconstructive 
procedure based on the use of two random pattern skin 
flaps designed in an unequal Z-plasty manner, which 
has been defined by the same authors as the “Mutaf 
triangular closure technique” (MTCT).[5] The defect to 
repair is converted to an isosceles triangle with upper 
base and an imaginary point is identified on the lateral 
margin of the triangle. The length of the segment 
included between this point and the upper corner of 
the triangle is almost equal to the base of the triangle. 
Afterwards, two opposite triangular flaps are designed 
and incised. The first flap is transposed to cover the 
original defect while the second flap restores the donor 
site of the first flap.[5] 

We report our favourable experience with the use of 
the MTCT in five patients who had skin defects of the 
infraorbital region after surgical excision of basal cell 
carcinomas [Table 1]. The patients (three women and two 
men) were aged from 69 to 83 years (mean age: 77 years). 
Four patients underwent Mohs micrographic surgery 
(MMS). The mean number of MMS stages required for a 
complete tumour eradication was 1.5 (range: 1-2 stages). 
Triangular defect sizes ranged between 22 × 27 mm 
and 32 × 35 mm (mean: 27 × 31 mm). The mean follow-
up was 19 months (range: 26-13 months). No relevant 
complications or drawbacks were observed. Follow-up 
controls revealed satisfactory functional and aesthetic 
results in all cases. In particular, there was no trap-door 
deformity and no traction on the neighbouring structures 
and surgical scars were poorly evident. Some cases are 
illustrated in Figures 1-2.

Most of the flap procedures used to restore infraorbital 
defects are based on the use of a single flap, which 
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Table 1: Patient and tumour data
Defect size (m) Follow-up (months) 
Patient number 

Sex Age Tumour type

30×34261 MMS stage number M 83 BCC
25×30222 NP F 79 BCC
24×301832 M 76 BCC
22×271642 F 69 BCC
32×351351 F 80 BCC
19 Mean 1 77 1.5

27 × 31, M: Male; F: Female; BCC: Basal cell carcinoma; NP: Not 
performed; MMS: Mohs micrographic surgery

causes traction towards a unique direction, with 
increased risk of complications, such as wound 
dehiscence, flap necrosis or retracting scars.[4,5] 
Conversely, the MTCT utilizes two adjacent flaps, 
which allow a defect closure with a reduced tension, 
better distributed across multiple directions on the 
neighbouring tissue.[5] 

The rhomboid transposition flap, both in the original 
Limberg design and in the Dufourmentel modification, 
presents similarities to the MTCT. Both procedures use 
the lengthening Z-plasty principle for the repair of skin 
defects.[5] However, in a single rhomboid flap, there is 
considerable tension across the tip of the flap, which 
creates traction on the original defect. MTCT prevents 
that pull. 

In synthesis, the MTCT appears to be a valid option for 
the reconstruction of surgical defects of the infraorbital 

Figure 1: (a) Patient 1. Surgical plan — (b) incision of the 
flap, (c) view of the suture and (d) post-operative view after 
12 months
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region, with promising functional and cosmetic 
outcomes.
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Figure 2: (a) Patient 4. Pre-operative view after Mohs 
micrographic surgery, (b) final suture and (c) post-operative 
view after 6 months
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Dear Editor,
Since the mid 1990s, elliptical donor harvesting 
has  been the preferred method for obtaining 
follicular  groupings for hair transplantation.[1] 
Over  the past decade, follicular unit extraction 
(FUE) has become an increasingly popular method 
for obtaining donor hair. [2,3] FUE uses manual, 
motorized or robotic  devices to remove individual 
follicular  groupings from the donor region.[4-6] The 
primary advantage of FUE over elliptical donor 
harvesting is the lack of a linear scar where the donor 
hair is harvested and then sutured or stapled closed 
[Figures 1 and 2]. This can be a major advantage in 
patients who wear their hair short, as in a military 
cut. While FUE has the advantage of no linear scar, 
it presents other challenges and potential long-term 
side-effects. 

Some patients and physicians have the misconception 
that there are no scars associated with FUE. This is 
however not the case. As with a full-thickness cutaneous 
incision, a scar is created with the 1 mm punch utilized 

to harvest each follicular grouping. The majority of scars 
are not visible to the human eye, but some scars are 
visible as pinpoint white atrophic macules [Figure 3]. 
They are of no practical concern and are aesthetically 
far less noticeable than a linear scar for most patients, 
but patients should be made aware that these pinpoint 
white scars may be visible on close inspection with 
short hair.

In an attempt to harvest the maximum amount of 
donor hair, some physicians harvest follicular units 
from areas of the scalp that are vulnerable to future 
hair loss, such as the upper and lower posterior occiput 
[Figure 4]. If physicians harvest follicular groupings 
from these high-risk areas and transplant these follicles 
together in a given location, there is a chance that these 
recipient areas will thin out or bald completely in the 
future. To minimize the cosmetic impact of this, all 
harvested grafts, from both high- and low-risk regions, 
should be mixed together. This way, there will not be 
an unnatural distribution of transplanted hair as the 
hair is lost.

Side-Effects from Follicular Unit Extraction in Hair Transplantation
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