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Aesthetic Refinements of the Island V-Y 
Advancement Cheek Flap
Sir:

I read with great interest the article on V-Y advance-
ment flaps for defects involving the cheek–lower lid 

junction by Sugg et al.1 The authors have presented a 
rational approach to moderate-sized superficial defects 
of the lid-cheek junction and provided some useful 
technical tips. I agree with the authors’ suggestion that 
island cheek flaps advanced, in a V-Y fashion, from an 
inferior to superior location are more suitable than 
Mustardé’s cervicofacial rotation-advancement flaps in 
such cases. I would like to emphasize the advantages 
of the V-Y island cheek advancement flap and add a 
few points regarding the indications, flap vascularity, 
design, and movement of the flap and closure of the 
secondary defect.

First, from an aesthetic point of view, the V-Y island 
cheek advancement flap is most suitable for defects of 
the suborbital zone of the cheek. The defect should be 
extended to the inferior orbital rim cranially and the 
nasolabial crease medially (Fig. 1). This ensures a scar 
over the orbital rim and the nasolabial crease (Fig. 2, 
above), which may extend along the marionette line 
during closure of the secondary defect. This places the 
scar in an aesthetically pleasing area.

Second, the cheek donor-site V-Y closure enables 
recruitment of tissue from the lower lateral cheek. 
This is the reason for a low incidence of ectropion 
formation, since the tension is distributed laterally 
and not vertically. Moreover, the advantage over the 
rotation-advancement flap is that an extensive dis-
section is not required and a flat and stretched-out 
contour deformity of the cheek is avoided (Fig. 2, 
below).

Third, the flap has a robust vascularity from the 
angular artery perforators. These perforators need to 
be preserved during elevation of the V-Y island cheek 
advancement flap. This flap may indeed be termed 
an angular artery perforator flap if these perforators 
are dissected and preserved during flap elevation. 

This is unlike the “random” subdermal blood supply 
of the Mustardé rotation-advancement flap, which 
is elevated in the subcutaneous plane. Moreover, if 
required, a larger V-shaped island flap, including skin 
in the jowl area, may be elevated, to include the facial 
artery perforators in addition to the angular artery 
perforators.

Finally, the only disadvantage of the V-Y island 
cheek advancement flap is the vertical scar, which vio-
lates the relaxed skin tension lines of the cheek. How-
ever, if a meticulous surgical technique is followed, the 
final result may not be a conspicuous scar (Fig. 2).

In conclusion, I would like to encourage surgeons 
to perform the V-Y island cheek advancement flap for 
small and moderate-sized defects involving the subor-
bital aesthetic zone of the cheek and the eyelid junction.
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Fig. 1. (Above) A defect in the lid-cheek junction. (Below) The 
island V-Y advancement cheek !ap elevated.
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Reply: Aesthetic Refinements of the Island V-Y 
Advancement Cheek Flap
Sir:

We thank the author for his critical appraisal of 
our article, “The V-Y Advancement Flap Is Equivalent 
to the Mustardé Flap for Ectropion Prevention in the 
Reconstruction of Moderate-Size Lid-Cheek Junction 

Defects.”1 Indeed, we believe that the V-Y flap is under-
utilized for moderate-size superficial defects of the 
lid-cheek junction. Previous reports have shunned the 
idea of moving tissue vertically in the malar region due 
to concerns that the downward pull of a vertically ori-
ented flap would invariably lead to lower lid malposi-
tion. This has become a pervasive theme throughout 
the scientific literature, even though very few studies 
have investigated these claims. Although we would not 
argue against tissue descent over time, or the potential 
for lower lid ectropion following an inappropriately 
designed flap, we strongly believe the greatest risk for 
ectropion formation is in the immediate postoperative 
period, and this risk can be mitigated through proper 
patient selection and flap design.

We agree with the author that recruitment of lateral 
cheek tissue during insetting of the V-Y flap redistrib-
utes the tension laterally. However, we must emphasize 
that it is important to advance the flap into the defect 
by first closing the donor site rather than suspending 
the flap from the infraorbital rim. This provides the 
flap with a solid foundation to support its weight and 
further removes the tension from the delicate lower lid 
structures.

The lateral limb of the V-Y flap does present an 
aesthetic challenge by producing a prominent scar 
on the frontal view. This is the primary reason why 
we avoid use of this flap in the pediatric and young 
adult populations. In elderly patients, however, we 
have achieved aesthetically pleasing results with an 
almost imperceptible scar, despite designing the flap 
for optimal defect closure rather than basing it on the 
relaxed skin tension lines. The key factor in this latter 
group is to perform a careful preoperative assessment 
of lower lid mechanics. If any degree of lid laxity is 
suspected, then a lateral canthopexy or canthoplasty 
should be performed at the same time as the soft-tis-
sue reconstruction.

In summary, for moderate-size lid-cheek junction 
defects in patients who are at low risk for ectropion, 
the inferior-to-superior V-Y advancement flap is a via-
ble option that is technically easy to perform, produces 
predictable outcomes, and is associated with minimal 
complications.
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Fig. 2. Postoperative views.
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An Original Technique for Securing the 
Inflation Port in Becker Implant–Based Breast 
Reconstruction
Sir:

We read with interest the clinical study by Farace et al.1 
regarding the filling port complications in Becker 

expanders. The authors presented their experience of 
using Becker-35 implants in 100 breast reconstructions. 
According to their findings, the most common compli-
cation was the postoperative port displacement in 7.31 
percent. Hsieh et al.2 reported similar results, with 8 per-
cent of port rotation in 39 breast reconstructions using 
Becker expanders. On the other hand, Yanko-Arzi et 
al.3 analyzed the complication rate of different types of 
expanders in 170 breast reconstructions and concluded 
that the Becker expanders had the lowest complication 
rate. Their results do not agree with those reported by 
Farace et al., who suggest the use of Becker expanders in 
a selected group of patients.

In the medical literature, there are many studies 
about the role of Becker expanders in breast recon-
struction; however, few studies describe in detail the 
optimal way of placing the inflation port. Although the 
authors report quite high percentages of port displace-
ment, they do not give any description of their method 
of valve fixation or any suggestion for minimizing this 
complication. We present an original technique to fix 
the inflation port of Becker expanders in breast recon-
struction that ensures a low complication rate in terms 
of port displacement.

After the expander insertion under the pectoralis 
major muscle, a subcutaneous pocket is created with 
face lift scissors at the ipsilateral midaxillary line. The 
depth of the pocket should be 0.5 to 1 cm under the 
skin; this ensures that the port will be easily palpable 
during the inflation period but not too superficial that 
port extrusion could result. The level of the pocket is 1 
to 2 cm above that of the submammary fold in order to 
avoid any pressure by the elastic bra.

The next step involves the port fixation with the 
skin using three 3-0 monofilament polypropylene 
sutures with double straight needles. It is critical to 
design on the skin the exact position of the port and 
exit of the sutures (Fig. 1, above). Outside of the pocket, 
the three sutures are applied on the port at 120-degree 

angles, and then the needles exit the skin precisely at 
the desired points. The port is pulled carefully into 
the pocket by applying gradual traction to the sutures, 
which are tied with a bolster technique to prevent skin 
necrosis (Fig. 1, below). Sutures are removed between 
postoperative days 15 and 20.

From 2008 to 2012, we performed this technique 
in 97 patients for a total of 125 breast reconstruc-
tions using Becker-35 expanders (Siltex Contour Pro-
file Becker 35 expanders/breast implants; Mentor 
Medical Systems B.V., Leiden, The Netherlands). We 
experienced port displacement in only one case (0.8 
percent); the most probable cause of that failure might 
have been a large pocket dissection in a deeper subcu-
taneous layer.

Even though placement of the inflation port using 
Becker expanders is not considered demanding, com-
plications may occur and compromise not only the 
planned procedure but also the final result. Creation 
of the subcutaneous pocket at an appropriate depth 
and design of the sutures exit points prior to port inser-
tion, as well as securing the port with bolster sutures for 

Fig. 1. (Above) Three 3-0 mono!lament polypropylene sutures 
are applied on the valve at 120-degree angles; the exact posi-
tion of the valve and the exit of the sutures are designed on the 
skin before port insertion. (Below) The needles exit the skin at 
the desired points, and after the port is pulled into the pocket, 
sutures are tied using a bolster technique.
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