
Ndrianarivony et al.                                                      European Journal of Biomedical and Pharmaceutical Sciences 

   

 

www.ejbps.com      │       Vol 9, Issue 8, 2022.       │      ISO 9001:2015 Certified Journal        │ 

 

525 

 

 

 

FACIAL SKIN GRAFTING: SURGICAL TECHNIQUE AND OUTCOMES 
 
 

Simon Carnot Ndrianarivony*
1
, Sylvestre Léandre Haminason

2
, Andry Rasolondraibe

3
, Fenosoa Vonimbola 

d’Assise Rakotoarimananana
4
, Tahiriarivelo Randriamanantena

1
 and Jhon Alberto Bam Razafindrabe

4
 

 
1
Maxillofacial Departement, University Hospital Center Tambohobe, Fianarantsoa, Madagascar. 

2
Maxillofacial Departement, University Hospital Center Antanambao, Toliara, Madagascar. 

3
Maxillofacial Departement , Manarampenitra Hospital, Toamasina, Madagascar. 

4
Maxillofacial Departement, University Hospital Center Befelatanana, Antananarivo, Madagascar. 

 

 

 

 

 
Article Received on 21/06/2022                           Article Revised on 11/07/2022                             Article Accepted on 31/07/2022 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

INTRODUCTION 

Skin grafting is defined as a transfer of free skin tissue 

intentionally separated from a donor site and transplanted 

to a recipient site.
[1]

 Skin grafting is an important and 

useful reconstruction for a repair of a loss of 

substance.
[1,2]

 

 

The priority of facial reconstruction is the prevention of 

deformity, whether from the acute injury or after late 

reconstruction. The other objective is the reconstruction 

of active functions such as the eyelids, the corners of the 

mouth and the neck. And finally, the restoration of 

passive function, which includes the nose, periorbital 

area, cheeks, forehead and ears. The success of head and 

neck reconstruction ultimately lies in the aesthetics, as 

well as the functional outcome.
[3,4]

 

 

The objectives of our study were to describe the 

techniques for performing a skin graft and to evaluate the 

postoperative results. 

 

 

 

 

MATERIELS AND METHODS 

I.1 Description of the study 

This was a retrospective and cross-sectional study 

conducted at the University Hospital Center (CHU) Gui 

de Chauliac of Montpellier France. It lasted 11 months 

from March 2021 to February 2022. 

 

We recruited all patients operated in the Surgical 

Department during the period. All patients who 

underwent skin graft surgery in the department under 

local and general anesthesia were included. Patients who 

had incomplete records or who did not return for a 

follow-up consultation were excluded. 

 

I.2 Study parameters 

 We studied: age, sex, operative indications, size of the 

loss of substance, type of skin graft whether it is thin or 

total, the site of the harvesting, the receiving site, the 

means of graft taking, the postoperative care, the 

postoperative clinical results, the healing time. 

 

RESULTS 

During this study period, we included 33 patients. The 

mean age was 70, 99 years with extreme of 26 and 97 

SJIF Impact Factor 6.044 Research Article ejbps, 2022, Volume 9, Issue 8, 525-529. 

European Journal of Biomedical 
AND Pharmaceutical sciences 

 

http://www.ejbps.com 

 
 

ISSN 2349-8870 

Volume: 9 

Issue: 8 

525-529 

Year: 2022 

*Corresponding Author: Simon Carnot Ndrianarivony 

Maxillofacial Departement, University Hospital Center Tambohobe, Fianarantsoa, Madagascar. 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

ABSTRACT 

Reconstruction of facial tissue loss remains a challenge for the surgeon. Skin grafting is one of the most used 

techniques, despite the fact that the results are always uncertain. The objective of our work is to describe the 

techniques of realization of skin grafting as well as to evaluate the postoperative results. We performed a 

retrospective descriptive cross-sectional study for 11 months. The parameters studied were: age, sex, operative 

indication, type of skin graft, means of fixation, postoperative care, donor site, recipient site, results and healing 

time. We included 33 patients, mean age 70.99 years, male predominance with a sex ratio of 1.35. Basal cell 

carcinoma was the most frequent indication. The size of the loss of substance varied from 1 to 36 cm2. Total skin 

grafting was the most common procedure. The most preferred donor sites were the supraclavicular region and the 

thigh. The regions most concerned by the graft were the nose (33.33%) then the ear (24.24%). We had a 100% 

thin graft take and 92% for total skin graft. Hematoma and infection dominated the complications. Healing was 

obtained in an average of 14 days. Skin grafts are the treatment of choice for facial reconstruction. The result is 

often uncertain and requires a good mastery of the surgical technique. 

 

KEYWORDS: Face; Hematoma; Infection; Skin graft; Surgery. 
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years. The study population was represented by 14 

women or 42.42% and 19 men or 57.57% with a sex 

ratio of 1.35. 

 

The most frequent surgical indications were basal cell 

carcinoma (11 cases or 33.33%), squamous cell 

carcinoma (9 cases or 27.27%) and melanoma (5 cases or 

15.15%). 

 

The average loss of substance was 13.73 cm2 with a 

minimum of 1 cm2 and a maximum of 36 cm2. Thin skin 

grafts represented 8 cases or 24.24% while total skin 

grafts were 25 cases or 75.76%. 

 

The areas of the face most frequently reconstructed by 

skin grafting were the nose (11 cases or 33.33%), then 

the ear (8 cases or 24.24%) and the scalp (7 cases or 

21.21%). 

 

The total skin grafts were harvested in more than half of 

the cases at the supraclavicular level (20 cases or 

60.61%), essentially on the side of the loss of substance. 

For thin skin grafts, the harvesting was done on the 

thigh, essentially on the homolateral side. 

 

In the majority of cases, the grafts were fixed with a 

thread (non-absorbable Prolene® 5/0 and absorbable 

Monosyn® 5/0) in a simple overjet with a bung applied 

on top. Absorbable sutures were used but rarely at the 

scalp level. We used a biological glue (Teessel®) for 2 

cases of grafts at the level of the eyebrow and the nose 

wing, without a bumblebee. 

 

Dressing was done daily. During the first 5 days, the 

dressings just consisted of a cleaning with physiological 

serum all around the bumblebee. The removal of the 

bumblebee is done at the fifth day. We have 2 photos of 

patients taken at D5 postoperatively (Figure 1). After 

that, the care consisted of cleaning with serum, careful 

decrouting without rubbing and fatty dressing either 

Jelonet® fatty tulle with or without betadine gel. Stitches 

are usually removed on the 10th day for the face and on 

the 15th day for the scalp. 

 

For the donor site, the care is done every day by cleaning 

with serum and mild soap. Stitches are removed between 

12 to 15 days for the total skin graft donor site, and daily 

cutting of the detached part of the algosteril for the thigh. 

 

Total skin graft take was found in 92% of our patients 

(Table 1). Figures 3 and 4 show the 1-month results of 2 

of our patients. All our thin skin grafts took 100%. 

 

We found one case of hematoma on a total skin graft, 3 

cases of cell damage (12%) and 3 infections on the graft, 

including 1 case on a thin skin graft and 2 cases on a 

total skin graft (Table 2). We had two cases of total skin 

graft failure, i.e. 8% of cases at the level of the scalp and 

the columella. 

 

Healing was obtained between 10 and 21 days with an 

average of 15 days for all our patients. 

 

 

 

Table 1: Distribution of total skin graft taking. 

Day  D5 D10 M1 

Graft taking (%) Effective Percentage Effective Percentage Effective Percentage 

0 à 25 2 8,00% 2 8,00% 2 8,00% 

25 à 50 0 0,00% 0 0,00% 0 0,00% 

50 à 75 1 4,00% 0 0,00% 0 0,00% 

75 à 100 22 88,00% 23 92,00% 23 92,00% 

Total 25 100,00% 25 100,00% 25 100,00% 

 

Table 2: Distribution of postoperative complications. 

 Thin skin draft Total skin draft 

Complications Effective Percentage Effective Percentage 

Hématoma 0 0,00% 1 4,00% 

Cellular dammage 0 0,00% 3 12,00% 

Infection 1 12,50% 2 8,00% 

Failure 0 0,00% 2 8,00% 
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Figure 1: Photos taken at fifth day postoperatively. 

 

A: patient operated on a right wing squamous cell 

carcinoma reconstructed by a total skin graft taken from 

the right supra-clavicular area. 

B: patient operated on a right retro auricular basal cell 

carcinoma reconstructed by a total skin graft taken from 

the right supra clavicular area. 

 

 
Figure 2                                         Figure 3 

Figure 2: Photo taken at 10 days postoperaatively of the first patient 

Figure 3: Photo of the skin graft of the second patient at 1 month postoperatively. 

 

DISCUSSION 

The mean age of our patients is 71 years, we found a 

male predominance with a sex ratio of 1.35. This is in 

line with the study done by Lee KS.
[5] 

and Jeonghwan.
[6]

 

whose mean age is respectively 70 and 75 years but they 

found a female predominance. In the literature, the 

incidence of cutaneous carcinomas is high in men due to 

sun exposure more than in women.
[7]

 But currently we 

note the reversal of the incidence due to the use of 

cosmetics and increased outdoor activity exposing to the 

sun. 

 

The most frequent operative indications were basal cell 

carcinoma and squamous cell carcinoma with respective 

percentage of 33, 33% and 27, 27%. This is consistent 

with the studies done by Lee KS in 2017.
[5]

 and by 

Jeonghwan S and his team in 2021.
[6]

 basal cell and 

squamous cell carcinomas were the frequent operative 

indications. According to other authors, burns and 

mechanical trauma of the face are a frequent indication 

for skin graft reconstruction.
[8]

 In the literature, the 

indications for skin grafting are cutaneous carcinoma, 

posttraumatic loss of substance, burns, Xeroderma.
[9,10,11]
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In our study, the loss of substance ranged from 1 to 36 

cm2 with an average of 13.73 cm2. For Jeongwhan and 

his team,
[6]

 the loss of substance was between 1 and 6 

cm2. In the study by Patel KK and his team on the use of 

bursa after excision of a facial skin tumor,
[12]

 they were 

able to reduce the size of the loss of substance with a 

minimum of 1.8 cm2 and a maximum of 38 cm2. In the 

study done by Celikoz B and his team on facial 

reconstruction with a total skin graft taken from the 

laterothoracic region.
[4]

 the size of the loss of substance 

varied from 21 cm2 to 126 cm2. Indeed, there is no limit 

to the size of the loss of substance in order to perform a 

skin graft. The use of a bursa is effective in reducing the 

size of the defect to a minimum. 

 

We used more total skin grafts (76% of cases) than thin 

skin grafts. Thin skin grafting was indicated on the scalp 

and cheek. Total skin grafting is preferable for facial 

reconstruction but is limited if the size of the loss of 

substance is large. Thin skin graft can withstand a less 

vascularized condition but gives more contraction while 

total skin graft requires sufficient vascularization and 

gives little contraction.
[13]

 

 

In our case series, the regions most involved in skin 

grafting were the nose (33.33%) followed by the ear 

(24.24%) and scalp (21.21%). In the study done by 

Jeonghwan in 2021,
[6]

 the most reconstructed sites by 

skin grafting were the nose (n=10), the retroauricular 

region (n=7), the neck (n=6) and the temple (n=4). This 

is similar to our study. In the study done by Celikoz and 

his team in 2001 on the reconstruction of facial burns by 

a total skin graft taken from the laterothoracic region, the 

neck (14 cases) and the forehead (7 cases) were the sites 

most concerned by skin grafting.
[4]

 

 

For Lucas FB and Seyed AA, the forehead and scalp are 

more frequently repaired.
[14]

 In the literature, total skin 

grafting is indicated mainly for reconstruction of the tip 

of the nose, the back of the nose, the eyelid and the 

ear.
[15,16]

 

 

More than half of the cases, total skin grafts were 

harvested at the supraclavicular level, mainly on the side 

of the loss of substance. All thin skin grafts were 

harvested from the thigh using a dermatome. In the study 

by Jeonghwan and his team,
[6]

 their total skin graft 

harvesting was done at the supraclavicular level (14 of 

21 cases) and retroauricular level (7 of 21 cases). Other 

authors prefer to harvest at the laterothoracic level.
[4]

 

They were able to take a large skin sample by directly 

closing the sampling site. Lucas FB and Seyed AA 

performed thin and total skin graft harvesting at the 

retroauricular level and inner thigh.
[14]

  

 

In the majority of cases, our skin grafts were fixed with a 

non-absorbable and absorbable thread. Biological glue 

was used in 2 cases of eyebrow and nose wing grafts. A 

study done by Samal CC and his team in 2018 on the 

comparison of 3 means of cervical skin graft fixation.
[17]

 

the use of staples, sutures topped with a buzzer and the 

use of biological glue (Cryanocrylate glue). They found 

that there was no significant difference in graft take for 

the 3 means of fixation. Several fixation techniques have 

been reported, namely, bumblebee, staples, use of fibrin 

glue, cyacryanolate, dermabond and negative pressure 

dressing.
[18,19]

 

 

In our study, the dressing was done daily by cleaning 

with physiological serum all around the drone, removal 

of the drone on day 5 and then removal of the stitches is 

generally done on day 10 for the face and on day 15 for 

the scalp. In the study by Samal CC and his team.
[17]

 his 

protocols consisted of a first dressing on day 6 for 

removal of the bumblebee and cleaning. The second 

dressing was done between 9 and 12, the removal of the 

stitches was done at the same time. This is consistent 

with our study. Chen J and his team in 2020.
[20]

 found 

that the use of platelet-rich plasma was effective in 

reducing infection, hematoma and accelerating healing. 

 

All our thin skin grafts have taken well. The total skin 

grafts took in 90% of cases. In the study done by Samal 

and his team, the skin grafts took in all 3 groups in more 

than 95%. De Aldo and his team found graft take in 

89.6%. Stone and his team published a graft take in 

90%.
[21]

 All of them agree with our study. Indeed, the 

vast majority of skin grafts take in the face. 

 

We found one case of haematoma on a total skin graft, 3 

cases of cell damage and 3 infections on the graft, 

including 1 case on a thin skin graft and 2 cases on a 

total skin graft requiring the administration of antibiotics. 

We had two cases of total skin graft failure. A study 

done by Enshaei A and Masoudi N did not observe 

hematoma, failure and infection were found in 3.7% for 

group 1 and 1.2% for group 2. Patel KK found one case 

of infection in 70 patients on a total skin graft and one 

case of total skin graft failure.
[12]

 Koenen W and his team 

found that hematoma and infection are the most common 

complications encountered in skin grafting using an 

integra® monkey layer.
[22]

 The main immediate 

complications found in skin grafting are hematoma, graft 

detachment, infection, smoking or excessive 

electrocoagulation. All of these contribute to the failure 

of the graft. The appearance of a hematoma can be 

avoided by careful coagulation. Infection is treated by 

antibiotic therapy.  

 

Healing took place between 10 and 21 days with an 

average of 15 days for all our patients. In a study by 

Rabemazava in 2007 concerning thin skin grafts on the 

lower limbs.
[23]

 healing was obtained in 30 days. This 

contrast can be explained by the difference in the region 

concerned, the skin of the face heals faster than the skin 

of the lower limbs. For Lisa J and her team], the healing 

time was between 2 and 74 days with an average of 7 

days. In fact, the healing time varies according to the 

region where the graft is performed and according to the 
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author. It is accelerated by preventing and managing 

complications. 

 

CONCLUSION 
 

Our work concerning the reconstruction of the face by 

skin grafting, the study population concerns mainly the 

elderly subject where the frequency of skin cancer is 

high. Our skin grafts are well integrated in the majority 

of cases. We had encountered some minor complications 

such as infection and hematoma. Total and thin skin 

grafts are simple reconstruction techniques to perform 

and are the most chosen techniques for reconstruction of 

loss of substance of the face after locoregional flaps. 
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