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Multilamellar reconstruction using tarsal graft and
Tripier flap in upper eyelid Merkel cell carcinoma.
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Background: Merkel cell carcinoma (MCC) is a rare, aggressive
neuroendocrine tumor of the skin, typically affecting elderly or
immunosuppressed patients. Eyelid involvement represents 5—10% of cases
and usually requires both oncologic and reconstructive considerations due to
the anatomical complexity of the periocular region. We report a 73-year-old
male with a painless violaceous swelling of the right upper eyelid of three
months’ duration. Incisional biopsy confirmed MCC positive for
synaptophysin, chromogranin, and cytokeratin 20, with a Ki-67 index of
70%. The patient underwent wide local excision with 7-mm margins, sentinel
lymph node biopsy, and complex multilamellar reconstruction using a free
tarsal graft, advancement of the residual superior tarsus, and a Tripier flap.
Histopathology confirmed MCC with vascular invasion and tumor-free
margins (closest margin 0.4 mm). Sentinel nodes showed mixed hyperplasia
without metastasis. Postoperatively, the patient had good functional and
aesthetic outcomes. This case highlights the importance of early diagnosis,
appropriate oncologic management, and tailored multilamellar reconstruction
to achieve optimal results in upper eyelid MCC.
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OPEN ACCESS

erkel cell carcinoma (MCC) is a rare but
Mhighly aggressive cutaneous neuroendocrine
tumor, with approximately 1,500 new cases
diagnosed annually, predominantly affecting elderly
and immunosuppressed patients!. It typically arises on
sun-exposed areas of the head and neck, with the
eyelid representing 5-10% of cases®’. MCC of the
eyelid is uncommon yet clinically relevant due to its
rapid growth, high recurrence rate, and potential for
regional and distant metastasis®*. Although originally
believed to arise from Merkel mechanoreceptor cells,
recent evidence suggests a probable origin from
dermal pluripotent stem cells with neuroendocrine
differentiation, frequently associated with Merkel cell
polyomavirus integration into the tumor genome'™.
Clinically, eyelid MCC presents as a painless,
firm, violaceous or erythematous nodule, often
mimicking benign lesions such as chalazion or
epidermal cysts, which can delay diagnosis®>.
Histopathology typically reveals small, round blue
cells with scant cytoplasm and finely granular
chromatin, while immunohistochemistry shows a
characteristic paranuclear dot-like CK20 positivity
along with chromogranin and synaptophysin!™.

Wide local excision remains the mainstay of treatment,
with sentinel lymph node biopsy recommended for
staging due to the high incidence of occult nodal
disease, even in small tumors'2. However, in
periocular locations, surgical margins of 5—7 mm are
preferred to preserve function and cosmesis!,®.
Reconstruction after oncologic resection can be
challenging, particularly for full-thickness upper
eyelid defects, which require restoration of both
lamellae using vascularized flaps combined with
posterior lamellar grafts®~7.

We report a rare case of upper eyelid MCC
treated with wide local excision and complex
multilamellar reconstruction using a tarsal graft,
advancement of residual superior tarsus, and a Tripier
flap. This case highlights the oncologic and
reconstructive considerations in managing MCC in
this unique location.

Case report
A 73-year-old male, resident of Mexico City,

presented with a progressive, painless, violaceous
swelling of the right upper eyelid of three months’

From the General Surgery Department at General Hospital of Zone 2A Troncoso, IMSS, Mexico City, Mexico. Received on July 29, 2025. Accepted on August 3,

2025. Published on August 4, 2025.

www.amjmedsurg.org

DOI 10.5281/zenodo0.16739197



Horta Carrillo D et al.

AJMS AmJ Med Surg - August 2025; 20 (2). 36-39

L4

Figure 1. Preoperative photographs of the patient showing a violaceous, rapidly enlarging nodular lesion on the right upper eyelid

margin, consistent with Merkel cell carcinoma.

evolution. He denied pain, visual changes, or systemic
symptoms.  Past  medical  history  included
well-controlled arterial hypertension. Ophthalmologic
history was unremarkable. Preoperative clinical
photographs of the lesion are shown in Figure 1.
Incisional biopsy revealed Merkel cell carcinoma,
positive for synaptophysin, chromogranin, and
cytokeratin 20, with a Ki-67 proliferation index of
70%.

Surgical findings: ulcerated lesion with loss of
eyelid margin adnexa of the right upper eyelid, sparing
the posterior lamella.

Figure 2. Surgical steps of multilénllellar reconstruction after wide local excision of upper eyelid Merkel cell carcinoma. (A)

Surgical procedure: Wide local excision with
7-mm margins was performed. A free tarsal graft
harvested from the lower eyelid was used to
reconstruct the posterior lamella. The residual superior
tarsus was mobilized and advanced to the central third,
where it was sutured to the graft and to the medial and
lateral canthal tendons. For anterior lamella
reconstruction, a Tripier flap was designed from the
ipsilateral lower eyelid, rotated, and sutured to the
reconstructed upper eyelid margin. Sentinel lymph
node biopsy of two cervical nodes was performed. The
main surgical steps, including wide excision, posterior

X

Preoperative marking of the lesion with planned 7-mm margins. (B) Surgical specimen after tumor resection. (C—D) Creation of the
defect and preparation of the posterior lamella. (E-F) Placement and fixation of a free tarsal graft and advancement of the residual
superior tarsus to reconstruct the posterior lamella. (G) Rotation of a Tripier orbicularis myocutaneous flap to cover the anterior
lamella. (H) Immediate postoperative appearance after single-stage multilamellar reconstruction.
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Figure 3. Postoperative appearance at 7 days after multilamellar reconstruction of the upper eyelid following wide excision of Merkel
cell carcinoma. The patient shows adequate eyelid position and contour, good flap viability, and satisfactory healing without
complications. Mild edema and ecchymosis are present, consistent with the early postoperative stage.

lamella reconstruction with a free tarsal graft,
advancement of the residual superior tarsus, and
anterior lamella coverage with a Tripier flap, are
shown in Figure 2.

Histopathology: MCC with vascular invasion,
tumor-free margins (closest 0.4 mm temporal, 0.7 mm
superior, 10 mm nasal). Both sentinel nodes showed
mixed hyperplasia without metastasis.

Outcome:  Postoperatively, the patient
recovered uneventfully. At follow-up, eyelid position,
contour, and function were preserved with satisfactory
cosmetic outcome. The patient was referred for
multidisciplinary oncologic evaluation. At 7 days
postoperatively, the patient showed adequate eyelid
contour, flap viability, and satisfactory healing (Figure
3).

Discussion

Merkel cell carcinoma of the eyelid is a rare
yet aggressive malignancy, with five-year survival
rates ranging from 18% to 79% depending on tumor
stage and nodal status®>. Eyelid MCC more frequently
involves the upper lid and typically manifests as a
rapidly enlarging, violaceous mass',*. Early diagnosis
and sentinel lymph node biopsy are critical because of
the high rate of occult nodal metastasis (23—45%),
even in small tumors' 2

The standard treatment is wide local excision
with histologically confirmed negative margins, with
5-7mm margins recommended for periocular
locations to preserve eyelid function and cosmesis!,*™.
Sentinel lymph node biopsy is essential for accurate
staging, and adjuvant radiotherapy may reduce
recurrence, although survival benefit remains
uncertain®.

Upper eyelid reconstruction after oncologic
excision is particularly challenging because it must
restore both lamellae to maintain eyelid stability,
mobility, and ocular surface protection®. In our case,
a multilamellar single-stage reconstruction was
performed using three key techniques:
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1. Free Tarsal Graft (Posterior Lamella
Replacement): The tarsal graft, harvested from the
ipsilateral lower eyelid, is considered the gold standard
for posterior lamellar reconstruction because of its
structural similarity to the native tarsus and low donor
site morbidity”’. It provides rigid support to the eyelid
margin, preserves eyelid contour, and avoids
complications such as entropion or eyelid retraction
associated with flaps lacking tarsal tissue.

2. Advancement of Residual Superior Tarsus:
Advancement of the remaining superior tarsus
maximized the use of native vascularized tissue,
enhancing graft survival and postoperative stability. It
allowed proper anchoring of the posterior lamella to
the medial and lateral canthal tendons, providing better
control of eyelid height and contour®.

3. Tripier Orbicularis Myocutaneous Flap
(Anterior Lamella Replacement): The Tripier flap
provides a vascularized anterior lamella with excellent
color and texture match, reducing the risk of
contracture or poor aesthetic outcome compared to
skin grafts®. Its main limitation—lack of rigid
posterior support—was overcome by combining it
with the tarsal graft.

Alternative reconstructive options include the
Cutler—Beard flap, Hughes tarsoconjunctival flap,
Mustardé lid switch flap, and Tenzel semicircular
flap®~7. These techniques are effective but often require
two stages, prolonged visual occlusion, or have higher
donor site morbidity. By contrast, the combination of a
tarsal graft, residual tarsal advancement, and Tripier
flap provided a single-stage, anatomically layered
reconstruction with preserved function and cosmesis.
This case demonstrates that a tailored, layer-by-layer
reconstructive strategy using at least one vascularized
flap is essential for optimal outcomes. Early diagnosis,
adequate oncologic resection with sentinel node
staging, and individualized reconstruction remain
critical to improving both prognosis and quality of life
in patients with eyelid MCC.
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Conclusion

Merkel cell carcinoma of the upper eyelid is
rare and poses both oncologic and reconstructive
challenges. Wide local excision with sentinel node
biopsy is essential for disease control. Combining a
tarsal graft, residual tarsal advancement, and a Tripier
flap offers a single-stage multilamellar reconstruction
that restores function and achieves favorable cosmetic
results.
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