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elanocytic nevi, commonly known as moles, 
freckles or nevi, are circumscribed lesions 
of the cutaneous melanocytic system and are 

defined as the benign proliferation of melanocytes1. 
They can be macules (lesions with a smooth, 

flat surface, not palpable) and papules or plaques 
(lesions with a palpable surface less or more than 1 cm 
in diameter, respectively)1. 

Acquired nevi are usually symmetrical lesions, 
with regular edges, uniform color, and a few 
millimeters in diameter. Sometimes they change and 
do not comply with the premises of the normal 
melanocytic nevus, presenting as asymmetrical lesions 
(A), with irregular edges (B), of multiple colors 
(brown, black, red, blue) (C) and more than 6 
millimeters in diameter. (D). These alterations of the 
normal-benign pattern define the clinically atypical 
melanocytic nevus and are also clinical criteria for 
suspicion of melanoma, so these are lesions that must 
always be evaluated with a view to indicating their 
surgical excision and subsequent histopathological 
analysis or control. periodic clinic1. 

Scalp defects can be secondary to trauma, 
burns, cancer, among others. In the 17th century, it 
was suggested for the first time to drill holes in the 
exposed skull looking for granulation. In 1871 the 
granulation tissue resulting from these perforations 
was covered with a skin graft and in 1908 a graft was 
achieved on healthy periosteum. Subsequently, a series 
of local flaps were described to reconstruct the scalp, 
tissue expansion and finally free flaps2. 

 

 
 
 
 
 
 
 
 
The scalp is a richly vascularized area made 

up of multiple layers classically described with the 
acronym: "SCALP": S (Skin), C (subcutaneous 
subcutaneous cellular tissue), A (Aponeurosis or 
galea), L (Loose: space Merckel's subaponeurotic), P 
(periostium). The SCALP is relatively inelastic, this is 
due to the fibrous union that the galea forms with the 
frontal muscle in front and the occipital muscle 
behind. As a consequence, most scalp flaps resist 
traction and transposition, and often require more 
extensive designs for closure of their defects3.  

The galea is the aponeurotic layer, richly 
vascularized, which continues without interruption 
with the frontal muscle in the anterior part, with the 
occipital muscle in the posterior area and with the 
superficial fascia of the temporal muscle on the lateral 
slope. It is firmly attached to the skin through fibrous 
trabeculae of subcutaneous cellular tissue. The SCALP 
is supplied by five vascular pedicles on each side: 
supratrochlear artery, supraorbital artery, superficial 
temporal artery with its frontal and parietal branches, 
posterior auricular artery and occipital artery3.  

In scalp reconstruction, in addition to 
considering the location and size of the defect, the 
presence or absence of the pericranium, the hair 
implant line and the direction of the hair follicles must 
be taken into account. In the presence of pericranium, 
it is possible to use partial thickness skin grafts as 
temporary coverage, to move on to the definitive 
stage, which can be performed most of the time with 
the use of expanders and local flaps on the already 
expanded scalp, which allows adequate reconstruction  
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Figure 1. Design of the flaps 

 
even in large defects. Local advancement flaps have a 
limited role in scalp reconstruction given the low 
elasticity of the tissue, so rotation flaps are the ones of 
choice4.  
 
Case report 

 
A 67-year-old male patient from a rural 

occupation, with a history of systemic arterial 
hypertension and dyslipidemia, both under treatment 
with Metoprolol, Losartan and Bezafibrate. 

On clinical examination, the patient presented 
with chronic dermatosis located on the scalp in the 
right frontoparietal region, consisting of a flat 
neoformation with irregular edges and a brown color 
measuring 3 × 5 cm in diameter with 3 dark brown 
exophytic neoformations with irregular edges 

 
Figure 2. Elliptical incision with a 6 mm  safety 
margin. 

 
Figure 3. Exceresis. 

 
separated on its surface measuring 1 × 2 cm in 
diameter each approximately. It has gradually 
increased in size over the last year and is accompanied 
by itching. 

Initially evaluated by the dermatology service 
with a clinical diagnosis of atypical melanocytic nevus 
to rule out malignant melanoma. Due to the size of the 
lesion, he is sent to the plastic and reconstructive 
surgery service where he is evaluated and scheduled 
for surgical resection. 

 
Figure 4. Flap rotation. 
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Figure 5. Defect closure. 

 
After marking the flap, as well as asepsis and 

antisepsis, with general anesthesia, an elliptical 
incision is made with a 6 mm safety margin and the 
lesion is removed (Figure 1, 2 and 3). 

Subsequently, a flap is formed, performing 
subgaleal dissection and it is rotated until the defect is 
covered and closure begins in planes with placement 
of a Penrose-type drain, which is removed upon 
discharge. The procedure was completed without 
complications or eventualities (Figure 4 y 5). 

After surgery, the flap was found to have 
adequate color and temperature, with no evidence of 
necrosis, and was covered with staples and suture 
without dehiscence. 

Go to post-surgical appointment 14 days later 
to remove sutures and staples. Histopathology was 
collected, which reported a micronodular intradermal 
nevus with surgical edges free of residual lesion. The 
functional and aesthetic objective was met in this case 
(Figure 6). 
 
Discussion 
 

Melanocytic nevi on the skin of the head 
usually adopt the same clinical characteristics as on 
the rest of the integument, but hair care (comb, dye, 
etc.) can modify its appearance. Trauma, erosion, 
color and surface changes, among others, occur. When 
clinical follow-up is problematic or the lesions bother 
the patient, excision is recommended1.  
In today's era, partial or total loss of the scalp is an 
unusual surgical condition. Its low incidence has 
probably influenced surgeons' lack of interest in its 
treatment. Losses less than 3 cm can be closed by 
tension by approximating the edges. Larger losses  

Figure 6. Patient 14 days post-surgery.  

 
create a challenge, since the lack of distention of the 
scalp does not allow primary closure3.  

Measuring the dimensions of the defect that 
must be reconstructed allows the surgeon to get an 
idea of how much he needs to reconstruct, but it does 
not say much about how much he has available. By 
identifying what percentage of the scalp the defect 
corresponds to, the surgeon quickly has an idea of the 
area to reconstruct and how much scalp is available to 
do so. If you have a defect that involves 33% of the 
scalp, it means that theoretically there is 67% of the 
scalp usable for reconstruction. Following one of the 
principles of plastic surgery “losses of tissue should be 
replaced with similar tissue”, the best tissue to 
reconstruct is the scalp and should be used whenever 
available2. 

Most published scalp algorithms rely on the 
diameter or area of the surgical defect as an essential 
criterion for deciding the ideal reconstructive 
technique. However, this measure does not take into 
account the interpersonal variability of skin elasticity, 
as well as other factors within the same person such as 
the anatomical region within the scalp or previous 
treatments that increase fibrosis in the area 
(radiotherapy or scars). of previous interventions)7. 

The blood supply is exposed in five pairs of 
arteries coming from the carotid system that enter the 
scalp, radially, which anastomose to form an 
interconnected network. In scalp reconstruction, in 
addition to considering the location and size of the 
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defect, the presence or absence of the pericranium, the 
hair implant line and the direction of the hair follicles 
must be taken into account3.  

In world literature, there are descriptions of 
different types of flaps such as: swirl flap that 
mobilizes peripheral tissues in 360º, double flaps in 
opposition, bilobed flaps, Limberg rhombus flaps and 
rotation flaps. Although it is true that there are various 
designs, they all satisfy the objective but also, they all 
have the common difficulty that it is an inelastic 
tissue, therefore, the configuration of the flap must be 
carefully evaluated to avoid the need to close the 
donor area with dermoepidermal grafts5.  

Rotation flaps are of choice as it is a more 
easily accessible construction option to cover the 
exposed skull. The edge of the flap, which represents 
its axis of rotation, must be equivalent to five lengths 
of the defect, to avoid excessive tension on the 
sutures3.  

These can be taken in the form of pedicled 
flaps, free tissue flaps or composite flaps, depending 
on the size and thickness of the tissue that needs to be 
repaired. The anatomical and physiological 
characteristics of this tissue have made it an excellent 
option for the reconstruction of a wide variety of 
defects that involve everything from the base of the 
skull, to the ear and scalp, among others7.  

Once the appropriate size flap required is 
exposed, an incision is made at the periphery of the 
fascia with care to preserve the random vasculature. It 
is at this point that the flap can be rotated towards the 
defect to be covered7. 

Once this flap is rotated, a closed suction drain 
can be placed to avoid post-surgical complications 
such as seroma formation. Subsequently, the skin flaps 
should be approximated with deep absorbable sutures 
to reduce tension and then the skin with nonabsorbable 
sutures to provide support7. 
 
Conclusions 

 
Defects in the scalp present a challenge for 

surgeons due to its limited elasticity, although it has 
the advantage of having abundant irrigation, so various 
individualized therapeutic options can be designed. It 
is also important to recognize lesions suspicious of 
malignancy early to perform aggressive surgical 
treatment, which will help improve the prognosis in 
case the disease turns out to be malignant. 

The rotation flap used in our patient led to the 
complete eradication of the skin lesion with an 
excellent and satisfactory aesthetic result for the 
patient, proving that the best tissue to reconstruct the 
scalp is the scalp itself. 
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