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Introduction: The incidence of skin lesions increases with advancing age, 
especially in the head and neck region. The aim of this study was to evaluate the 
demographic data of head and neck skin lesions in the geriatric age group and the 
preferred surgical approaches.

Material-Method: The records of 170 patients of an age >65 years who 
underwent surgical excision and reconstruction for head and neck lesions in our 
clinic were retrospectively reviewed.  The histopathological results of the lesions 
and the repair method used were evaluated according to age and localization.

Results: The mean age of the patients was 71.42 ± 14.20 years. The 
histopathologic distribution of the lesions were 75 (44.2%) basal cell carcinoma, 
30 (17.6%) squamous cell carcinoma and 65 (38.2%) benign. The most frequent 
localizations were nose and cheeks, and the most preferred reconstruction methods 
were primary closure and advancement flap. None of the patients had serious 
complications.

Conclusion: Basal cell carcinoma is the most common lesion in the head and 
neck region in elderly individuals. The lesions in this region can be detected in the 
early stage since they are in the visible region. The Surgical excision and repair with 
local flaps in the treatment provide very successful cosmetic results.
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INTRODUCTION
Skin lesions are frequently encountered in the 
geriatric population, especially in the head and 
neck regions, due to the skin ageing. Even though 
these lesions are often benign, it is widely known 
that the prevalence of cutaneous malignant 
lesions increases with age (1). In this respect, 
the most frequent malignant pathology is basal 
cell carcinoma (BCC), followed by squamous cell 
carcinoma (SCC), and malignant melanoma (MM). 
The long-term exposure of the head and neck 
regions to the ultraviolet (UV) rays is an essential 
risk factor for the development of skin cancer 
in the geriatric patients (2). BCC and SCCs are 
often observed as local invasive ulcers (3). The 
treatment options for the skin lesions in this region 
are surgical excision, medical immunomodulator 
creams, cryotherapy, cauterisation and 
photodynamic therapy (4,5). After the detection 
of affected region, the defect is repaired by using 
primary repair, local flaps, or free tissue grafts 
in the excision process (6). The skin elasticity 
is high in the elderly population, which allows 
the defects to be repaired with primary and 
local skin flaps. Additionally, in order to avoid 
possible complications of general anaesthesia, it 
is advantageous to perform such operations with 
local anaesthesia in this age group.

Although there are studies on the skin diseases 
in the elderly population in the literature, detailed 
studies on the surgical results of lesions in the 
head and neck regions in this age group are very 
few (7,8). The purpose of this study is to evaluate 
and analyse the demographic data and surgical 
reconstruction methods employed for the geriatric 
patients who underwent surgery for the treatment 
of skin lesions that were located in the head and 
neck regions.

MATERIALS AND METHOD
In this study, we retrospectively analysed the 
medical records of 170 patients who are older 

than 65 years and underwent the excision of skin 
lesions in the head and neck regions (excluding 
the lips) in Sakarya University Medical Faculty 
ENT clinic between January 2015 and March 2019 
were. The ethical approval of study was obtained 
from the ethics committee of Sakarya University 
Medical Faculty (715224473/050.01.04. Date : 
02.12.2019).All the patients included in the study 
had a follow-up period of longer than six months 
after excision. In addition, we also examined the 
initial examination findings, age, gender, area of 
lesion, long diameter, surgical repair technique, 
histopathological findings, complications, 
postoperative follow-up duration and recurrence 
data.

Before the surgery, all the patients received 
dermatologic consultation, and a diagnostic 
punch biopsy was performed on the suspected 
lesions. Based on the histopathological diagnosis, 
patients with suspected metastatic lymph nodes 
underwent neck ultrasonography examinations. 
According to the histopathologic diagnosis, the 
lesions were categorised into three subgroups: 
benign, BCC and SCC. The histopathological 
diagnosis of the patients was statistically 
analysed according to age, gender and regional 
distribution. The participants in the study were 
also divided into two age groups: between 65 
and 75 years and older than 76 years. The lesions 
were grouped according to the size: greater than 
1 cm, 1–2 cm and greater than 2 cm. In terms of 
localisation, the head–neck region was further 
divided into eight basic subunits: the facial area, 
forehead, nasal unit, upper and lower eyelid units, 
cheek unit, perioral unit, mentum unit, auricular 
unit, and neck (9). This study did not include the 
lesions on the lip because they require different 
treatment and surgical repair principles. The 
defect repair techniques employed in this study 
were recorded as primary closure, advancement 
flap (single/bilateral, V–Y), rotation flap (Figure 1), 
transposition flap (bilobed and rhomboid flaps), 
interpolation flap (nasolabial, forehead), free flap 
and Z-plasty.
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Operative Techniques
All the patients provided their detailed consent. 

The examination of excision technique records 
revealed that if the pre-diagnosis was benign, then 
it was normal skin margin of 1–2 mm; if the pre-
diagnosis was BCC, then the normal skin margin 
was of 4 mm; and if the pre-diagnosis was SCC, then 
the normal skin margin was of 7–10 mm. The size 
and localisation of the lesion determine the basic 
excision principle for these cases. Full-thickness 
excision including the lesion with a number of 15 
scalpels had been noted in the records. Suturing 
data for closure had been recorded as 3/0 vicryl, 
and 4/0-5/0 prolene sutures were used. According 
to the file records of patients, the postauricular 
area and the supraclavicular region were mostly 
preferred for free skin grafts. The applied surgical 
method is provided in detail in the medical files of 
each patient.

Postoperative Follow-up
All the patients underwent postoperative 

follow-up under the supervision of physicians in 
our clinic. The patients were mostly discharged on 
the first postoperative day, which was recorded on 
the medical file. Each patient had been recalled 
to the clinic on the second postoperative day or 
at seventh or tenth postoperative days for the 
removal the sutures according to the charts. All 
patients had been re-evaluated for an average of 
four to six weeks based on their histopathological 
diagnosis. The cosmetic outcomes were evaluated 
at the end of the sixth month to obtain clearer 
results. The follow-up and planning of each 
patient had been managed according to the 
histopathological diagnosis, complications and 
excision margins.

Statistical Analysis
We used descriptive statistics, such as mean 

(SD) and distribution for the analysis of patients’ 
characteristics. The categorical data were 
provided as numbers (n) and percentages (%). 
The Kolmogorov–Smirnov test was performed 

for the normality distribution analysis, whereas 
the nonparametric tests were conducted 
according to the results. The categorical 
variables were compared by the chi-square test. 
A correspondence analysis was undertaken to 
determine the treatment techniques utilised for 
the lesions according to localisation. In addition, p 
values less than 0.05 were accepted as significant. 
All the statistical analyses were performed by using 
the commercial software (IBM SPSS Statistics. 
Version 23.0. Armonk. NY: IBM Corp.)

Table 1. General data and characteristics of patients and 
lesions.

Parameter n (%) P

Gender
Female

Male
69(40,6)

101(59,4)

0,711

Age
65-75

>75
98 (57,64)
72 (42,34)

0,056

Diagnosis
Benign

BCC
SCC

65 (38,2)
75 (44,1)
30 (17,6)

0,197

Lesion Localization
Forehead

Nasal
Eyelid
Cheek

Perioral 
Mentum
Auricula

Neck

15 (8,8)
50 (29,4)

10(5,9)
34 (20,0)
16 (9,4)
5 (2,9)

26 (15,3)
14 (8,2)

0,001*

Size of Lesions
<1 cm
1-2 cm
>2 cm

72 (42,4)
63 (37,1)
35 (20,6)

0,000**

*Statistically significant difference considering the localization 
distribution of lesions 

**Statistically significant difference considering the size of lesions
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RESULTS
General Patient Data
Table 1 presents the descriptive data of 170 
patients included in the study. The total number of 
female patients was 69 (41%), whereas the number 
of male patients was 101 (59%). The overall mean 
age of the patients was 71.42 ± 14.20 years 
(min 65–max 88). Furthermore, 98 patients (57, 
64%) were between 65 and 75 years, whereas 72 
patients (42, 35%) were older than 76 years. There 
was no statistically significant difference between 
the female and male patients in terms of age 
distribution (p > 0.05). The mean follow-up period 
was 26 ± 12,36 (min 12–max 48) months. According 
to the regional distribution of the lesions, the most 
frequent localisation was observed in the nasal (n 
= 50; 29.4%), cheek (n = 34; 20%), and auricular (n 
= 26; 15.3%) units. The mean size of the lesions 
was 1.78 ± 1.02 cm (min 0.3 cm–max 7 cm). When 
the lesion size was evaluated according to the 
long diameter, 62 (36.47%) patients had a lesion 
size smaller than 1 cm, 73 (42.94%) patients had a 
lesion size of 1–2 cm, and 35 (20.58%) patients had 
a lesion size larger than 2 cm (Table 1).

Histopathological Results
The histopathological data revealed that BCC 

was diagnosed in 83 cases (48.88%), SCC in 32 
(18.8%), and some benign pathologies in 55 cases 
(32.35%). The most common diagnosis among the 
benign lesions was nevus that had been reported 
in 12 patients, followed by keratoacantoma in nine 
patients, actinic keratosis in eight patients, lentigo 
simplex in seven patients, verruca vulgaris in seven 
patients, and atypical polypoid tubular apocrine 
adenoma, calcified trichilemmalcyst, angiofollicular 
hyperplasia, dermatofibroma, pilomatrixoma and 
epidermal inclusion cyst in one patient each. 
Lymph node metastasis was not recorded in the 
patients who had malign diagnosis. The mean 
age of the patients with a benign diagnosis was 
statistically significantly lower (p = 0.023). Age did 
not statistically significantly differ between the 
patients with different malignant diagnoses (SCC 
or BCC) (p = 0.647). While there was no significant 
difference in the malignant and benign diagnosis 
rates in women (p =.07), a significant difference 
was observed in the male patients in the favour of 
malignancy (p = 0.01) (Table 2).

The evaluation of the distribution of diagnoses 
among the eight subunits determined that 
the lesions with a diagnosis of BCC were more 
predominantly located in the second and fourth 
regions than in the remaining regions (p = -0.003), 

Table 2. According to histopathological results of the lesions, sex, age, regional placement frequency and average size are 
specified.

Parameter Benign BCC SCC P

Gender (n,%)
 Male 

 Female
29(52,72)
26(47,27)

46(55,42)
37(44,57)

21(65,62)
11(34,37)

023*
.083

Age 66,25±20,84 76,83±12,71 77,67±14,00 032**

Localization(n,%)
Nasal (14,21.5)

Cheek (14,21.5)
Nasal (28,56) Perioral (9,56,2)

003***
.004***

Diameter(mm)
(Mean±St.Deviation

1,66±1,27 1,46±0,86 1,71±0,75 0,197

*Statistically significant difference considering the gender distribution of malignancy **Statistically significant difference considering the mean age for 
benign pathologies ***Statistically significant difference considering the most frequent localization 
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and the SCC diagnosis was more frequent in the 
fifth region (p = 0.004). The lesions diagnosed 
as benign were mostly located in the nasal unit 
(21.5%) and in the cheek (21.5%). There was a 
significant difference between the malignant and 
benign diagnoses in terms of lesion diameters. 
Most of the patients diagnosed with benign lesions 
had the diameter of these lesions to be 2.00 cm 
and over. In total, 65% of the patients diagnosed 
with BCC had a lesion size in the range of 1–2 
cm, whereas this value was less than 1.00 cm in 
30% of those diagnosed with SCC (p = 0.019). The 
diameter of lesions in the cheek and forehead was 
significantly greater than the remaining regions (p 
= 0.001). (Table 2)

 Surgical approach
The surgical repair methods that had been 

preferred after excision were as follows: primary 
closure in 62 patients (36.5%), advancement 
flaps in 24 (14.1%), rotation flaps in 44 (25.9%), 
transposition flaps in 28 (16.4%), free flaps in 4 
(2.4%), interpolation flaps in 4 (2.4%), and Z-plasty 
in 4 (2.4%). By considering the age distribution 
of the patients, the mean age of the patients 
that underwent primary closure was statistically 
significantly higher (p = 0.001) (Table 3). According 
to the results of correspondence analysis, there 
was a significant relationship concerning the 
preferred reconstruction method according to 
the region of the lesions (p = 0.005). In the nasal 
lesions, transposition flaps (bilobed) were used at 

a statistically significant rate (p = 0.003). In mentum 
and neck regions, the lesions had been treated 
with the primary closure technique. Another 
notable finding of the analysis stated that free and 
interpolation flaps had been mostly utilised for 
the ear and nose regions. There was no significant 
difference in the distribution of the remaining 
method according to the lesion localisation.

Figure 2 presents the results of the 
correspondence analysis of ‘procedure’, which 
represents the treatment technique applied to 
the lesions, and ‘localisation’, which refers to the 
subunit on which the lesion was located.

Complications

Recurrence was not recorded in the patients 
with malignant lesions during the follow-up of 
a maximum period of 48 months. Complication 
data were not observed except for partial necrosis 
in 11 (6.47%) patients (5 females and 6 males). 
In fact, these cases showed improvement with 
postoperative debridement and wound care. 
Additionally, according to the data in the patient 
files, flap losses, which would require the repetition 
of flap repair, were not observed. Functionally, 
in the cases where the eyelid was involved, no 
ectropion had been occurred, and the margins 
were recorded as well aligned and stable which 
had been explained as ‘adequate eyelid closure, 
without any exposure sequelae’.

Table 3. Distribution of surgical repair methods by regions and age.

Surgical Technique n (%) Age (Mean±St.Deviation) P

Primary Closure 
Advancement flaps
Rotation flap 
Bilobe flap
Free flaps
z- plasty

62 (36,5)
24 (14,1)
44 (25,9)
28 (16,5)

8 (4,7)
4 (2,4)

78,02±21,27 
69,38±17,13 
70,11±8,74 

66,46±17,16
 68,00±5,98
 73,50±5,75 .001*

*Statistically significant considering the age distribution
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Figure 2. Frequency of surgical repair methods according to regions.

Figure 1. Rotation flap design for the lesion located on the nasal dorsum.
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DISCUSSION
The incidence of skin lesions increases with age as it 
depends on the long-time UV exposure, especially 
at head and neck regions (4). Although the skin 
cancer rates of elderly patients have been reported 
between 9 and 12% in the studies conducted in 
the dermatology clinics, it is difficult to accurately 
determine the incidence of skin cancer in this age 
group (10,11). This may be due to the fact that 
patients presenting for suspicious skin lesions 
are not directed to surgical excision, which led to 
the avoidance of possible complications; hence, 
the differential diagnosis of benign lesions is not 
possible. In this study, we analysed the data of 170 
geriatric patients who had undergone surgery for 
skin lesions located in the head and neck regions 
in our otolaryngology clinic. The most common 
histopathologic diagnosis was BCC in our study 
group, which was consistent with the literature 
(11). In the cohort studies, a high increase in the 
incidence of BCC had been reported in white 
patients over 65 years. Again, more than 80% of 
cutaneous SCC cases occur in the elderly patients 
and the average age at diagnosis is 70 years (12). 
Benign pathologies were detected in 32.35% of 
the patients included in our study, and the most 
common diagnosis was nevus. Even so, it was 
noteworthy that our sample included rare benign 
pathologies, such as tubular apocrine adenoma, 
calcified trichilemmal cyst, angiofollicular 
hyperplasia and pilomatrixoma. The mean age 
of the patients with a malignant diagnosis in our 
study group was statistically significantly higher 
(p = 0.001). From a gender point of view, the rate 
of malignant diagnosis was significantly higher in 
men (p = 0.01), which is a consistent finding in the 
literature (7,11,12).

SCCs occurring at the head and neck regions 
and lymph node metastases are at a higher risk 
of recurrence than SCCs located on the trunk and 
extremities (13,14). BCCs of the head and neck 
are also more likely to recur than those on the 
trunk and extremities. BCCs are much less likely 

to metastasise than SCC (15). In our study, none 
of the patients with malignancies were diagnosed 
with lymphoid and distant metastasis.

We also evaluated whether the excised lesions 
were different in the regional distribution according 
to the histopathological diagnosis because in the 
literature, there is no similar grouping for the head 
and neck regions in this age group. The diagnosis 
of BCC was found to be significantly higher in 
the nasal and cheek areas (p = 0.003). This was 
considered to be due to the more protruding 
characteristics of these locations and the longer 
exposure to the sun with age. Although there 
is no similar study in this age group, Dalal et al. 
reported the most common localisation for BCC 
as the nose and cheek regions in their study (16). 
Concerning the rate of SCCs, a significantly higher 
number of lesions were located in the perilabial 
region (p = 0.004). Although the lip lesions were 
excluded from our study, the diagnosis of SCC, 
which was predominant around the lip region, 
presents similar data to lip cancer (17).

Medical treatments may be the first choices in 
the elderly patients for the treatment of head and 
neck lesions. However, as it is believed, surgical 
excision is not as difficult and complicated. To 
minimise the cosmetic deformities, local flaps 
serve as a good alternative in the head and 
neck regions. The four basic factors should be 
considered in the surgical treatment: total removal 
of the tumour or lesion, maximal preservation 
of normal tissue, preservation of function and 
optimal cosmesis (18). Even if the lesion diameter 
is large in certain regions, the elasticity of skin 
tissue allows for primary repair in elderly patients. 
In our study group, it was observed that primary 
repair was the reconstruction method used 
as the first choice, especially in the cheek and 
neck areas (p = 0.004). Although, the excision 
and repair of periorbital lesions may result in an 
increased risk of ectropion in the elderly patients, 
other similar studies have showed that the most 
challenging region was the auricle (19,20). For 
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these areas, the more preferable methods are 
pedicle flaps, free flaps or pedicle flaps extended 
from the postauricular region. In our study group, 
free flaps were used in the repair of 2 of the 26 
auricular lesions, whereas the advancement flaps 
were preferred for the lesions on the helix and 
postauricular pedicle flaps for those located in 
the cavum conchae region. Bilobed flaps are easy 
to apply and very effective in the closure of the 
defected area in the nasal lesions (21). Similarly, 
in this study, these flaps were more utilised in 
the nasal region. The advancement flap design is 
relatively simple and can be successfully applied 
to repair a wide variety of small- or moderate-sized 
cheek defects (22). This group of flaps is based on 
an incision that allows the “sliding” movement of 
the tissue. In particular, the V–Y advancement flap 
is equally effective for the coverage of large cheek 
wounds and small defects of those approximating 
the lid or lateral cheek (23).

The most important advantage of local flaps is 
that they do not cause any secondary morbidity 
by allowing the simultaneous closure of the 
defect and flap donor area usually under the local 
anaesthesia. In order to prevent the complications 
of general anaesthesia due to concomitant 
diseases in elderly patients, it is advantageous to 
administer local anaesthesia.

All the patients in our study group received 
dermatologic consultation before excision. The 
lesions that were clinically suspected of malignancy 
or had signs of malignancy in the punch biopsy 
were referred to be surgically excised. Therefore, 
the mean lesion diameter was relatively small, 
which was attributed to the consultation provided 
to the patients at an early stage. We also 
investigated the relationship between the lesion 
diameter and the regional distribution of lesions 
and diagnoses, which was quite different from 
the literature. According to the results, the rate of 
malignancy increased (p = 0.001) with the decrease 
of lesion diameter. Furthermore, the lesions 
located in the cheek and forehead subunits were 

found to be larger than those in the remaining 
subunits (p = 0.001). It is also noteworthy that the 
patients reported no cosmetic dissatisfaction and 
no recurrence occurred in the long-term period. 
In similar studies conducted with local flaps, it was 
emphasised that the cosmetic expectations of the 
patients were well satisfied (24).

An observational study reported complications 
in 7.9% of 247 patients over 85 years of age 
who underwent surgery for cutaneous lesions 
(24). No major complications were observed 
in our study, except for local necrosis, and the 
complication rate (6.47%) was consistent with 
the literature. In a review, for a group of patients 
older than 75 years, male gender, histologic type 
and inadequate initial resection were identified 
as the high risk factors for complications (25). 
Additionally, the high rates of anticoagulation 
use and the possibility of comorbidity such as 
diabetes may increase the likelihood of bleeding 
and infection of surgical area in the postoperative 
period. No serious complications were observed 
in our patient group. There are no reports directly 
comparing the postoperative complications of 
cutaneous surgery between older and young 
patients in literature. Our study also contributes 
to the literature regarding the complication rates, 
which is not significantly different in the elderly 
patients.

CONCLUSIONS
Cutaneous head and neck lesions are the 
primary diseases of the geriatric population. 
General physicians, dermatologists and 
otorhinolaryngologists dealing with geriatric 
patients frequently encounter this condition. Most 
head and neck cutaneous lesions are relatively 
small, but the excision is often required in this 
age group due to the high risk of malignancy. 
Although there are perioperative risks associated 
with many comorbidities present in the geriatric 
population, reconstruction with small local flaps is 
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