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Lower lip reconstruction :
(Modified Webster-Bernard Technique)
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Cancer of the lower lip is not uncommom in Thailand. After wide excision
of the lesion, the resulting defect requires reconstruction for restoration of function

and appearance.
A simple and reliable technique of lower lip reconstruction is presented.
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The lip is responsible for many important

functions such as:

- Act as an airtight sphincter to contain
liquids and solids at rest as well as
during chewing.

- It is important in speech to form sounds
such as “b”, “p”, “m”, “w”, “f”, and “v”.

- It has important social functions in the
forming of facial expressions and
kissing.

- The mouth must be large enough for
normal eating and to insert and remove
dentures.

Any lip deformity will create both physical

and psychological disabilities which require recon-
struction. We would like to present some cases of

lower lip reconstruction using the modified Webster-

Bernard technique.

Figure 1,2. Shows the lesion at the lower lip.
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Case 1: A 77 year old female presented with a
painful 1 x 3 cm. ulcerative nodular mass on the
lower lip for 8 months (Figures 1 & 2). There were
no palpable cervical lymph nodes. The pathological
biopsy report was a well-differentiated squamous

cell carcinoma.

Figure 3. shows the defect created after excision
which involved about 90% of the lower lip. The
protruding tongue and the remaining lower lip near
the commissure are clearly visible. Lip reconstruc-
tion using the modified Webster-Bernard tech-
nique was undertaken (Figure 4). The technical

details are as follows.

Shows the defect about 90% of the

Figure 3.

lower lip.

Figure 4. The modified Webster-Bernard

technique.
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- The tumor was excised as a quadrilateral
segment.

- Incisions were extended outward from the
commissures.

- The triangulars of the skin were removed
lateral to the upper lip and this provided relief space

to advance the bilateral lower cheek flaps medially.
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- The flaps of the buccal mucous membrane
were left to provide the new vermillion for the lip.
- The lower cheek flaps incisions were
extended inferiorly along the mental fold. In this
way innervated muscle was brought into the new lip

to provide a sensate, cosmetically superior, water-

tight and functioning lip.

Figure 5,6. The appearance 3 months post-operation.

Figure 7,8. The appearance 2 years after operation.

Figure 5 and 6 show the patient’s appearance 3
months post-operation. The patient could speak
and eat well despite some degree of limitation in

opening the mouth. There was no drooling.

Figure 7 and 8 show the appearance 2 years after
operation. The patient could open her mouth wider.

There was no recurrence of the cancer.
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CONCLUSIVE FIGURES:

Figure 9. The appearance before opera[ion_ Figure 10. The defect after excision the cancer
at the lower lip.

Figure 13. The lesion before operation. Figure 14. The appearance 2 years after operation.
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Case 2: A 58 year-old female presented with a slow growing nodular mass 2 cm. in diameter which had

been on the lower lip for about 2 years (Figures 15 & 16). The biopsy result was a well-differentiated

squamous cell carcinoma. There were no palpable cervical lymph nodes.

Figure 15,16. The lesion before the operation.

Under mental and infraorbital nerve block, the mass was excised resulting in an approximately 60%

defect of the lower lip (Figures 17 & 18 ).

Figure 17. The defect about 60% of the lower Figure 18. The modified Wedster-Bernard
lip. This operation undertaken under technique.
mental and infraorbital nerve block.
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The patient looked well 2 weeks after operation. She could use the orbucularis oris for such things as

blowing and kissing (Figures 19, 20, 21, 22).

Figure 19, 20. The appearance 2 weeks after operation.

Figure 21. The patient used the orbicularis oris Figure 22. The patient used the orbicularis oris
for blowing at 2 weeks after operation. for kissing at 2 weeks post-operation.

Discussion
A wide variety of procedures for repair of lip defects have been described and redescribed over the

Dast 2,000 years."'™

1000 B.C. - Sushruta First mention of labial repair.
25 B.C. - Celsus First wedge excision and direct suture.
1834 - Dieffenbach Lower lip repair with two inferiorly based cheek flaps lined

with mucosa.

(Modified by May 1941.)
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- Bernard Lower lip repair with advancement of laterally-based cheek

flaps.

(Modified by Burow 1855.

Freeman 1958.

Webster 1960.
Meyer-Abul-Failat 1982.)

- Von Brun Nasolabial flaps for lower lip defect, curvilinear incision for

oral sphincter reconstruction.

- Estlander Lateral triangular upper lip flap for lower lip reconstruction.
- Abbe A portion of upper lip flap for lower lip reconstruction.

- Gilles fan flap An extended version of the Estlander flap.

- Bakamjian Deltopectoral flap for lower lip defect.

- Johanson® Lateral full -thickness advancement flaps from the remaining

parts of the lower lip prepared in stepwise fashion.

- Karapandzic Emphasis on oral sphincter reconstruction.

- Fujimuri® Nasolabial “Gate Flap” supplied by the facial vessels.

- Stranc & Robertson”” “Steeple Flap” using a full-thickness cheek island flap based
on the facial vessels.

- McGregor® Modified fan flap supplied by the superior labial vessels.

- Nakajima® Modified the McGregor flap based on the facial vessels.

The goals of the lip reconstruction are
1) Restoration of the appearance.
2) Reinstitution of functions such as

- eating

- speech

- prevention of drooling

To achieve these goals, the procedure should be comprised of:
1) Reconstitution of the oral sphincter
2) Reconstruction of an adequate lip sulcus

3) Preserving good sensation and muscle tone without any narrowing

Since no single flap technique is ideal for every instance, surgeons undertaking lip reconstruction

should be acquainted with and experienced in a wide range of procedures available and they should be aware

of the various indications and limitations.

We have used the modified Webster-Bernard technique to reconstruct lower lip defects in our

patients. The results were very satisfactory both in terms of appearance and functions as shown in this paper.

The patients were very happy with the results. They could speak and eat well without any drooling.
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Conclusion

The modified Webster-Bernard technique
in lower lip reconstruction is a simple and one-
stage operation which gives good results. The
author recommends this procedure for suitable

patients.
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