




Reconstructive Conundrums
in Dermatologic Surgery
The Nose





Reconstructive
Conundrums in
Dermatologic
Surgery
The Nose

EDITED BY

Désirée Ratner, MD
Director, Comprehensive Skin Cancer Program, Beth Israel Medical Center, Mount Sinai

Health System, New York, NY, USA

Joel L. Cohen, MD
Director, AboutSkin Dermatology and DermSurgery, Englewood, CO, USA

Associate Professor, Department of Dermatology, University of Colorado, Aurora,

CO, USA

Assistant Professor, Department of Dermatology, University of California, Irvine,

CA, USA

David G. Brodland, MD
Co-Director, Z & B Skin Cancer Center, Pittsburgh, PA, USA

Assistant Professor, Departments of Dermatology and Otolaryngology, University of

Pittsburgh, Pittsburgh, PA, USA



This edition first published 2014 © 2014 by American Society for Dermatologic Surgery

Registered office: John Wiley & Sons, Ltd, The Atrium, Southern Gate, Chichester,
West Sussex, PO19 8SQ, UK

Editorial offices: 9600 Garsington Road, Oxford, OX4 2DQ, UK
The Atrium, Southern Gate, Chichester, West Sussex, PO19 8SQ, UK
111 River Street, Hoboken, NJ 07030-5774, USA

For details of our global editorial offices, for customer services and for information about
how to apply for permission to reuse the copyright material in this book please see our
website at www.wiley.com/wiley-blackwell

The right of the author to be identified as the author of this work has been asserted in
accordance with the UK Copyright, Designs and Patents Act 1988.

All rights reserved. No part of this publication may be reproduced, stored in a retrieval
system, or transmitted, in any form or by any means, electronic, mechanical, photocopying,
recording or otherwise, except as permitted by the UK Copyright, Designs and Patents Act
1988, without the prior permission of the publisher.

Designations used by companies to distinguish their products are often claimed as
trademarks. All brand names and product names used in this book are trade names, service
marks, trademarks or registered trademarks of their respective owners. The publisher is not
associated with any product or vendor mentioned in this book. It is sold on the
understanding that the publisher is not engaged in rendering professional services. If
professional advice or other expert assistance is required, the services of a competent
professional should be sought.

The contents of this work are intended to further general scientific research, understanding,
and discussion only and are not intended and should not be relied upon as recommending
or promoting a specific method, diagnosis, or treatment by health science practitioners for
any particular patient. The publisher and the author make no representations or warranties
with respect to the accuracy or completeness of the contents of this work and specifically
disclaim all warranties, including without limitation any implied warranties of fitness for a
particular purpose. In view of ongoing research, equipment modifications, changes in
governmental regulations, and the constant flow of information relating to the use of
medicines, equipment, and devices, the reader is urged to review and evaluate the
information provided in the package insert or instructions for each medicine, equipment, or
device for, among other things, any changes in the instructions or indication of usage and for
added warnings and precautions. Readers should consult with a specialist where appropriate.
The fact that an organization or Website is referred to in this work as a citation and/or a
potential source of further information does not mean that the author or the publisher
endorses the information the organization or Website may provide or recommendations it
may make. Further, readers should be aware that Internet Websites listed in this work may
have changed or disappeared between when this work was written and when it is read. No
warranty may be created or extended by any promotional statements for this work. Neither
the publisher nor the author shall be liable for any damages arising herefrom.

Library of Congress Cataloging-in-Publication Data

Reconstructive conundrums in dermatologic surgery : the nose / edited by Desiree Ratner,
Joel L. Cohen, David G. Brodland.

1 online resource.
Other title: Nose
Includes bibliographical references and index.
Description based on print version record and CIP data provided by publisher; resource

not viewed.
ISBN 978-1-118-29498-7 (ePub) – ISBN 978-1-118-29499-4 (Adobe PDF) –
ISBN 978-1-118-27232-9 (cloth)
I. Ratner, Desiree, editor of compilation. II. Cohen, Joel L. (Dermatologist), editor of
compilation. III. Brodland, David G., editor of compilation. IV. American Society for
Dermatologic Surgery, issuing body. V. Title: Nose.
[DNLM: 1. Nose – surgery – Case Reports. 2. Dermatologic Surgical Procedures –
methods – Case Reports. WV 312]
RF350
617.523059 – dc23

2014002389

A catalogue record for this book is available from the British Library.

Wiley also publishes its books in a variety of electronic formats. Some content that appears
in print may not be available in electronic books.

Cover images: © American Society for Dermatologic Surgery
Cover design by Andy Meaden

Set in 9/12 pt Minionpro by Laserwords Private Limited, Chennai, India

1 2014

http://www.wiley.com/wiley-blackwell


Contents

Introduction, vii

Part I Nasal Dorsum, 1

1 Combined Linear Closure and Burow’s Graft

for a Dorsal Nasal Defect, 3

2 Reconstruction of Two Nasal Defects Following

Mohs Surgery, 9

3 Repair of Adjacent Nasal Defects with One

Double-Rotation Flap Closure, 13

4 Contralateral Nasolabial Flap for a Large Nasal

Defect, 19

Part II Nasal Sidewall, 23

5 Dual Nasal Sidewall and Lip Defects Combined

into a Single Arcuate Advancement Flap, 25

6 Advancement Flap in the Reconstruction of a Lateral

Nasal Sidewall Defect, 31

7 Repair of the Left Nasal Sidewall, Nasofacial Sulcus,

and Medial Cheek, 35

Part III Nasal Tip, 41

8 The Dorsal Nasal Flap for Reconstruction of Large

Nasal Tip Defects, 43

9 Adjunctive Use of Primary Nasal Tip Closure to

Facilitate Local Flap Closure of Challenging Nasal

Defects, 49

10 Repair of a Large, Exposed-Cartilage Nasal Tip

Defect Using Nasalis-Based Subcutaneous Pedicle

Flaps and Full-Thickness Skin Grafting, 55

11 Nasal Tip Wound Repair Using a Rhombic

Transposition Flap with a Double Z-Plasty at Its

Base, 63

Part IV Nasal Ala, 69

12 Spiral Subcutaneous Island Pedicle Advancement

Flap for Repair of Alar Defects, 71

13 Combined Hinge Flap Full-Thickness Skin Graft

for a Through-and-Through Nasal Defect, 75

14 Combined Hinge and Nasolabial Transposition Flap

for Repair of a Full-Thickness Nasal Alar Defect, 79

Part V Alar Groove/Perialar Defects, 85

15 Shark Island Pedicle Flap for Repair of Combined

Nasal Ala-Perialar Defects, 87

16 “Jigsaw Puzzle” Advancement Flap for Repair of a

Surgical Defect Involving the Lateral Nasal Ala, 93

17 Dog-Ear Island Pedicle Flap for Repair of Ala

and Nasal Wall Defects, 99

Part VI Alar Rim, 105

18 Repair of an Alar Defect, 107

19 Reconstruction of a Full Thickness Soft Triangle

Defect, 113

20 A Tunneled and Turned-Over Nasolabial Flap

for Reconstruction of Full-Thickness Nasal Ala

Defects, 119

21 Reconstruction of an Alar Rim Defect, 127

22 Island Pedicle Flaps for Repair of a Nose, Cheek,

and Lip Defect, 131

23 Revisionary Technique for Alar Rim Notching:

The Stair-Step Flap, 137

24 Reconstruction of a Surgical Defect Involving the

Nasal Ala and Alar Crease, 145

25 One-Stage Reconstruction of a Full-Thickness Nasal

Defect Involving the Alar Rim, 151

v



vi Contents

26 Repair of a Defect on the Ala, 157

27 Single-Stage Reconstruction of a Combined Upper

Lip and Nasal Ala Defect, 163

28 Nasal Dorsum Transposition Flap for Closure of an

Alar Rim Defect, 169

29 Bilobed Flap for Full-Thickness Nasal Defect:

A Common Flap for an Uncommon Indication, 175

30 One-Stage Reconstruction Following Complete Alar

Loss, 181

Index, 187



Introduction

The Reconstructive Conundrum section of the journal

Dermatologic Surgery first appeared in the year 2000.

Edited by David Brodland, this section was intended to

focus on teaching points related to closure type, defect

site, and underlying anatomy. Photographs of the defect

to be reconstructed, an immediate postreconstruction

photograph, and two long-term follow-up views were

required, and discussion of the closure specifically

included the authors’ thought process regarding the best

option for repair, as well as possible alternative options

and why they were not chosen. Historical details relevant

to the case were often included in the presentation, and

pearls relating to the specific closure or to reconstruction

in general could be included in the discussion as well.

Over time, awide variety of reconstructive conundrums

have appeared in the journal exploring new directions

with innovative repair options. Dermatologic surgeons in

training, as well as more experienced practitioners, have

found these manuscripts to be a valuable educational

resource. The creativity of the surgeons authoring the

conundrums, as well as the depth and breadth of their

knowledge and experience, as demonstrated by the cases

they present, is both impressive and inspiring.

Our trainees are always looking for texts and atlases

illustrating reconstructive options for difficult defects.

It occurred to us that a collection of the “best of the

best” reconstructive conundrums might therefore be

both interesting and useful as an educational resource

to residents in dermatology, plastic surgery, otolaryngol-

ogy, Mohs surgery fellows, and reconstructive surgeons

still early in their careers. These physicians would most

benefit from a book focusing on critical analysis of tissue

defects and creative approaches to soft tissue reconstruc-

tion. Our intent in putting together such a text is to

compile these cases for easy perusal as it is difficult at

this point of time to view multiple conundrums consec-

utively and efficiently either electronically or in print,

and it seemed to us that an “atlas-like” textbook would

therefore be of value to these groups of readers. Because

the nose is by far the site that tends to cause the most

angst among reconstructive surgeons, as well as the most

common site discussed in these conundrums, it made

sense for the first group of cases to focus on complex nasal

reconstruction.

While the reasoning and thought processes associated

with the accomplishment of each closure are thoroughly

discussed in each published conundrum, there are always

alternative points of view which highlight additional

points and “pearls”. We therefore felt that commentaries

by more experienced reconstructive surgeons would both

complement and supplement the existing text.

To this end, we have compiled a series of 30 outstanding

nasal reconstruction cases published in the Reconstruc-

tive Conundrum section over the past 10 years, grouped

them by nasal subunits, and appended them to commen-

taries of our own. We have sought to include a diverse

group of defects and reconstructions, and in some cases,

we have included our own photographs of similar defects

with contrasting closures to illustrate points relevant to a

particular case.

We hope that you will find this compilation of nasal

reconstructive conundrum cases both educational and

inspirational and that you will enjoy reading them and

thinking about them as much as we have.

Désirée Ratner, MD

Joel Cohen, MD

David Brodland, MD
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I PART I

Nasal Dorsum





1 CONUNDRUM 1

Combined Linear Closure
and Burow’s Graft for a
Dorsal Nasal Defect
Daniel S. Behroozan1 & Leonard H. Goldberg2
1DermSurgery Associates, Houston, Texas
2Department of Medicine (Dermatology), University of Texas, MD Anderson Cancer Center, Houston,Texas

An 80-year-old man with a history of nonmelanoma skin

cancers of the head and neck presented for treatment of

a basal cell carcinoma of the nose. Physical examination

revealed a poorly defined, exophytic, ulcerated nodule

of the mid-dorsal nose. Given the size, location, and

ill-defined margins of the tumor, Mohs micrographic

surgical excision was indicated. The tumor was excised

in three stages with microscopic control. The final defect

was full thickness of the dermis, sparing the underlying

muscle and measuring 3.2 × 2.4 cm on the mid-dorsal,

supratip, and lateral aspects of the nose (Figure 1). How

would you repair this defect?

Resolution

This is an interesting case in that a large defect on the

dorsal nose was created by tumor excision, resulting in

a challenging reconstructive dilemma. Our patient was

experienced with reconstructive options following Mohs

micrographic surgery given his extensive history of facial

skin cancers. His concern with the ultimate cosmetic

outcome, coupled with his insistence on the ease of

postoperative care and rapidity of healing, was the basis

of the resolution of this reconstructive conundrum.

Perhaps the easiest option in this situation would be

a full-thickness skin graft (FTSG). FTSGs are useful for

Reconstructive Conundrums in Dermatologic Surgery: The Nose, First Edition. Edited by Désirée Ratner, Joel L. Cohen and David G. Brodland.

© 2014 American Society for Dermatologic Surgery. Published 2014 by John Wiley & Sons, Ltd.

Figure 1 Anterior view of the nasal defect following Mohs

micro-graphic surgery.

larger skin defects, given their simplicity, good cosmetic

outcome, and lack of distortion of adjacent structures.

The disadvantages of full-thickness grafting include the

need for a donor site offering enough similar quality of

skin for coverage, the possibilities of poor graft take and

3



4 PART I Nasal Dorsum

poor color and texture match at the recipient site, and the

need for a bulky bolster dressing for at least a week. In

addition, given the depth and size of the defect at hand,

a FTSG from the pre- or postauricular region may have

resulted in a large secondary defect, whichmay have been

difficult to close.

Second-intention healing is a time-honored method

of healing that is especially useful for older patients

with loose skin. Granulation and epithelialization of

defects are often expected in 6 to 12 weeks, and the

cosmetic results are often excellent. The advantages of

this technique lie in its simplicity and lack of need for

further surgical procedures for reparative needs. The

disadvantages include the length of time for complete

healing and the need for prolonged daily wound care. In

addition, the cosmetic outcome following contracture of

tissue with large defects is difficult to predict. As such,

wound healing on convex surfaces such as the nose may

result in hypertrophic scarring in the vicinity of free

tissue margins and suboptimal outcomes.

A forehead flap for repair of large defects of the dorsal

nose is another option for postoperative reconstruction.

Many different designs of this two-stage flap have been

described, but the paramedian or midline flaps are most

commonly used and often give the best overall results.

The vascular supply to these flaps is excellent, with good

flap viability. A second procedure 2 to 3 weeks later is

necessary to divide the resulting pedicle, and additional

procedures may be necessary to debulk the flap further.

A secondary donor site on the forehead is created that

may be closed primarily but usually results in a visible

scar. Second-intention healingmay be necessary for larger

secondary forehead donor sites. The main advantage of

this reconstructive option is the large amount of skin

that the forehead provides and its good color and texture

match for nasal skin. Precise and detailed explanation of

postoperative wound care and large bandages that may

be necessary to cover what the patient may perceive to be

a disfiguring flap on the face must be understood prior to

pedicle take-down by the patient and family.

Our experience with vertical linear closures for defects

of the dorsal nose has been outstanding, and, as such,

it has become our closure of choice for midline and

paramedian dorsal nasal lesions. The long-term post-

operative cosmetic results are so good that we have

tried to incorporate this closure for larger defects in

this anatomic location. Tension resulting from closing

larger defects on the nasal dorsum may cause elevation

of the nasal ala. Usually, this elevation is temporary, with

improvement and resolution over the next few weeks.

When there is a slight permanent residual raising of the

ala, patients perceive an enhanced cosmetic look and an

ease of breathing through the nostrils, which may help

with snoring problems at night. Another result of the

midline closure is thinning of the nasal tip, which results

from the removal of the inferior dog-ear from this region.

This has also been perceived by patients as a potential

cosmetic benefit.

When repairing defects of the nasal dorsum, undermin-

ing of the lateral sides of the defect can be done at the

subdermal level or above the cartilage and bone of the

nasal sidewall. At this deep level, the undermining can

be safely carried out onto the maxillary bone and cheek.

This undermining provides a large amount of movement

of skinmedially.Whenusing thiswide undermining tech-

nique, even larger defects can be closed on the nasal dor-

sum.The vertical closure technique is thus more versatile

for defects of larger sizes, which can be closed with excel-

lent cosmetic results.

When a defect on the nasal dorsum is so large that an

attempt to close primarily is unsuccessful, the superior or

inferior dog-ear can be used as an FTSG to complete the

closure. We initially tried to close this defect as a verti-

cal linear closure but found that the superior dog-ear was

needed as an FTSG to complete the closure. This tech-

nique is demonstrated in this case report.

In this case, the large defect following Mohs micro-

graphic surgery could not be closed primarily despite

wide lateral undermining (Figure 2). We chose to recon-

struct this defect with a linear closure combined with a

local Burow’s (dog-ear) graft. A dog-ear was removed

superiorly, and the resulting defect was closed in a lin-

ear side-to-side fashion using 5-0 subcutaneous buried

poliglecaprone (Monocryl) sutures (Figure 3).

The Burow’s (dog-ear) graft was then sutured centrally

into the area of the defect that could not be closed pri-

marily. To graft the dog-ear, 6-0 nylon (Ethilon) running

sutures were used (Figure 4), and a bolster dressing

was applied. The bolster dressing and sutures were

removed after 1 week; the graft was pink, with 100% take

(Figure 5).

Four-week follow-up results are shown in Figure 6.

Elevation of the nasal ala is imperceptible, and the

nasal passages are widely patent (Figure 7). The use of



CONUNDRUM 1 Combined Linear Closure and Burow’s Graft for a Dorsal Nasal Defect 5

Figure 2 Anterior view showing inability to completely close the defect

primarily.

local-tissue skin grafts from the nose allows for excellent

cosmesis, with precise color and texture match. The

patient was very pleased with the appearance of his

nose and has not required further follow-up for scar

revision.

Figure 3 Removal of superior and inferior dog-ears prior to use as a

full-thickness skin graft centrally.

Conundrum keys

· Large defects of the nose can be particularly challeng-

ing, but there are a vast number of reconstructive options

for repair.

(a) (b)

Figure 4 Anterior (a) and lateral (b) views of combined linear closure with a Burow’s graft centrally.
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