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Abstract: Closure of nasal defect remains a challenge for surgeons. There are several
ways to do nasal reconstruction, including donor site for nasal reconstruction due to its
vascularity that is superior to other areas. Methods: This is a case report of a 75-year old
male patient with Squamous Cell Carcinoma on his left nostril who underwent wide
excision. This action left a 4-cm defect, whilst the nasal septum remained intact. This
defect closure was using V-Y advancement full thickness nasolabial flap in one step. This
defect closure was using V-Y advancement full thickness nasolabial flap in one step.
Results: The defect closure was performed with tum over local (nasobialis) flap from the
left side of the nasal cartilage. The superiority of this flap, it is able to be performed
bulking, so that closure with turn over local nasolabial flap has been a sole option in
nostril reconstruction for decades, which gave very good cosmetic results. After being
followed for 1 month after surgery, the flap was viable, the contour was well formed, the
scar was minimal, and there was no respiratory disruption. The patient was satisfied by
the results. Conclusion: Nasolabial turn over local flap can be used as an option to close a
relatively wide nostril
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l. Introduction

Squamous Cell Carcinoma of the face and neck is quite common, due to direct
exposure to ultraviolet rays [1][7]. The mainstay of treatment for these malignancies is
wide excision and usually difficult to do primary suture, especially in nasal region with its
unique shape deeply attached to the nasal cartilage, makes it more complicated to do the
reconstruction [2][6]. Nostril consists of 4 layers, the most outer layer is skin, then
sequentially, inner nasal layer, cartilage, and fibrous fatty tissue [6]. There are several
ways to perform defect closure on nostrils, including forehead flap and nasolabial flap. In
fact, nasolabial is an ideal donor site for nasal reconstruction due to its vascularity that is
superior to other areas. Although the nasolabial flap is an old method, it still often being
used as it has superiorities such as; being done in one stage, possibly being done under
local anesthesia, being performed quite easily, requiring relatively short duration of
surgery, providing a full thickness donor, and minimal scarring [2][4].

Il. Research Methods

A 75-year-old male patient complaint about Squamous Cell Carcinoma on his left
nostril with 4 cm diameter was performed wide excision including a 6 mm safety margin at
DR. Soetomo Teaching Hospital, Surabaya, and East Java, Indonesia. This action left a
defect on the left nostril, approximately 5 cm in diameter, which did not pass through the
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nasal septum. It remained intact, so V-Y advancement nasolabial flap was the most
suitable choice to cover the defect. This defect closure was performed in one step
simultaneously after wide excision under general anesthesia for patient's comfort. The
incision design was drawn by drawing 2 lines along 10 cm length starting from the most
superior border of the defect and the second line starting from the inferior border of the
defect which met at the lateral border of the left nasolabial sulcus by both of those lines
forming a 300 degrees angle. The incisions were made according to that design. The flap
was taken full thickness, by which reached the buccal mucosa. Then the flap was pulled
towards the defect, the donor area was treated with primary suture. All area was sutured by
interrupted sub dermal sutures with 5-0 absorbable and interrupted sutures with 6-0 non-
absorbable monofilament for the skin. Duration of surgery was 40 minutes.

Postoperatively, the flap was evaluated for changes in color, viability, and capillary
refill time periodically. The patient was given antibiotic and analgesic therapy, and was
getting wound toilet every 3 days with modern dressings. The patient was discharged on
the third day postoperative. The flap was viable, no signs of necrotic and infection.
Furthermore, the skin sutures were removed on day 7. After 2 weeks postoperatively, the
flap remained viable, minimal scarring, minimal bulking, and no surgical wound infection.
Patients were advised to avoid sun exposure for better scarring.

Figure 1. Clinical Picture of the Patient (a) Pre-surgery (b)Post-wide excision defect (c)
V-Y Advancement (local) Nasolabial Flap Design (d) Post-covering Defect with Full
Thickness Nasolabial (local) Flap

—_—

Figure 2. Clinical Postoperative Picture. Flap was Viable, No Active Bleeding, No
Hematoma, Good Healing
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I11. Discussion

Facial reconstructive surgery has a wide variety of options with their advantages and
disadvantages. To choose a reconstruction for nasal defects, especially for nostrils, is a
challenge for surgeons. To appear normal, it must have the proper dimension, volume,
position, projection, symmetry and it is a best choice using autogenous tissue [9]. In this
case study, the authors chose a turn-over local (nasolabial) flap from left side to close the
defect on left nostril. Of course, the choice of reconstruction must still be in accordance
with the standard choice of wound closure; primary closure is preferred, then skin graft or
the flap can be selected if primary or graft closure is not possible. However, the defect
structure in this case and its location on nostril was not able to be closed primarily.
Selection of a full thickness skin graft in such a case could give a prominent scar,
inappropriate skin contour and colour, requiring further reconstruction [6][7].

Nasiolabial flap itself is divided into 5 kinds depending on the composition; skinless
flap, epidermis-dermis flap, epidermis-dermis-subcutaneous flap, myocutaneous flap, full
thickness flap (which consists of skin to buccal mucosa). Its selection can be adjusted to
the defect that needs to be patched. In terms of selecting the artery that is the main supply
of this flap, several options can be made; the facial artery located on the inferior part of the
flap, the angular artery located on the superior part of the flap, the lateral nasal branch of
the facial artery located in the medial part of the flap, and the infraorbital artery (branch of
the maxillary artery). This selection is based on the findings at surgery that can be
identified in advance during the operation using Doppler ultrasound. Based on the transfer
direction, the nasolabial flap is divided into VY advancement flap, rotation flap which is
the main choice for reconstruction on upper lip area, transposition flap, and tunnelized flap
which usually being selected for the defect area relatively far from the donor so that the
donor area needs to be undermining to minimize distance between donor and recipient [4].

In this case, a full thickness V-Y advancement nasolabial flap was selected
according to the defect. Turn over local (nasolabialis) flap can be performed under local
anesthesia, can be done in one stage, high vascularization, minimal bulking so that closure
of the wound defect with this kind of flap has been the method of choice in nostril
reconstruction for decades, which was cosmetically excellent due to the same skin tone
and minimal donor site morbidity [2][3][9]. In this case, the operator performed a wide
excision with 6-mm safety margin due to the tumor was larger than 2 cm [5]. There was no
studies stated about maximum defect size possible to be closed using this method,
however, one study stated that the donor area with a maximum width of 5 cm was possible
to be closed primarily by firstly undermining the donor site [3].

The complications of nasolabial flaps include temporary flap congestion, bulking,
alar retrusion, and flap necrosis. However, with good surgical technique, well precise
thickness of donor flap, minimization of injury to the vascular tissue around the flap are
key to minimize the risk of those complications. In a study conducted by Bilal et al. in
2014 on 56 patients who underwent nostril reconstructions with similar method, these
complications were minimal [3]. Last but not least, esthetic is also great importance in
performing nasal reconstruction [7].

After being followed for 1 month after surgery, the flap remained viable, the contour
was well formed and looked symmetrical, acceptable scarring and bulking, also there was
no disruption in breathing, so that the patient was quite satisfied with the results of his
nostril reconstruction.
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Figure 3. Clinical Picture of the Patient 1 Month aft‘er Surgery. Flap Remained Viable,
Good Wound Healing, Acceptable Scarring and Bulking

IV. Conclusion

Nasolabial turn over local flap can be used as an option to close a relatively wide
nostril defects. It has same skin colour, good vascularity, acceptable scarring and bulking,
satisfying aesthetic value, and does not require very high skills to perform it. With good
surgical technique, well planned flap design, and minimization of injury to surrounding
tissues, complications such as alar retrusion, flap necrosis, and flap congestion are possible
to be avoided.
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