
330

Melolabial interpolation flap with ear 
cartilage graft in the reconstruction 
of nasal defect caused by basal cell 
carcinoma 
Retalho interpolado do sulco melolabial com enxerto de cartilagem 
auricular em reconstrução de defeito por carcinoma basocelular 
nasal

DOI: http://www.dx.doi.org/10.5935/scd1984-8773.20191141474

ABSTRACT
Reconstruction of the nasal area is a challenge due to its vascularization and abundance 
of fibrotic tissue. Graft in a large defect in the nasal area has a high risk of necrosis and 
often produces deformity and color mismatch. We report the case of a 65-year-old man 
with basal cell carcinoma in the left nasal ala. Mohs surgery was performed, obtaining free 
margin. The final defect measured 2 cm in diameter with partial loss of skin thickness. The 
combination of a melolabial interpolation flap and an ear cartilage graft was used, with 
excellent results. This combination led to good structural and aesthetic results. 
Keywords: Surgical Flaps; Bone transplantation; Ear cartilage; Carcinoma, Basal cell

RESUMO
A reconstrução da área nasal é um desafio devido à vascularização e à abundância de tecido fibrótico. 
O enxerto em defeito grande na área nasal tem alto risco de necrose e, frequentemente, produz de-
formidades e diferenças na coloração da pele. Relata-se o caso de paciente masculino de 65 anos com 
carcinoma basocelular na asa nasal esquerda. Foi realizada cirurgia de Mohs, obtendo-se margem livre. 
O defeito final mediu 2cm de diâmetro com perda parcial da espessura cutânea. Foi utilizada a com-
binação de retalho interpolado do sulco melolabial com enxerto de cartilagem auricular, com excelente 
resultado. Esta combinação levou a bom resultado estrutural e estético.
Palavras-chave: Retalhos cirúrgicos; Transplante ósseo; Cartilagem auricular; Carcinoma, basocelular  
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INTRODUCTION
The nasal ala is a common area for skin cancer and often 

represents a challenge for cosmetic reconstruction after Mohs 
surgery.1 Frequently, the closure of a defect after the removal of 
a basal cell carcinoma in the nasal ala results in deformity due to 
the defect itself and/or invasion of the underlying tissue by tu-
mor cells. Therefore, different techniques are needed to close the 
defect and preserve the anatomy of the nasal ala. One technique 
for maintaining the alar contour involves collecting auricular 
cartilage, which can to provide structural support for the nostril. 
The graft alone, to reconstruct a large defect in the nose, is not 
the treatment of choice, because it presents a high risk of ne-

Surg Cosmet Dermatol. Rio de Janeiro v.11 n.4 ouc-dec. 2019 p. 330-3.

http://www.dx.doi.org/10.5935/scd1984-8773.20191131241


tension in the area.5 Most of the nasal structure consists of con-
nective tissue and sebaceous glands, but subcutaneous fat is la-
cking.6 Any defect in this area can seriously affect facial features. 
Geriatric patients have enough redundant malar tissue to allow 
the reconstruction of a nasal defect left by malignant cutaneous 
neoplasia up to 2.5cm wide. The choosing of the flap design is 
essential to minimize alar distortion.7

The nasolabial transposition flap is an excellent choice to 
close the defect, particularly in nasal ala 1.5-2.0cm in diameter.8 
The melolabial region comprises the melolabial groove, from 
the nasal ala to the labial commissure, and the redundant malar 

crosis,2 in addition to resulting in differences in pigmentation.3 
Flaps are preferred, leading to more satisfactory results in terms 
of contour and colors.4 We report here a successful case of appli-
cation of a melolabial interpolation flap in the reconstruction of 
a defect due to removal of basal cell carcinoma in the nasal ala.

CASE REPORT
A 65-year-old male patient, a farmer, was treated at the 

Dermatology Outpatient Clinic of Dr. Wahidin Sudirhusodo 
Hospital, South Sulawesi, Indonesia, with basal cell carcinoma 
confirmed by biopsy in the left nasal ala. The first step in the 
reconstructive surgery was the design of the nasolabial flap with 
a 4:1 length-to-width ratio. Aseptic and antiseptic procedures 
were performed under local anesthesia, and modified Mohs mi-
crographic surgery was performed 5mm from the tumor margin, 
with a negative surgical margin. The final defect measured 2cm 
in diameter, with loss of the total thickness of the skin. We per-
formed a medial interpolated flap in two stages, combined with 
an auricular cartilage graft used as an alar support structure.

1st stage. Initially, the interpolation flap was designed, so 
the final suture was located in the melolabial groove. Two inci-
sions were made up to the subcutaneous tissue, from the naso-
labial fold to the tip of the previously demarcated flap. The la-
teral incision was made to leave a pedicle base of approximately 
1.5cm, while the medial incision followed the nasolabial fold. 
The distal end of the flap was dissected to the base of the pedicle, 
with progressive depth, to separate it from the underlying fascia, 
ensuring generous vascularization, sufficient to supply the flap. 
The distal end should be less thick than the base of the pedicle, 
to compromise the vascularization. The pedicle was then rotated 
to cover the defect, with the border constituting the internal 
area of the nostril. Adequate transposition is required, and the 
pedicle should not be rotated more than 90 degrees to avoid 
affecting the nutrient vessels. The cartilage donor site was the 
left posterior auricular area (concha), measuring 0.7cm x 2cm, 
with sufficient auricular cartilage to provide structural support 
to the nasal ala and giving symmetry to the nostrils, in addition 
to a curvature similar to the nasal ala itself. The auricular car-
tilage was fixed with 5-0 mattress stitches (Figure 1). The flap 
was then rotated to cover the cartilage. After detaching the skin 
around the donor site, the two wounds (from the donor site and 
the reconstruction) were closed with simple 5-0 non-absorbable 
sutures (Figure 2). The sutures were removed from the nasal and 
ear wounds 10 days after surgery. The patient was then submitted 
to the second stage of surgery. The base of the flap was divided, 
and the defect was sutured with non-absorbable sutures. The 
proximal portion of the flap and the receiving area were gently 
trimmed before insertion. The flap was accommodated to fit the 
defect and then sutured. The success of the surgery was verified, 
with the symmetrical nasal ala and color similar to that of the 
neighboring tissue (Figure 3).

DISCUSSION 
The nasal ala reconstruction has been a challenge for cos-

metic repair due to the peculiar anatomy and the lack of skin 
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Figure 1: A- Trapezoid 
shaped drawing. B - Defect 
due to basal cell carcinoma 
located in the left nasal aka, 
measuring 2 cm in diameter

Figure 2: A - Cartilage graft 
removed from the concha 
of the left posterior auricu-
lar region, using 5-0 non-ab-
sorbable sutures. 
B – Defect closed with sim-
ple interrupted sutures, 
using non-absorbable 5-0 
sutures

A

B

A

B



tissue. Eventually, the flap is called “nasolabial”, but the term 
“melolabial” is more anatomically accurate.9 The melolabial 
groove has skin that is sufficiently flaccid to cover the nasal ala, 
and the underlying fat has a strong tendency to contract.8 The 
location of the donor site, close to the surgical defect, supports 
the interpolated flap. It consists of a pediculated skin flap, based 
on the rotation of a skin fragment that ensures the irrigation. It 
is indicated for a defect in an area where there is insufficient skin 
that can be moved for closure or with lack of vascularization, 
particularly on cartilaginous or bone surfaces.10

The interpolated flap of the melolabial groove has a rich 
vascularization, including the angular artery, superior labial ar-
tery, infraorbital artery, and dorsal nasal artery. The rich vascula-
rization, the mobility of the malar skin tissue, and the low risk of 
ischemic failure make this technique preferred for defects with 
less than 2.5cm in diameter.7 Melolabial interpolated flaps have 
good cosmetic results since the scar is hidden in the anatomical 
perinasal fold. The technique can be used in combination with 
local cartilaginous grafts to provide structural support and per-
meability of the nasal airways.7

The contraction of the wound may occur at the defect 
site, so the donor site must be smaller than the primary defect. 
This minimizes the so-called trapdoor effect during the healing 
phase.11

The most frequent cause of flap failure is the torsion of 
the pedicle, which can happen accidentally during surgery. 12,13 
Correct transfer and placement of the flap are critical in the 
apposition of the flap with the adjacent tissue. Pedicle torsion 
may also occur during flap transfer, leading to reduced vascu-
larization.13 The increased resistance of the vascular wall due to 
torsion of the pedicle leads to a slowing of blood flow, causing 
endothelial damage and finally resulting in the formation of a 
thrombus.14-17

The auricular cartilage graft is flexible, and presents si-
milar characteristics in terms of curvature, therefore providing 
ideal structural support for the nostril. This combined treatment, 
a nasolabial flap with composite auricular graft, has been widely 
used, with several advantages. The combined technique is relati-
vely easy to learn. It allows the reconstruction of larger defects, 
up to 2.0cm x 2.5cm, and gives better compatibility in terms of 
contour and coloring with the original tissue. The composite 
auricular graft is richly vascularized, which ensures a quicker 
grip and optimal graft survival.18 The cartilaginous graft is not 
restorative, but only provides structural support, including the 
maintenance of the nasal airway and the contour, also preventing 
tissue contraction.19 However, due to the malar tissue's turgor, 
cartilage graft may not be necessary, even in more substantial 
defects, except when the alar defect appears to be more prone 
to collapse.20

CONCLUSION
The melolabial interpolation flap is one of the preferred 

techniques for closing the defect due to basal cell carcinoma in 
the nasal ala. The combination with auricular cartilage graft im-
proves the cosmetic result. Careful planning and meticulous re-
construction techniques are necessary for the outpatient setting.
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Figure 3: A e B - Control 
images after two weeks and 
four months
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