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Reconstruction of a full-thickness alar defect using 
a nasolabial flap combined with hinge flap  
Reconstrução de defeito de espessura total em asa nasal utilizando 
retalho de transposição do sulco nasogeniano combinado com 
retalho em dobradiça

ABSTRACT
The nasal region is a frequent site of keratinocyte carcinomas. Its peculiar anatomy, con-
tour, and three-dimensionality make surgical repair challenging. Eventually, in situations of 
greater complexity, a single technique may not be sufficient to restore the original anatomy, 
requiring the association of methods. This article describes a strategy for reconstructing a 
full-thickness alar defect, including the nasal margin, based on the combination of a nasola-
bial transposition flap with a hinge flap. It is a safe procedure, dependent on the mobilization 
of local tissue and performed in a single surgical procedure.
Keywords: Surgical flaps. Nose neoplasms. Skin neoplasms. Mohs surgery. Carcinoma,  
basal cell

RESUMO
A região nasal é local frequente de carcinomas queratinocíticos, e sua anatomia, seu relevo e sua tridimension-
alidade peculiares tornam o reparo cirúrgico desafiador. Eventualmente, em situações de maior complexidade, 
uma única técnica pode não ser suficiente para a restauração da anatomia original, sendo necessária a asso-
ciação de métodos. Neste artigo, descrevemos uma estratégia para reconstrução de defeito de espessura total em 
asa nasal, incluindo margem nasal, a partir da combinação de retalho de transposição do sulco nasogeniano 
com retalho em dobradiça. Trata-se de um procedimento seguro, dependente da mobilização de tecido local e 
realizado em um único tempo cirúrgico.
Palavras-chave: Retalhos cirúrgicos. Neoplasias nasais. Neoplasias cutâneas. Cirurgia de Mohs. Carcinoma  
basocelular
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INTRODUCTION
The nasal region is a frequent site of keratinocyte car-

cinomas. The nose’s peculiar anatomy, contour, and three-di-
mensionality make surgical repair a challenge. The treatment 
aims to achieve the oncological cure with maximum functional 
preservation and good aesthetic result since unsightly scars and 
post-operative deformities can cause psychological impact. The 
choice of the method for closing the surgical defect will depend 
on its size and location. Occasionally, in complex scenarios, asso-
ciating techniques may be necessary to restore the original anat-
omy.1,2 In this article, we report the single-stage reconstruction 
of a full-thickness nasal alar defect, including the nasal margin, 
combining two techniques: the nasolabial transposition flap and 
the hinge flap.

CASE REPORT
A 61-year-old woman presented an erythematous 

plaque, depressed, poorly defined, and infiltrated in the left na-
sal wing, measuring 0.5 cm x 0.5 cm. The lesion was adjacent 
to a scar resulting from surgery to remove basal cell carcinoma 
(BCC), unspecified subtype, in the nasal wing 14 years earli-
er, approached by conventional technique with bilobed flap 
closure. Histopathological examination, obtained by incisional 
biopsy, showed infiltrative BCC with associated perineural in-

vasion. Considering the possibility it was a recurrence, in addi-
tion to the aggressive histological subtype, perineural invasion, 
and high-risk location, we chose the treatment according to the 
Mohs micrographic surgery (MMS) technique. 

The lesion was submitted to MMS, under local anesthe-
sia, with free surgical margins in the second stage, resulting in a 
full-thickness surgical defect in the left nasal wing, including the 
nasal margin (Figure 1). Given the complexity and dimensions 
of the defect, we repaired the lesion combining two techniques: 
the nasolabial transposition flap, to recompose the nasal roof, and 
the hinge flap, to reconstruct the nasal floor. For the hinge flap, 
the Burow triangle provided the “dog ear”, formed during the 
execution of the nasolabial transposition flap. This triangle was 
incised superiorly to the defect, preserving a deep pedicle in its 
distal portion. The area that would be neglected was de-epithe-
lialized, and the pedicle was folded back to form the nasal lining. 
Then, the nasolabial transposition flap was incised according to 
the usual technique and positioned over the hinge flap, creating 
the external coverage of the nasal wing. On the nasal margin, 
both flaps were sutured edge-to-edge (Figure 2). 

The patient presented a good postoperative evolution, 
with satisfactory outcomes from the functional and aesthetic 
perspectives.

Figure 1: A and B - Demarcated 
lesion with dermoscopic aid in 
the left nasal wing. Marking of 
2 mm margin and nicks; 
C - Surgical defect after 
removing the specimen with a 
small margin in the first stage, 
presenting residual tumor; 
D - Final surgical defect, full-
thickness, with free margins in 
the second surgical stage
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DISCUSSION
High-risk keratinocyte tumors, as described in the case, 

are ideally addressed by MMS. The method allows an assessment 
of the surgical margins close to 100%, showing higher cure rates 
and lower recurrence rates when compared to the convention-
al technique, which uses sample analysis. Also, it provides the 
preservation of healthy tissue, an essential factor in approach-
ing noble areas.3,4 However, even when achieving maximum 

tissue conservation, reconstruction of the nasal region remains 
challenging. It becomes even more complicated in extensive or 
complex cases, such as the one reported, where the tumor exci-
sion resulted in a full-thickness defect in the nasal wing involv-
ing the nasal margin.

Repair of full-thickness nasal defects should include re-
making of skin coverage, inner lining, and structural support as 

Figura 2: A - Incision of the Burrow triangle, 
superior to the surgical defect, in a neglected 
area, with the movement of the transposition flap 
of the nasogenian sulcus; 
B - Detachment of the triangle, maintaining a 
deep distal pedicle; 
C - Triangle hinged to form the nasal floor; 
D - After positioning the triangle and suturing the 
adjacent tissues, the nasolabial transposition flap 
is programmed; 
E - The flap is incised following the nasolabial fold. 
After releasing the deep planes, the secondary 
defect is closed by suture planes;
F - Transposition movement of the flap over the 
nasal floor, created from the hinge flap; 
G - After suturing the adjacent tissues, the flap 
length is corrected and, at the level of the nasal 
margin, its distal portions were sutured edge-
to-edge; 
H - Immediate postoperative
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refinement due to tissue thickness that compromises aesthetics 
and also affects functionality, as narrowing of the nostril impairs 
breathing.8,1

It is essential to emphasize that the hinge flap technique 
requires a meticulous examination of the donor area. The region 
must have the least possible actinic damage to avoid neoplasm 
development in the future since, when being hit to form the na-
sal floor, it will occupy a complex place to assess and follow-up. 
Also, it is fundamental to ensure that the margins do not pres-
ent residual neoplasia not to transfer tumor tissue into the nasal 
cavity.5 The approach using the MMS technique, as in the case 
described, is more likely to achieve this result.

We believe that the reported flap combination offers ad-
vantages over other available surgical techniques, including ex-
ecution in a single surgical procedure, performance under local 
anesthesia, lower risk of necrosis than skin graft, less bleeding 
than flaps from the nasal cavity, and relative skin preservation. It 
saves the tissue reservoir of the forehead, which would be used 
in the FPF.

CONCLUSION
The combination of the nasolabial transposition flap 

and the hinge flap represents a good option for reconstruct-
ing full-thickness alar defects, including those affecting the nasal 
margin, with satisfactory aesthetic and functional outcomes. It 
is a safe method, dependent on the mobilization of local tissue 
for its execution, and performed in a single surgical time, thus 
reducing the costs and morbidity inherent to additional proce-
dures. l

needed.5,6 Failure to provide adequate mucosal support in more 
significant defects can lead to scar contraction and/or flaws in 
overlapping flaps or grafts structure, making this step the most 
critical of the procedure.

Currently, the literature describes several techniques to 
repair minor defects involving the mucosa, such as the hinge flap, 
frontal paramedian flap (FPF), full-thickness skin graft (FTSG), 
and bipedicled vestibular advancement flap. In cases of more 
extensive involvement, FPF, FTSG with an overlapping FPF, or 
intranasal flaps (septal mucoperichondrial hinge flap, composite 
septal chondromucosal flap) are alternatives. Intranasal flaps must 
be performed under sedation or general anesthesia. However, 
the other options mentioned can be successfully implemented 
under local anesthesia in selected cases.7

Most procedures include cartilage graft to allow tissue 
support and prevent nasal valve movement during inspiration. 
Nevertheless, its use is not mandatory, as in the case used in this 
report. The hinge flap, with its distal portion sutured to the re-
maining tissues and folded against the transposition flap to make 
the nasal fold, promotes an adequate tent effect, allowing free air 
passage through the nostrils. The tissue layout, forming a “sand-
wich” by combining the hinge flap with the nasolabial trans-
position flap to cover the skin, promoted adequate structural 
rigidity, preventing its collapse during inspiration.8,9

Spear et al. described a flap option in 1987, and more re-
cently, Cook published it in detail, which allows reconstruction 
without cartilage graft. Although it was initially described as a 
one-time reconstruction, it may require a second surgery for 

Figura 3: A and B - Clinical aspect on the seventh postoperative day, with removal of the stitches. C) Clinical aspect on the fourth postoperative week
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