Reconstructing surgical defects of the
nasal tip in a single-stage procedure
Reconstrucdo de defeitos cirurgicos da ponta nasal em tnico tempo

ciruargico

DOIT: http://dx.doi.org/10.5935/scd1984-8773.201684884

ABSTRACT

Repairing surgical defects of the nasal tip is challenging, mainly because of the lack of
freely mobile skin available peripherally. The Peng flap is a one-stage cutaneous flap that
circumvents this difficulty by recruiting skin from the nasal dorsum and sidewall regions.
The design produces a tridimensional shape perfectly adapted to the conFiguretion of
the nasal tip and allows for an inconspicuous closure of the defect. Herein, we describe a
modified version of a Peng flap in a single-stage procedure, performed in three patients
subjected to excison of basal cell carcinomas.
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RESUMO

A reconstrugdo de defeitos ciriirgicos envolvendo a subunidade da ponta nasal coloca desafios particulares
ja que essa regido é rodeada de pele de dificil mobilizagdo. O retalho de Peng é retalho cutdneo passivel
de ser executado num tinico tempo cinirgico que ultrapassa essa dificuldade mobilizando pele do dorso
e das vertentes laterais do nariz. O seu desenho permite alcangar forma tridimensional adaptada a
conFiguregio da ponta nasal e produz excelentes resultados estéticos. Descreve-se a realizagdo de uma
modificagio do retalho de Peng em iinico tempo ciriirgico, em trés pacientes submetidos a excisdo de
carcinomas basocelulares.
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INTRODUCTION

Basal cell carcinoma (BCC) is the most common non-mel-
anoma skin cancer affecting the head and neck regions. ' Nearly
80% of all BCCs arise in the facial region, with up until 30% of
these, occurring in the nose. * Surgical excision is the treatment
of choice; however, it is often challenging to close the surgical de-
fects when they are located in the nasal tip, mainly due to the lack
of elastic and mobile skin at the defect’s periphery so that direct
suture can be performed.

METHODS
This paper describes 3 cases of women with full thickness
surgical defects located in the nasal tip, resulting from the excision
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of BCCs, in which the used reconstructive technique was a
modified version of the Peng flap.

The purpose of the present article is to describe this
reconstruction technique, demonstrate its aesthetic results and
discuss its surgical applicability in light of the literature and the
authors’ experience.

Three patients bearing BCCs in the nasal tip (nodular,
micronodular and morpheaform types, respectively) underwent
wide excision of the tumors. In two of the cases the remov-
al of the BCC and the closure of the surgical wound were
performed in one surgical time. In the other case, due to the
morpheaform lesion’s poor delimitation, the BCC was excised
in the first surgical time, with the closure being performed in
a second surgical time, after margins free of neoplasia were his-
tologically confirmed.

The post-excisional defects measured between 1.6cm
and 2.0cm horizontally and between 1.6cm and 2.2cm ver-
tically (Figures 1A, B and C). The intraoperative steps of the
closure technique were as follows (Figure 2):

e The flap was demarcated with the incision beginning
in the surgical defect’s distal margins, continuing laterally and
superiorly, along the ala nasi folds and the transition between
the nose’s lateral region and the malar region;

e Local with 1% lidocaine was performed in the nasal
pyramid;

e After the incision of the skin was carried out, the flap
and the surrounding skin were separated from the subcutane-
ous plan. Meticulous hemostasis was performed at this moment
aimed at avoiding any bleeding or hematoma that might com-
promise the flap’s survival;

e The distal extremities of each of the flap’s “arms” were
trimmed (in order that a thickness adequate to the defect could
be obtained) and sutured in place using resorbable subcutane-
ous sutures 4-0;

e The excess of triangular skin in the center of the flap’s
“arms” were removed later on. (Note: in midline defects, the
triangle’s direction should be vertical, while in eccentric defects
it must be directed obliquely towards the wider “arm” of the
flap);

e Once the deep resorbable sutures are completely put
in place along the flap’s limits, the removal of the redundant
tissue in the eye’s medial epicanthus area is sometimes necessary
in order to prevent “dog ear” deformities;

e Finally, the epidermis was approximated using non-re-
sorbable sutures 5-0 with the proper eversion of the wound’s
edges;

e The non-resorbable sutures were removed between 8
and 10 days after the procedure, and the patients re-evaluated
monthly for the first 4 months.

RESULTS

The postoperative recovery was uneventful. Figures 1D,
1E and 1F depict the outcomes 4 months after the reconstruc-
tive surgery, with absence of any distortion of the nasal anatomy
and with excellent aesthetic results.
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DISCUSSION

The reconstruction of surgical defects in the nasal tip pos-
es particular difficulties given the three-dimensional shape form
the latter and the limited area from which to mobilize skin with
similar characteristics (thickness, color and adnexa composition).
The more frequently used closure methods in this location are:
the primary closure (small defects), cutaneous flaps (bilobed flap,
dorsal-nasal glabellar flap, Rintala flap, bilateral rotation flap and
frontal paramedian flap), and skin grafts.

The Peng cutaneous flap is seen as an advancement and
rotation flap that was initially described by Peng et al. in 1987.°
This flap’s fundamental concept is a “pincer-like” modification
applied to the Rintala flap (linear advancement flap starting in
the glabella and dorsum of the nose), classically used to repair
defects on the nasal dorsum and tip. > This modification allows
the closure of larger defects in the nasal tip, taking advantage of
the skin excess in the lateral wall of the nose, and improves the
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FIGURE 1: A, B and C - Surgical defect, after the excision of the BCCs in the
nose (Note: the image of last BCC was recorded 2 weeks after the excision of
a morpheaform BCC aimed at obtaining histological confirmation of the free
margins). D, E and F - outcomes 4 months after the surgery



Nasal tip reconstruction
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FIGURE 2: A - Surgical defect in the nasal tip after widened excision of the
BCG; B - Once the incisions were carried out, the flap is elevated in the sub-
cutaneous plane. Meticulous hemostasis should to be performed n this
phase; C - After the suture of the flap’s ends, the excess of central tissue is
removed, and once the deep resorbable sutures are put in place, the epi-
dermis is closed with non-resorbable sutures. D - Outcomes 4 months after
surgery

flap’s survival, since it reduces the length and widens the pedi-
cle’s base. Furthermore, the medial rotation movement in its two
“arms” produces a convex configuration that perfectly adapts to
the nasal tip’s three-dimensional shape. *

In 1995, Rowe et al. proposed to begin the incisions of
the flap’s two “arms” more distally regarding the defect, thus re-
ducing the extent of the flap’s advancement. * More recently,
Ryan et al. added another modification, placing the incisions
more laterally along the transition between the nose and the
cheek. In most of the total thickness defects in the nasal tip that
the authors have performed in their care service practice, they
have implemented the last version of the modified Peng flap.
This is not only due to the fact that the pedicle’s base is larger
therefore improving the flap’s survival, but also because it pro-
duces better aesthetic outcomes since the incisions are placed
along the junctions between different facial aesthetic units. °
Moreover, this flap’s symmetrical shape minimizes the risk of
asymmetrical distortion of the nose, especially of the nasal ala,
a complication sometimes observed in other flaps used in the
nasal tip. *

In the authors” experience with more than 20 patients
who underwent this procedure, the Peng flap led to excellent
results in medium/large nasal tip defects, whether paramedian or
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located in the midline. It still leads to good outcomes in defects
simultaneously involving the distal portion of the nasal dorsum
and the tip of the nose. However, the authors’ opinion is in line
with that of others, who advocate that this flap is not suitable for
most defects aftecting more than 50% of the nasal tip subunit
or deep defects involving cartilage. In these cases, the addition-
al volume of frontal paramedian flaps, skin grafts or composite
techniques, should be considered. The authors of the present pa-
per did not observe cases of distortion or complications with
this technique; nonetheless, this flap is not exempt from possible
complications. In addition to cases of partial necrosis and infec-
tion, cases of elevation of the nasal alae have been described in
larger defects, as well as asymmetries in eccentric defects, cor-
rected by this technique. **

CONCLUSIONS

In conclusion, this modification of the Peng flap is a re-
constructive technique for defects in the nasal tip, even when
they extend up until the nasal dorsum, being capable to be ex-
ecuted in a single surgical time. This flap usually leads to excel-
lent matching of color and texture with the perilesional skin,
preserves the nasal architecture and results in minimum surgical
scars, which are camouflaged in the transition lines between fa-
cial aesthetical subunits. Thus, the authors of the present paper
are of the opinion that this is an essential tool for the dermato-
logic surgeons’ armamentarium for reconstructing defects in the
nasal tip. e
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