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AnATOMIcAl-SURGIcAl ASPecTS In The TUMORS OF The nASAl PyRAMID (Ab-
stract): Reconstruction of facial skin defects can be a real challenge for the surgeon. local skin 
flaps represent an optimal method of repairing facial skin defects due to tissue similarity as well 
as their availability. The nasal pyramid has a rigid, inextensible structure, which makes it neces-
sary to use relatively large flaps, sometimes cut even from the nasal skin, so that there are no 
obvious scars or changes in the nasal symmetry, easily noticeable. Our retrospective study was 
carried out on a batch of 32 patients with tumour formations located at the level of the facial 
tegument. The objective was to identify morphological, functional and aesthetic results of the 
medical management in flap nasal reconstruction that consistently provide better aesthetic and 
functional results. The use of facial skin for the plasty of facial defects is ideal and is preferable 
when possible, the aesthetic results being close to ideal. Key-words: nASAl PyRAMID, nASAl 
RecOnSTRUcTIOn

INtROductION
Reconstruction of facial skin defects can be 

a real challenge for the surgeon. Its success 
requires an adequate knowledge of the anatomy 
and physiology of the skin layers, facial aesthet-
ics, careful analysis of the defect and espe-
cially the knowledge and evaluation of multiple 
options regarding the reconstruction method 
(1,2).

local skin flaps represent an optimal meth-
od of repairing facial skin defects due to tissue 
similarity as well as their availability. They can 
be used for most skin defects following tumour 
excision. Their use in case of the loss of small 
and medium size mass is limited only by the 
surgeon’s imagination and experience (3,4).

In order to obtain the best aesthetic and 
functional results, we follow certain principles 
valid for all types of local flaps used in the case 
of facial defects (5).

Preoperative planning of the desired recon-
struction method is required, as well as addi-
tional considerations of alternative methods that 

may be used in the event of an unforeseen situ-
ation. The excision of malignant skin lesions 
within oncological limits should not be limited 
in any way by the reconstruction method (6,7).

The approach of the skin reconstruction is 
realized by carefully analysing the characteris-
tics of the defects as well as those of the tissues 
in the immediate vicinity. The colour, elastic-
ity and texture of the cutaneous defect as well 
as the neighbouring tissues are important in 
order to obtain superior aesthetic results. All 
of these are depending on the location of the 
defect that may interest one or more facial 
aesthetic subunits (8,9).

Regarding the complexity of the reconstruc-
tion, we are interested in the size, depth and 
type of the missing tissues. Depending on these, 
the reconstruction options range from the sim-
plest ones such as secondary healing or the use 
of skin grafts to the most complex flaps. This 
reconstructive scale will be followed to choose 
the method that brings the most benefits and 
the desired results for a particular case. The 



170

V.V. Costan et al.

defect’s composition is important for those who 
involve the entire thickness of complex struc-
tures such as the nasal pyramid (10,11).

The nasal pyramid has a rigid, inextensible 
structure, which makes it necessary to use rel-
atively large flaps, sometimes to harvest them 
even from the nasal skin, so that there are no 
obvious scars or changes in the nasal symmetry, 
easily noticeable. In certain situations where 
the tumour is located at the level of the nasal 
wing, it may be necessary to remove the carti-
lage together with the nostril skin, causing the 
collapse of the nostril, so that not only the 
aesthetics but also the nasal function have to 
suffer. cartilaginous grafts are required, easily 
placed under the flap, during primary surgery, 
thus avoiding corrective interventions (12,13).

The aim of this study is to identify morpho-
logical, functional and aesthetic results of the 
medical management in nasal reconstruction 
using skin flaps that consistently provide better 
aesthetic and functional results.

mAtERIAL ANd mEthOdS

Our retrospective study was carried out on 
a batch of 32 patients with tumour formations 
located at the level of the facial tegument, ad-
mitted to the Oro-maxillo-facial clinic of the 
“St. Spiridon” emergency hospital from Iasi. 
common to all those patients was the use of 
flaps for the reconstruction of defects involving 
the nasal pyramid, following the removal of a 
cutaneous lesion.

RESuLtS

The skin lesions were entirely removed, in-
cluding surrounding safety margins free of tu-
mour. It was always necessary to orient the 
tumour piece, in order to be able to follow the 
results of the anatomical pathological examina-
tion, to clearly identify possible areas where 
the clinical limits of oncological safety do not 
correspond with the anatomical-pathological 
ones.

each area was rebuilt differently, according 
to the involved subunits of the nasal pyramid 
and neighbouring regions. local flaps and re-
gional axial flaps were used depending on the 
characteristics of the defect regarding surface 
dimensions, depth and tissue planes involved. 
The aesthetic and functional results were fa-
vourable in all cases. 

One example is a 62-year-old patient with 
basal cell carcinoma in the left wing of the 
nasal pyramid (Fig. 1). 

The surgery consisted of the tumour remov-
al and the defect reconstruction with a rotated 
flap, harvested from the level of the dorsal 
aspect of the nasal pyramid. considering that 
a partial cartilage resection was also needed, a 
cartilage graft had been harvested from the ear 
level (Fig. 2).

The aesthetic and functional result 5 years 
after surgery (without tumour recurrence) was 
excellent, the texture of the skin was preserved, 
and the postoperative scars were difficult to 
notice. The nasal symmetry was maintained, 

fig. 1. Basal cell carcinoma in the left wing of 
the nasal pyramid

fig. 2. Immediate postoperative appearance in 
which the shape of the local flap is observed
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and the nasal collapse was not encountered 
(Fig. 3).

The nose limit with the cheek (the naso-
genian groove), even more if it is in the upper 
third of it, can throw up special challenges. It 
is a region in which the recurrences are more 
frequent so that the resections must be within 
wide limits. At the same time, the functional 
and aesthetic demands are special. One such 
case is that of a 48-year-old patient who pre-
sented with a small basal cell carcinoma lo-
cated in the right naso-genian groove in the 
upper part (Fig. 4). 

The excision of the tumour formation with-
in oncological limits left a defect at this level. 
Although the tumour was not large, the defect 
could not be sutured directly, but an advanced 
flap was needed from the vicinity (Fig. 5). 

The postoperative appearance at one year is 

an excellent one, with discrete scars and rela-
tively well hidden, without functional disorders 
(Fig. 6).

fig. 3. Aspect 5 years postoperatively, 
with no signs of tumour recurrence

fig. 4. Basal cell carcinoma 
in the right alar groove

fig. 5. Advanced flap for postoperative 
defect plasty

fig. 6. clinical aspect one year 
postoperatively
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dIScuSSIONS
considering the region where there was a 

need to use a local flap, they each had a special 
design, so that postoperative scars could be 
easily hidden in a natural skin groove. 

Another method of nasal reconstruction with 
a medial border flap became known as the 
“Indian method” and was first described by the 
ancient Indian practice Susruta, around 600 Bc 
(12).

The Italian surgeon Branca was the first to 
use a flap of his arm to reconstruct a nose. This 
was called the “Italian method” (13).

harold Gillies was one of the first to outline 
the basic principles used in current nasal re-
construction, whereby three basic constituents 
are needed for nasal restoration: coverage, sup-
port, and lining. Gillies noted that the outer 
coating is best and more suited to the adjacent 
skin if using the forehead skin. The grafts 
should be harvested from the ribs or skull and 
grafted to the deficient nasal skeleton to provide 
support and that the lining is essential to prevent 
contracting newly built nose (14).

At the same time, it is essential the way in 
which the flaps are placed so that no tension 
appears that would determine a dehiscence 
when closing the natural openings of the face 
and head (11, 15, 16). Any wound dehiscence 
can cause not only functional but also aes-
thetic disorders.

If careful consideration is given to the way 
the incisions are placed and to the texture of 
the skin used, the postoperative aesthetic results 
are excellent in most cases (15, 17), just like 
it was shown in the outcomes of our study.

The reconstruction of the nasal region is 
necessary following resections for nasal skin 
cancer. Defects may involve only the skin lay-
er, or they may be full-thickness defects, which 
are more challenging to reconstruct (18). The 
defect may also extend to adjacent regions, 
complicating the reconstructive plan. Our study 
has highlighted the principles of selection and 
creation of skin flaps for nasal reconstruction. 

In extended defects involving the entire na-

sal pyramid with possible extension to neigh-
bouring areas, facial prostheses provide a means 
for immediate reconstruction, while also allow-
ing a good surveillance of the defect margins 
for rapid diagnosis of a tumour recurrence. 
Prosthetic nasal reconstruction takes place in a 
short time, is comfortable and functional, al-
lowing rapid social rehabilitation with full re-
spect of oncologic margins. It does not require 
ruling out subsequent multilayer reconstruc-
tion. This represents an integral option in the 
surgical remodelling of full-thickness nasal de-
fects and total rhinectomies. 

Although the vast majority of patients who 
need local flap reconstruction can and should 
be done with local anaesthesia, there are also 
situations where general anaesthesia is required 
because squamous-cell or melanoma carcino-
mas make it necessary to perform single or 
bilateral cervical ganglionic removal. not in-
frequently, parotidectomies must be associated 
because for the upper 2/3 of the face, the first 
station in the lymphatic drainage is found in the 
parotid glands. In many cases, the lymph nodes 
removal is made later if adenopathy is not de-
tected at the time of surgery for tumour exci-
sion.

The maxillofacial surgeon mandatory needs 
expertise and training in the selection of the 
proper techniques of reconstruction for each 
case, to decide for the method providing the 
best functional and aesthetic outcomes with 
minimal complications.

cONcLuSIONS
The reconstruction of defects involving the 

nasal pyramid is challenging, due to the com-
plex three-dimensional anatomy and the func-
tional aspects involved. Our study shows that 
with proper selection of the reconstructive tech-
nique, considering the characteristics of the 
defect, favourable outcomes can be achieved, 
regarding both the appearance, but also the 
functional restoration. The use of facial skin 
for plastic facial defects is ideal and is prefer-
able when possible, the aesthetic results being 
close to ideal.
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