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A Case of Structural Nasal Reconstruction with Para-Median Forehead Flap,
Autologous Costal Cartilage, and Reverse Inferior Turbinate Rotational Flap
after Wide Excision of Skin Cancer of Nasal Dorsum

Dong Min Shin, MD, Kyu Seong Choi, MD, Pyung Ahn Ahn, RN and Yong Gi Jung, MD, PhD

Department of Otorhinolaryngology-Head and Neck Surgery, Samsung Changwon Hospital,
Sunghkyunkwan University School of Medicine, Changwon, Korea

—ABSTRACT —

Skin cancer is most likely to develop in the area exposed to sunlight, and the nasal dorsum is the most common
site of skin cancer. Considering the treatment of nasal skin cancer, reconstruction after wide excision is the
most problematic due to complexity of structure and insufficient tissue to use. After wide excision including
skin soft tissue envelop, cartilaginous framework, and inner lining mucosa, structural reconstruction is required
to restore nasal function and normal looking appearance of nose. We report treatment result of a 64-year old pa-
tient diagnosed with squamous cell carcinoma at nasal dorsum. After wide excision of the lesion, para-median
forehead rotational flap was used for reconstruction of soft tissue envelope of nasal dorsum and autologous cos-
tal cartilage was used for cartilaginous framework. For the reconstruction of inner mucosal lining, reverse infe-
rior turbinate flap was used. The patient was followed up for 16 months, and there was no recurrence of the pri-
mary lesion. The site of reconstruction was well maintained its original shape without retraction and

contracture. (J Clinical Otolaryngol 2019;30:247-252)
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Fig. 1. 3x3.5 cm skin lesion with erythema and crust is identified on nasal dorsum (A), and dry crust and mucosal ele-
vation is observed at right nasal vestibule area (B).



Al=0]
o

21 2|
At (Fig. 2). T3t &5 745 Level 110 7
el 15%12% 12 mm 27]19] 29 57;5]L
BhI5kATh 25 A4 Level 119] o] ths)
Gol MRS QIAHAR Al 3Y31aL, AolA] T .gj\ﬂ__\z oF9
golalqitt Wy AAL 98] A|3s) oFA A

Ir
L
Kl
L
o r

_1

O

<2 (Positron emission tomography, PET CT)oll4] €
o] &7do] WHEA] grof, H Aol & Futket vl
of HPAT HTIN1aTO) 22 ka3 o,

FE F A ARE AZSH.

::‘4[‘{
O .

WA

&
&

)
>
fl

N
=)

o
>
=
i

4
IS
bl

o M
Mo
o
=
rE
2,

b
S~
op it
)
~
—',.I
o
.
= x

tlo

2 o G}leﬂ W*
A& ﬁlﬁow o FZ A
Aglstgiet, Aok A3 5
< (evel 1, 11, IS HA A34s}
Bﬂoﬂ gt A5 At

S
>

Of

&2
=)
qL o

o

o
o
=

2o o

-

O ol o o g

B S A <A 7
ST

Nl < O R 11

o o o Mo

mx

>
W
i)

N

~
18 4
o,
H
i)
>

=
=
To
rio
m.f,E

o

ja)

40 1o —10 rSL’
i&'

o

> rlﬂ

i3

ol

o JIN’

o

—ﬁ;: -10

v e 2 o
T
ofN
o2
z o
AN
lo
HU

N mH
e

ox M
1o
d [U]’J
H o
ol
BN
>
&
TR

oz R
uH

ol
oE
)
RN
o 2 |

oy

jus)
==

oft 4o 1
. 1o o dz
O
s
=2
>

i
e

i
dr o oo -

b 2

ot
eI\
o e
2
i

(&
Q2
I
off
Ny

]

gl

BN
>
o
>~
Rl
=2
Rod
o
O_ﬁ L
6
<
=,
6“
=
3
o
s}
@
=
e
=
e

)
é

2
£
ofN

o
e
)
2
ox
12

4l

ot

process of maxilla)& 233} EH%P
A Ao, thAl A8 fz
<= 2A 7A Hoﬂ/ﬂ
solslgih, Wy A &
o] A5 A& 5 v

5 T S5E dEFolA 45

é go}oﬂE}(Flg 3).

cm Z0]¢] FE Z(spilt-

thickness) A& HE AF et L, luHE-S o]-§35to] 2
mm FAR A2 F 240 308 5 Hste] WY
(warping)& ERISHTE A7F S5AFS Adste] A&
H 379 A7 x5 AeSHdE, 5 vYd
=9 57T WS, AR vFE dES Akt
(Fig. 4). o]% v ol Axzxe] ALo] 375
ZAsto] AER] QAL Ag =k APkl
(Fig. 5) 912 23t 92 vk & =& (Doppler)

Fig. 2. Axial (A) and coronal (B) T1-weighted magnetic
resonance images shows 30 x 18X 12 mm size nasal dor-
sal mass with enhancement invading dorsal skin, upper
lateral and lower lateral cartilage, nasal mucosa and
nasal bone.

Fig. 3. Full-thickness skin, soft tissue, inner mucosal lining,
lower part of right nasal bone, medial part of frontal
process of maxilla, entire upper lateral cartilage, lateral
part of alar cartilage, dorsal segment of septal carti-
lage and inner lining mucosa were lost after wide exci-
sion of primary lesion.
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Fig. 4. Reconstruction of defective skeleton with costal cartilage was performed. A

. lower part of Rt. nasal bone and

Rt. upper lateral cartilage. B : lateral half of Rt. lower lateral cartilage, dorsal segment of quadriangular cartilage. C :

medial crus of lower lateral cartilage and nasal tip.

Fig. 5. Paramedian-forehead rotational flap was de-
signed, and fitted to defect site.
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Fig. 6. Reverse inferior turbinate flap was designed for
the reconstruction of inner-lining mucosa.
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Fig. 7. Paramedian-forehead rotational flap was fitted
to defect site.
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Fig. 8. H-E stain. A © x40. B : X200. Squamous cell carcinoma was confirmed.
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Fig. 9. Facial photo at postoperative 16 months. The
shape of the reconstructed nose is well maintained.
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