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Lateral nasal advancement flap for reconstruction
of the nasal sidewall and dorsum
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Malignant skin tumors and precancerous lesions have a predilection to be located in the nasal
dorsum or sidewall. Although invasive reconstructions have been presented, no simple and
suitable method has yet been reported for this area. The flap presented herein, named the
lateral nasal advancement flap, is designed on the adjacent lateral region of the sidewall or
nasal dorsum and advanced in the medial direction. Two Burow's triangles are removed in the
upper and lower portions of the flap: the upper triangle along the nasofacial sulcus and the
lower triangle along the nasofacial sulcus and/or the alar groove. Excellent results were ob-
tained in the two clinical cases described in this report. Neither a trap door deformity nor
dog-ears developed in either case. The postsurgical scars followed the aesthetic lines and be-
came inconspicuous. A distinct angle was formed in the nasofacial sulcus without anchor su-
tures. This surgical procedure is technically simple and is performed under local anesthesia.
Although the flap is a cheek-based advancement flap, postsurgical scars do not remain in the
cheek; instead, they are located in the nasofacial sulcus and alar groove. The lateral nasal ad-
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vancement flap is recommended for reconstruction of the nasal sidewall and dorsum.
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Malignant skin tumors and precancerous lesions have a predi-
lection to be located in the nasal dorsum or sidewall. A new ap-
plication of a local advancement flap is proposed in this report.
This flap, which the authors have named the lateral nasal ad-
vancement flap, is designed on the sidewall to the cheek to re-
pair the sidewall or nasal dorsum by horizontal advancement.
The flap is useful for the reconstruction of small to mid-sized
skin defects of the dorsal nasal and sidewall region in a single-

stage operation with excellent results. The procedure is per-

formed under local anesthesia. As the flap draws upon conven-
tional advancement flap techniques, the positioning of the Bu-
row’s triangles on the nasofacial sulcus and alar groove is the

most important technical point.

Two horizontal incisional lines are marked from the upper and
lower edge of the postsurgical defect on the nasal dorsum or
sidewall, and a rectangular flap composed of two incisions and

the lateral edge of the defect is then designed. Two triangle-
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shaped sections of skin are removed in the upper and lower por-
tions of the flap: the upper triangle along the nasofacial sulcus
and the lower triangle along the nasofacial sulcus and alar
groove, thereby eliminating the dog-ears that would otherwise
result (Fig. 1). The length of the triangle-base depends on the
horizontal length and position of the defect and the laxity of the
skin. A rectangular flap composed of the remaining sidewall and
cheek skin is designed. The flap is advanced horizontally to the
defect with the upper triangular excision running right along the
nasofacial sulcus, with the lower excision coinciding with the
nasofacial sulcus and/or alar groove (Fig. 2). The maximum
size of the defect to be repaired is limited to a horizontal length
of approximately 2 cm and a vertical length of roughly 2.5 cm.
Although the flap does not include a main artery, as in an axial
pattern flap, its vascularity is guaranteed by the vascular net-
work. The resulting postsurgical scars become inconspicuous
because the major portions of the excisional lines coincide with
aesthetic borders. If a defect is large and incorporates both side-
walls of the nose, a double opposing lateral nasal advancement

flap is possible.

Casel

A 91-year-old woman presented with an erythematous lesion
on her right nasal sidewall that had been present for 1 year pre-
operatively. A pathological examination revealed solar keratosis.
The lesion was removed with a 5-mm safety margin and a lateral
nasal advancement flap was designed for the reconstruction of
the 25 x 18 mm (height x width) skin defect on the right nasal
sidewall. The postoperative scars were minimal and not con-
spicuous. No recurrence was observed 2 years after the opera-
tion. The results were excellent (Fig. 3).

Fig. 1. Design of the lateral nasal advancement flap

Two Burow's triangles (yellow) are removed along the nasofacial
sulcus and/or alar groove.
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Case2

A 78-year-old woman suffered from solar keratosis in her right
sidewall. The final defect measured 21 x 18 mm after removal,
and a lateral nasal advancement flap was raised for the recon-

struction. The postoperative results were excellent (Fig. 4).

DISCUSSION

Although many methods currently exist for reconstruction of
the sidewall or nasal dorsum, these procedures can often lead to
conspicuous scarring or deformities. An axial frontonasal flap
inevitably results in a major scar [1]. A nasolabial subcutaneous
pedicle flap is an island flap; therefore, a trap door deformity
may develop, potentially requiring a secondary operation. The
Rintala flap is recommended for horizontally wide defects, but
not for narrow defects. The disadvantages of the Rintala flap in-
clude long scars, flatness of the frontonasal angle, and the risk of
anasal tip deformity or short nose [2].

In terms of distortion after flap transposition, it is preferable to
transfer a flap from the horizontal direction to the vertical direc-
tion [3]. The advancement perforator cheek flap by Rossi et al.
[4] requires a long incision along the nasofacial sulcus and me-
lolabial crease in the lower portion and another long incision
along the lower lid margin in the upper portion, so that the low-
er lid margin may result in distortion of the lower lid. The lateral
nasal advancement flap forms neither dog-ears nor a trap door
deformity, as the triangular sections of excess skin are removed
along the nasofacial sulcus and alar groove. The resulting scars
are inconspicuous because they coincide with the aesthetic
lines.

The lateral nasal advancement flap has the following advantag-
es: (1) A distinct angle is formed in the nasofacial sulcus with-
out the anchor sutures; (2) Postsurgical scars occur along the

aesthetic lines or straight lines, and become inconspicuous; (3)

Fig. 2. Postsurgical scars
1
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Ogawa Yetal. Lateral nasal advancement flap

Fig. 3. Case of a 91-year-old woman patient
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Case 1. (A) Design of the flap. (B) Postsurgical defect. (C) Advancement of the flap. he operation.

Fig. 4. Case of a 78-year-old woman patient

Case 2. (A) Design of the flap. (B) Two years after the operation.

i)

The surgical procedure is technically simple; (4) Although the
flap is a cheek-based advancement flap, postsurgical scars do not
remain in the cheek, but are located in the nasofacial sulcus and
alar groove; or (5) A double opposing lateral nasal advancement
flap is an option for a large defect.
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The disadvantages are as follows: (1) The area to be recon-
structed is limited by its proximity to the inner canthus. The up-
per area of the defect needs to be at least several millimeters be-
low the level of the inner canthus. The lower limit of the defect
to be reconstructed is the top of the alar groove; (2) The maxi-
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mum size to be reconstructed is generally limited to about 20
mm in width X 25 mm in height for a single flap.

If an adequate length of the Burow’s base is obtained and cases
are selected properly, this flap will be available for young pa-
tients. This procedure is a valid option for older patients with

sufficient skin redundancy.
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