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Abstract

Background: There is no clarity if a bilobed flap is the best
treatment of choice for reconstruction of nasal tip defects.

Method: The nose of twenty patients was photographed 2 years
after surgical excision of skin cancer and closure either with a
bilobed flap (n = 7) or a full thickness skin graft (n = 13). Photographs
were assessed by 2 dermatologists, 2 plastic surgeons and 2 non
medically trained individuals, applying the POSAS scale.

Results: There were no significant differences between opinions of
the two techniques. Overall, on a scale from 0 to 10 where 0 means
'no visual abnormalities' the bilobed flap scored 2.22 versus 2.33
for the skin graft. Where medical consultants preferred the bilobed
flap, non medical individuals favored the skin graft closure.

Conclusion: We found no evidence to support the textbook
statement that the bilobed flap "excels" for reconstruction of defects
less than 1.5 cm around the nasal tip.
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Introduction

Skin cancer frequently occurs at or around the tip of the nose.
Repair of small surface defects after resection of skin cancer therefore
form an everyday problem to the plastic surgeon. The nose has a
number of characteristics that make it unique when planning for
reconstruction of surgical defects. The skin over the lower third of the
nose has limited mobility and, therefore, cannot be easily recruited
for closure of anything but small defects. In addition, the texture and
color of this skin are so unique that neither distant nor nearby skin
can always provide a good match. The only local skin that will restore
the specialized color, texture and skin thickness of the nasal tip and
ala is the skin of the nose itself.

The rotation flap most frequently used and promoted to
reconstruct small tissue defects on the nose is the bilobed flap. As
described by Esser, et al. [1,2] each flap was the same size, and the
lobes were oriented 90 degrees to each other. Zimany, et al. [3]
modified this in 1953 by designing the second flap smaller than the
first flap. Zitelli, et al. [4] kept the second flap smaller and reduced the
angle between the two flaps to approximately 50 degrees, preventing

Figure 1: Bilobed flap.

buckling and large dog ears. This flap is used when sufficient tissue
laxity is available to close the donor site primarily. When used in distal
nasal reconstruction, the defect should be less 1.5 cm in diameter.
The primary flap is the same size as the adjacent defect, and a second
flap adjacent to the primary flap is about half the width of the primary
flap. The primary flap then rotates into the defect, the secondary flap
rotates into the primary flap donor site, and the secondary flap donor
site is closed primarily (Figure 1).

Skin grafts are another alternative but, like local flaps, must be
chosen with consideration to their limitations. Equally important to
successful reconstruction is the effect of wound healing on grafts and
flaps. Although a skin graft donor site may be chosen preoperatively
because it matches in color and texture, the transient ischemia
associated with skin graft take causes unpredictable color and texture
changes after transfer. Postoperatively, skin grafts are tipically shiny,
atrophic, and hypopigmented or hyperpigmented. Also, a skin graft
may shrink but rarely pincushions. Thus a shiny skin graft will stand
out as a mismatched patch if used within the pitted, sebaceous tip
where a flap would be a better choice. Skin flaps, in contrast, maintain
their donor characteristics but have a tendency to pincushion and
elevate above the surface of the defect, appearing as a bulge above
adjacent normal skin. Taken all in all, there is no clarity ifa bilobed flap
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Figure 3: Less acceptable result of bilobed flap.

Figure 5: Less acceptable result of full thickness skin graft.

is the best treatment of choice for reconstruction of nasal tip defects.
The aim of the present study was to assess two years postoperatively,
which technique to reconstruct the tip of the nose leads to the best
appearance according to the opinion of dermatologists, plastic
surgeons and nonmedically trained individuals.

Patients and Methods

Twenty consecutive patients were included, who had undergone
reconstruction of a nasal tip defect of no more than 1.5 cm at its
greatest diameter, after surgical excision of skin cancer two years
earlier. Patients were randomly sent to one of two types of surgeons,
one type always using the bilobed flap and the other type always
applying a preauricular skin graft. In this way, patients were randomly
appointed to one of the two treatments, while the personal preference
of the surgeon could not introduce bias. In this way, after surgical
excision of skin cancer, the defect was closed with a bilobed flap in 7
cases and by a full thickness skin graft in 13 cases. All skin grafts were
taken from preauricular skin with primary wound closure: all these
scars healed perfectly.

Two years postoperatively, the nose of these twenty patients
was photographed in a standardized fashion in 3 directions. These
photographs were assessed by 2 dermatologists, 2 plastic surgeons and
2 non medically trained individuals, applying the POSAS observer
scale. The reviewers of the post operative photos were blinded as to
which treatments patients had received. Means of the POSAS scores
were compared using the student’s t-test.

Results

In both groups, wound healing complications did not occur.
There were no significant differences between opinions of the two

techniques. Overall, on a scale from 0 to 10 where 0 means 'no visual
abnormalities' the bilobed flap scored 2.22 versus 2.33 for the skin
graft. Where medical consultants preferred the bilobed flap, non
medical individuals favored the skin graft closure. Figure 2, figure 3,
figure 4 and figure 5 present acceptable and unacceptable results of
both bilobed flaps and skin grafts.

Discussion

The present study found no evidence to support the textbook
statement that the bilobed flap "excels" for reconstruction of defects
less than 1.5 cm around the nasal tip.

McGregor and Soutar studied 44 patients by whom an average
size of nasal defect of 1.5 cm had been closed with a bilobed flap at
least six months in advance [5]. They noted excellent cosmetic results
with minimal tissue distortion, hardly visible residual scars and the
colour match, contour and tissue symmetry described as remarkably
good. Occasionally bilobed flaps on the nose developed teleangiectasia
on one or both of the transposed flaps. Contrary to popular belief,
pincushioning, did not appear to be a problem and was found in only
one case. In approximately 30% of the cases reviewed, the results were
considered less than satisfactory and in all cases the faults could be
attributed either to poor judgement or design.

The ideal situation for using a bilobed flap, they stated, is where there
is tissue available in close proximity to the defect and where it is crucial
to avoid producing tissue distortion in important anatomical sites. In
contrast to Esser (1918), who stated [2] that the angle of tissue transfer
had to be 90 degrees and [3] that both flaps should be equal in size, in
McGregor and Soutar's experience the technique offers a great variation
in the angle of tissue transfer without appearing to affect the cosmetic
result, and most commonly, the first flap is larger than the second flap.
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Full-thickness skin grafts are used to resurface even large
superficial defects of skin and fat in the thin skin zone of the upper
two thirds of the nose, but preferably not on the tip or ala [6]. The
hairless preauricular area is the best donor site. A strip of hairless skin
can be harvested, even in men. Postauricular skin and supraclavicular
skin are also potential donor sites, but often appear more red or
brown, respectively.

The use of any local flap following excision of any malignant
skin lesion requires careful consideration. Incomplete excision will
require further surgery and recurrence may occur even though the
original pathology reports complete excision. For this reason, in our
clinic, we generally do not perform closure with a bilobed flap until
radical excision has been ascertained by pathological examination.
Having to leave the defect open during one week when applying a
bilobed flap, by some surgeons is considered too great a disadvantage
and enough reason always to use a skin graft. Should histologic
examination reveal incomplete excision, the skin graft can easily be
reexcised and repeated.

In conclusion, for future cases with nose tip defects, the selection
of closure technique can be made on an individual basis.
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