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Case Report

ABSTRACT

We present the case of a 33-year-old female referred with a 13x10 mm 
surgical defect immediately after Mohs micrographic surgery for excision of 
basal cell carcinoma. Functional considerations for the external nasal valve 
were accounted for using free alar rim cartilage graft, soft tissue tunnels, 
and pre-auricular full-thickness skin grafts. Our post-operative experience 
demonstrates excellent nasal valve integrity and acceptable aesthetic 
outcomes for the patient by providing structural support for the nasal ala. 
Our management has minimal additional morbidity and minimizes the risk 
of external nasal valve compromise in the long-term. 
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INTRODUCTION

The anatomic region of the nasal ala is anatomically complex, highly 
contoured, and contains major importance for the function of the 
external nasal valve. Skin cancers of the nasal ala are primarily treated 
with surgical resection, either cold knife excision or Mohs micrographic 
surgery. Surgical defects in this anatomic region have important technical 
considerations because they are not typically amenable to primary 
closure, due to limited ability of undermining in the surrounding skin 
and risk to cause retraction of the adjacent nostril margin1. 
Although relative studies are scarce in the literature, it is generally 
accepted that if the nasal ala defect is limited to the skin and the 
lower lateral cartilage is intact, reconstruction can proceed without 
consideration for providing structural support to the ala1. In addition 
to thickness, size of the surgical defect will significantly weigh in the 
reconstructive management. Defects less than or equal to 1 cm are 
good candidates for full-thickness skin grafting, while larger defects 
are often addressed with local soft tissue flaps capable of replacing the 
subunit, such as the melolabial flap and the paramedian forehead flap2. 
Furthermore, structural support is considered necessary in all surgical 
defects that involve the area of the nostril margin 3. 
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CASE PRESENTATION

Informed consent has been given by the patient 
for publication of the clinical images, which are 
deidentified.
In our view, there should be a low threshold for 
providing structural support in the nasal ala even 
in smaller, thinner defects and defects that lie more 
superiorly to the nostril rim. This can be easily 
accomplished with the utilization of a free alar rim 
cartilage graft of either septal or auricular source 
(Fig. 1). Nasal ala reconstruction was performed by 
the corresponding author utilizing a free alar rim 
cartilage graft. Graft was harvested from conchal 
cartilage. Patient was reevaluated 12 months post 
operatively to assess external nasal valve integrity. 

The depicted 33-year-old female was referred 
with a 13x10 mm surgical defect immediately 
after Mohs micrographic surgery for excision of 
basal cell carcinoma. A conchal cartilage graft 
was used to span the width of the defect at the 
margin of the nostril. Soft tissue tunnels on either 
side of the defect were created to accommodate 
the medial and lateral ends of the graft. Finally, a 
pre-auricular full-thickness skin graft was used to 
provide excellent color match to the area. Due to 
the relatively small size of the defect, overlapping 
of the two free grafts does not typically affect 
healing. Our experience is consistent with long-
term excellent results in preserving nasal valve 
function as well as acceptable aesthetic outcomes 
(Fig. 2). 
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Figure 1: Reconstruction of nasal ala surgical defect post Mohs micrographic surgery. (A) Surgical defect 
on nasal ala. (B) Markings for grafts. (C) Surgical incisions for grafts. (D) Conchal cartilage graft in nasal 
ala.  

  

Figure 1: Reconstruction of nasal ala surgical defect post Mohs micrographic surgery. (A) Surgical defect on nasal ala. (B) Markings for 
grafts. (C) Surgical incisions for grafts. (D) Conchal cartilage graft in nasal ala.
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Figure 2: (A) Nasal ala surgical defect 12 months post reconstruction and (B) basal view of nasal valve.
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Figure 2: (A) Nasal ala surgical defect 12 months post reconstruction and (B) basal view of nasal valve. 

 
DISCUSSION 

The patient’s skin thickness, distance from the 
nostril rim, and idiosyncratic healing responses 
are included in a number of unpredictable, poorly 
controlled factors that can compromise the external 
nasal valve during the healing process. The critical 
importance of this anatomic area in nasal function 
is reflected in long-term post rhinoplasty patients 
where external nasal valve dysfunction ensues not 
only as a result of aggressive cephalic trimming 
of the lower lateral cartilage, but just due to poor 
adaptation of the vestibular skin, lacking sutures, 
or abnormal scarring4. Our proposed management 
has minimal additional morbidity for the patient 
while minimizing the risk of external nasal valve 
compromise in the long-term.
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