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ARGUMENT 
Nasal pyramid, through its role in shaping the physiognomy and its position in the 

center of the face, or to correct its morphofunctional restoration, restore Mental those who 

by accident or by necessary excisions feel complex family and / or company [1]. 

The nose is the essential element of physiognomy [3] but is also an important part of 

the respiratory tract and to achieve a fair fonaţii. 

Rising incidence of partial nose defects from various causes: trauma, wounds bitten 

especially following surgical excision imposed by frequency and growing skin tumors and 

associated soft tissues - above all - the vast array technical and surgical procedures used in 

plastic surgery has made to date can be positively solved problems reconstructive surgery 

that 2-3 decades ago seemed impossible. So here is sufficient arguments to justify the 

choice of such clinical research topics, medical and surgical. 

This paper aims to present an overview of reconstructive possibilities for partial 

tissue defects of the nose from anatomical and surgical data known so far and can see real 

clinical value of various surgical procedures. 

SURGICAL METHODS OF DEFECTS RECONSTRUCTION IN THE HEAD 

AND FACE 
Complex trauma, serious in the head, as well as malignant tumors at the same level, 

may give rise to skin and soft tissue defects important, even after correct surgical treatment 

[32]. Depending on the complexity and importance of the region concerned and the nature 

of trauma will require a cover quality and / or reconstruction of any damaged organ (eyelid, 

nose pit, jaw, etc.). 

PLASTIC FREE SKIN  
Autograft or skin graft from the same individual is a segment of the dermis and 

epidermis transferred from one region to another body, which is completely detached during 

transfer and lose any connection to the donor. By definition, a graft movement lacks its 

own. No matter how thin it is, but it possesses intrinsic vascular network that is able to 

connect to the receiving vessels transplanted area. 

From the sixth day, graft revascularization is restored and strengthened until about 

the ninth day, when the socket can be considered closed. Coloring coloring approach graft 

skin graft donor area thick, thin grafts reddish pink remains visible through the transparent 

capillary bed [34]. 

Factors affecting graft outlet are: quality bed receiver receivers and accurate contact 

between the graft and immobilization. 

Depending on the aim and characteristics of the receiving area, skin graft is used in 

two forms: 

 split skin graft consisting of the epidermis and a variable amount of dermis; 

 total skin graft consisting of the epidermis and the entire thickness of the dermis. 

If in addition to skin graft contains other tissues (subcutaneous tissue, cartilage, 

etc.), then the graft is called composite. 

Skin grafts are now available to all surgeons. Indicated and used correctly, they 

always fits, but the essential condition of their outlet there is a corresponding receiver bed. 

bed in situations where the receiver meets the conditions to be covered with grafts, flaps are 

saving solution. 

FLAPS SURGERY 
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Surgery to flaps open unexpected doors sometime in the possible defects in material 

coverage. By deciphering skin vascular circulation changed flaps knowledge, increasing the 

unexpected possibilities of using them. Transpoziţionat or transferred, neighboring or 

remote, flap - simple or composite - is the specific method of plastic surgery that is in focus. 

In flap surgery there are some general principles apply to any type of flap, and a set 

of principles specific to each flap individually. below we will quickly review the general 

principles listed shematic and fast. 

Postoperative care and follow up is as important as the surgery, following clinical 

and paraclinical monitoring (oximetry, skin temperature, etc..) Is essential for capturing the 

time of possible complications. 

Another very important principle is to select the flaps surgery patients. Necessary for 

the patient to understand the risks and to judge the results, the possibility of cooperation 

essential to it. Also be taken into account psychological state of the patient, a mentally 

unbalanced patient is removed from the beginning of such a delicate and complicated 

intervention. 

There are several risk factors for flap surgery to be taken into account in deciding 

operators. As follows: 

 diabetes with its corollaries, arteriopathy and neuropathy are of a very high risk 

 irradiated territory is suitable for cutting flaps. 

 infection is a frequent cause of loss of a flap, and the most common cause of flap 

ischemia occurrence of infection 

 flaps insensitive neinervate will have reduced functionality, even if they have a 

good vascular status 

 smoking is also a cause of flap loss due pressor and ischemic effects of nicotine. 

Its effects on microcirculation persist several weeks after smoking cessation 

 cold can also compromise the surgery, especially with the use of microsurgical 

procedures. Therefore the ambient temperature must be adjusted surgical needs. 

In conclusion, let us review the selection criteria of the flap.  

FLAPS CLASIFICATION 
Flaps can be defined as simple tissue fragments (cutaneous-fat) or compound (containing 

anatomical structure and other elements such as fascia, muscle, tendon or bone), which are 

used to cover defects in the vicinity or away from the defect and which are characterized by 

a pedicle nutritional element. Nutrient vascular pedicle source is what ensures survival and 

it may be temporary (to be established vascular connections between the receiver and the 

flap bed) or permanently. 

Depending on defining elements of the flaps, they can be classified in several ways: 

 in terms of anatomy: 

one-cutaneous flaps Gras 

one fascial-cutaneous flap 

one muscle flaps 

musculo-cutaneous flaps one 

one osteo-myo-cutaneous flaps 

 in terms of vascular, cutaneous-fat flaps are divided into: 

one flap with random traffic 

one axial flaps with vascular element defined 
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 in terms of flap position to defect, flaps may be: 

one neighborhood flaps 

one remote flaps 

 in terms of form are: 

one flat peninsular flaps 

one island flaps 

one flap cylindrical tubulizate 

 after commuting the flaps, they may be: 

one flap transpoziţionate 

one transferred free flaps, they have restored the continuity of the vascular and nerve 

microsurgical methods 

 in terms of nutrient pedicle are: 

one pedicle flaps with temporary 

one nutrient pedicle flap with permanent 

 direction in terms of the intake stroke: 

one flap to direct traffic 

one reverse circulation flaps on the direct flow flaps, pedicle flap is cranial. this flap blood 

supply and emptying are in normal driving conditions, while the reverse flaps, normal flow 

is reversed, nutrition being performed by "retrograde filling" made possible by distal 

vascular anastomoses between different territories. 

SURGICAL RECONSTRUCTION PROCEDURES OF PARTIAL NOSE 

DEFECTS 
Directed healing is possible on a well vascularized bed (subcutaneous tissue, 

muscle, periosteum, pericondru). The method is bad, assuming daily dressing. Edge 

retraction loss of substance may be unsightly in some regions.  

Skin suture direct: direct suture fuziformă a loss of substance is possible only if 

located in high nose (wings, tip and columella are excluded), and if the skin defect is small. 

Regional Flaps 

•  Region cheeks, large skin laxity, cross advancements used to cover losses of 

substance of the lower face side of the nose. The upper edge of the flap is rebordul lower 

orbital and naso-ditch bottom edge is gentian. The drawback of this method is to cover 

natural groove which separates cheek nose [6-12]. 

Nasopharyngeal region gentian, richly vascularized and good skin laxity, has 

many uses: 

~ Forward with subcutaneous pedicle and VY closure to cover a loss of substance 

on the side of the nose. 

~ Pure horizontal forward with excision of two large triangles, top and bottom, to 

cover a loss of material non transfixiante nasal wing. 

~ Transposition with superior pedicle to cover the side and / or nose wing.  

Local Flaps: nose using skin are mobilized on the basis of rotation, advancement or 

transposition. Are generally designed to cover losses of small substance: 

• subcutaneous pedicle flap forward with: 

• Rieger flap (1967) - rotation flap using skin around the nose, 

• vertical advancement flap, the dorsal nose: 
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• rotation flap Emmett (1977): Empowering rotation 

• flap Ribka (1983) - Forward flap, musculocutaneous, transverse muscle fibers of 

the nose; 

• transposition flaps: LLL, Z, etc. ... 

Remote Flaps: if loss of substance nose is large and / or located in the lower 

third (nose, wings, columella), its coverage must be provided with a flap away, forehead 

donor area is excellent for nasal reconstruction, major flaps are known : 

• Scalp flap; 

• Front flap median 

• Front flap obliquely 

• over-eyebrow flap Schmid 

• New flap. 

Grafts: as if guided healing grafts are not possible unless there is a good 

vascularity of the recipient bed. 

Composite grafts: 

- Chondro-cutaneous grafts 

- Graft-cutaneous fat. 

GENERAL CONSIDERATIONS  
Anatomic central element of the face, nose, represents the key element in achieving 

and contouring physiognomy and expression - in the relational sense - the individual's 

personality. 

Each individual believes that his nose its shape and the way in which lies the whole 

facial anatomy disrupt this whole suffers when its appearance changes caused by various 

pathological conditions: trauma, malformations, defects postexcizionale [1-3 ], etc.. . 

This paper is to prioritize value prpune surgery - clinical procedures recostrucţie 

multiple partial defects of the nose taking into account local anatomical factors such as: 

 regional vasculature, 

 extent and location of defects, 

 presence of local infection, 

 sex, 

 poor general condition and defects existing 

 patient desire, 

 exposure or damage to deep structures, 

 regional radiation therapy, 

 doctor skills and experience. 

MATERIAL AND METHOD WORK 
Presented study aims to elucidate the value of each surgical procedure known and 

used in reconstructive surgery of the nose but especially in solving partial tissue defects of 

the nose. 

In terms accest we started from the fact that the study group will be included only 

where the defect area is between 0.5 and 8 cm2 but that other defining criterion is that the 

depth range between 2 and 6 mm being interesării also conditioned by the absence of deep 

structures of the nasal pyramid. 

We chose these criteria because such patients represent the vast majority of cases 

they encountered in daily practice both painter and Otorhinolaryngology and especially the 
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fact that although these cases need to solve relatively simple surgical procedures they 

usually conduct at the largest secondary aesthetic drawbacks, which will be demonstrated 

by this study. 

This study is a retrospective according to their definition in terms of medical and 

scientific methodology extends the time 01.01.2007 - 31.12.2011 (ie a period of five 

calendar years) and includes a number of 456 hospitalized cases diagnosed and treated in 

the clinic of plastic surgery and reconstructive microsurgery in Constanta County 

Emergency Hospital. 

The study group consists of 456 patients was conducted after all patients admitted 

and treated in the clinic of plastic surgery and reconstructive microsurgery in Constanta 

County Emergency Hospital were selected after a series of criteria including criteria for 

inclusion in the group of study were the:  

1. Volume of soft tissue defects of the nose does not exceed 30% of its volume 

2. Patient age is 16 years 

3. Were included in the study group patients of both sexes. 

4. Etiology partial nasal pyramid defects be achieved by: posttraumatic defects, 

defects postexcizionale, bitten wound defects after all these defects can be solved both 

emergency surgical repair and a second time (cold). 

5. Postexcizionale defects can be achieved either by excision of malignant or benign 

tumor. 

METODA DE LUCRU 
For each patient included in the group's research has produced a document 

containing personal data were then used in statistical processing of the batch to the study 

findings. 

The data contained in the individual file are the following landmarks: 

1. Age. 

2. Sex. 

3. Ocupaion. 

4. Hospitalization period. 

5. Etiology partial defect of nose soft parts: direct traumatic, postexcizională for 

benign tumor, malignant tumor postexcizională for, defects resulting after bitten wounds 

(animal or human). 

6. Time to proceed to the reconstruction of soft tissue defect partially or primary 

recovery, delayed primary or secondary. 

7. Membership in urban or rural. 

8. Partial defect severity towards achieving a defect superficial (skin) or mixed 

defect (cutaneous cartilage). 

9. The nose is placed in soft tissue defect: wing nasal apex nasal nasal dorsal 

(dorsum nasi), the nose, nasal filter, ditch nasogenian or related areas since, at least in 

theory, each region can benefit from a reconstruction of a reconstruction procedure that is 

specific to bring maximum beneicii (functional and aesthetic) to the reconstruction and 

minor deficiencies in the donor area (where applicable). 

RESULTS 
This study is a retrospective that spans time 01.01.2007 - 31.12.2011 (ie a period of 

five calendar years) and comprises a total of 456 hospitalized cases diagnosed and treated in 
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the clinic plastic surgery and reconstructive microsurgery in Constanta County Emergency 

Hospital. 

In the period January 2007 - December 2011 were hospitalized in the Department of 

Plastic Surgery and Burns Clinic of Constanta County Emergency Hospital 9422 patients. 

Patient distribution by year was as follows: 

 Year 2007 = 1650 patients 

 Year2008 = 1721 patients 

 Year 2009 = 2247 patients 

 Year 2010 = 1,967 patients 

 Year 2011 = 1837 patients 

Distribution of patients by year

 
 

YEAR PATIENTS 

2007 1650 

2008 1721 

2009 2247 

2010 1967 

2011 1837 

 

From a total of 9422 patients admitted in the clinic, a total of 456 cases were 

diagnosed with partial nose defects and treated in the clinic of plastic surgery and 

reconstructive microsurgery in Constanta County Emergency Hospital. 
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Their distribution by year afost next: 

YEAR CASES 

2007 83 

2008 71 

2009 94 

2010 96 

2011 112 

Compared to the total number of patients in those years a slight increase in the incidence of 

partial nose defects. 
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YEAR 2007 2008 2009 2010 2011 

CASES 83 71 94 96 112 

 

 
Etiology partial nasal pyramid defects is represented by: postexcizionale defects, 

defects and defects traumatic wounds after being bitten. 

Distribution by years of each etiologies in part I tried to render graphics as 

representative but also easy to follow and the conclusion. 

As the following chart we oserva of malignant tumor incidence is increasing, the 

result tends to be generally available in all clinical retrospective or prospective cohort in 

recent years. 
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 Etiology partial nose defects represented by defect of benign highlighted graphically 

postexcizional not differ greatly from that of malignant tumors postexcizionale defects, 

meaning that they also observed a slight increase with small fluctuations. 

 

Posttraumatic defects also have, as the other two previous etiologies, but an upward trend 

with a slope of more moderate growth. 
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 Such defects traumatic etiology, but with a much slower rise in the number of cases, 

but still an increase, we see in the case of partial failure etiology nose bitten by plague. 

 

In what follows we aim to highlight the correlation of all etiologies partial nose 

defects surveyed each year in part throughout the study. 

As shown defects postexcizionale malignant tumors are the most numerous, 

followed by malignant tumors postexcizionale faults, defects and finally the trauma caused 

by plagues bitten. 

Partial failure etiology on the nose bitten wounds must be subdivided according to 

the factor aggressed and see that we are dealing with three subcategories: man-bitten 

wounds, wounds bitten by domestic animals and wild animal muşcatede wounds. 
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 We can see that the bitten animal plagues dominated the domestic animal bitten, and 

the humans are bitten by an almost equal percentage of those bitten deanimal. 

From the chart below we see that both men and women are equal proximativ percent of 

punctuldevedereal etiology of wounds bitten by the animal. 

As wounds bitten by man, we can say that the women included in this study have not bitten 

wounds of defects generating partial nasal pyramid. 

Except for one year that was mostly female, men, in all other years were a slightly higher 

percentage. 

Throughout the period of study is majority gender distribution for males, but not big 

difference, as can be seen next îngraficul. 

 
 

Gender distribution of etiologies in each part shows that male sex is mostly for 

data defects malignant tumors, for women to be in a higher percentage of benign tumors 

postexcizionale defects. 
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  As a way of reconstruction in terms of time where intervention is performed 

reconstructive cases studied fall into three categories according to the following: primary 

reconstruction, reconstruction delayed primary and secondary reconstruction. They are used 

in percentages shown in the chart below. 

 

 As part of the nasal pyramid locate faults we see in the chart below, which is 

predominant in mind that the apex Fault particularly defects in wound etiology bitten. 
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About partial nose defects of traumatic etiology can say that the study is classified 

into four subcategories Defat deetiologii ie defects caused by precipitation, defects caused 

by contact with sharp objects, damage caused by abrasion or explosion and accidents 

associated defects. Of which the most common in the present study are those produced by 

precipitation. 
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From the above chart we could identify peak incidence in the decade 51şi aged 60 years, 

due to the greater number of defects due to malignant postexcizionale, etiology which has a 

peak age in this decade. 

Partial nose defects postexcizională etiology of malignant tumors and wound etiology by 

geraniums are more common in patients from rural areas in this study, because defects 

postexcizionale benign tumor and trauma have a higher incidence among patients coming 

from rural areas. 

Partial nose defects postexcizională tumor etiology is more common among patients with 

higher, perhaps due to the awareness and understanding of risk that they are exposed to the 

doctor for failure detection when a tumor. And for defects and traumatic etiology bitten 

wounds invesează situation in that patients with general secondary education and are more 

numerous. 

 

Graphical representation of the number of patients with lesions of cartilage damage 

nose without depending on the type of treatment used in the present study. 
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Graphical representation of the number of patients with lesions of the nose with 

cartilage involvement depending on the type of treatment used in the present study. 

 

Graphical representation of the number of patients with loss of substance in the 

cartilaginous nasal lobe without involvement depending on the type of treatment used in the 

present study. 
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Graphical representation of the number of patients with nasal lobe partial loss of 

cartilage involvement depending on the type of treatment used in the present study. 

 

Graphical representation of the number of patients with tissue defects lanivelul 

columella depending on the type of treatment used in the present study. 

 

Graphical representation of the number of patients with tissue defects in the nasal 

wings without cartilage involvement depending on the type of treatment used in the present 

study. 
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Graphical representation of the number of patients with defects in the wings or 

cartilaginous nasal mucosal involvement depending on the type of treatment used in the 

present study. 

 

Graphical representation of the total number of patients with defects of the nasal 

wing depending on the type of treatment used in the present study. 
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Graphical representation of the number of patients with defects in the dorsal nasal 

tissue without deep lesions depending on the type of treatment used in the present study. 

 

Graphical representation of the number of patients with deep dorsal nasal defects 

depending on the type of treatment used in the present studyt. 

 

Partial defects is a major social problem given that the central location of the face 

nose is an essential element in defining physiognomy. 
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The study found that surgical practice (medical - in general) is good to pay attention 

to simpler procedures.  

DISCUIONS 
Many modern possibilities of reconstruction of partial defects of its entire nose has a 

number of advantages. On the one hand, allows proper removal of oncological point of view 

of the primary tumor in the nose without fault postexcizional extent be influenced by a 

certain pattern of reconstruction that leads to progress in achieving major cancer surgery 

with curative intent and to provide a 5-year survival rates as high a rate [17]. 

Topographic face is divided in clinically and surgically (surgical anatomy) at three 

levels: 

- Superior anatomical part of the territory calvaria; 

- Middle, between line and line subnazală interspâncenoasă; 

- Lower range subnazală line and chin. 

Middle floor has a face turn following regions: orbital (2), nasal, zygomatic (2), and 

recovery of partially destroyed anatomical structures at this level involves complex surgical 

techniques in many cases standardized [18]. 

Theoretically partial reconstruction of soft tissue defects of the nose has mainly three 

objectives: 

Ø  morphological objectives  
Ø  aesthetic objectives; 

Ø  functional objectives. 

In terms of etiologic group of patients in our study belonged to the following 

categories in order of frequency etiological:  

► cutaneus tumors  
► trauma nose open 

► wounds bitten 

► rare etiologies defects 

PERSONAL CONTRIBUTIONS 
 Although wound repair nose is one of the oldest forms of expression of reconstructive 

surgery, the complexity and diversity that addresses nose reconstructive procedures bulk to make it 

hard for surgeons today addressing this pathology [82.83]. 

It is very important to establish clear criteria and logic – a real algorithm: 
1. for damage nose without cartilage damage: 
 free full thickness skin autotransplant harvested especially from retroauricular region; 

-directed spontaneous epithelization; 

 reapply amputated fragment (where possible) especially for children; 

2. lesions nose with cartilage involvement: 
 reattaching amputated segment (when it could be recovered); 

 use of composite grafts (autotransplanturi free) cutaneocartilaginoase harvested from the auricular helix; 

 local flaps rotate, translate or advanced (nasogenian trench, frontal zygomatic); 

3. loss of substance in the nasal lobe without cartilage involvement: 
 free full thickness skin transplants; 

 Regional Labour (nasogeniene or FORINTI); 

 free transplants Composites (cutaneogrăsoase); 

4. partial loss in the lobe involvement nasal cartilage: 
 free composite tissue grafts; 

 regional flaps; 

5. the columella tissue defects: 
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 regional skin flaps placement of cartilage grafts to maintain the length (height columella); 

 columella lengthening and associating scar cartilage grafts as guardian (autotransplantation); 

6. tissue defects in the nasal wings without cartilage involvement: 
 free full thickness skin transplantation; 

 directed spontaneous epithelization; 

 local flaps biloba (relative indication); 

7. defects in the wings or the cartilaginous nasal mucosal involvement: 
 reapply detached segment (amputated) for trauma (it is recoverable); 

 using composite tissue grafts (ear); 

 Local Lamb (relative indication); 

8. total nasal defects wing: 
 lamborui front (two-stroke operators); 

 Laboratory nasogenian reinforced folding and cartilage graft; 

9. the dorsal nasal tissue defects without deep lesions: 
 Local Labour: cross, translate, advanced slippery; 

 free full thickness skin transplantation; 

 cutaneocartilaginoase free grafts; 

 paramedial front flap; 

 glabellar flaps rotate; 

 nasogeniene flaps; 

 retroauricular island flap on the superficial temporal artery; 

10. deep dorsal nasal defects: 
 locoregional flaps: frontal, glabellar, nasogeniene associated with cartilage grafts and / or bone; 

 free composite flaps including cartilage and / or bone.   
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CLINICAL CASES  

CASE I 
GV patient, male, aged 34, presents Reconstructive Microsurgery Department of 

Plastic Surgery and Burns with a partial defect of nose nasal located in the right wing. 

History: The patient reported that four months ago he suffered an accident that 

resulted from a defect located in the right nasal wing. 

                      

 

 

 

 

 

 

 

 

 

 

Clinical examination revealed a lack of tissue from the superficial tissue 

cutaneogrăsos plan, following the partial 

lack of alar cartilage right, because the 

defect extends to the deepest plane of the 

wing of the nose and nasal specific plan.  

 Posttraumatic defect of the nasal 

pyramid located in the wing had a 

straight nose almost round surface about 

1 cm
2
. 

 

 

Fo t o  1–  L o ok  a t  clin ica l 

p r es en t a t io n  (w it h  p h o t o ) 
Fo t o  2   –  o o k  a t  clin ica l 

p r es en t a t io n  (p r o f ile  p h o t o ) 

Fo t o  3   –  L o o k  a t  clin ica l 

p r es en t a t io n  (m a cr o  p h o t o ) 
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 Treatment consisted of the use of free tissue transplantation composite collected 

from the right ear. 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

  

  

 

Progress was more than satisfactory result is a good one both physiologically and 

aesthetically social reinsertion successfully realizing. 

 

CASE II 

 
 It is a patient of 69 years sex 

masculuin saying that about 10-12 years 

observed aberrant development of skin 

from nose to tip of the predominance that 

while organic distressing in that "tumors" 

that produce obstruction develops 

nostrils which causes him to demand that 

solving condition. (photo - 11, 12, 13 - 

preoperative Skin). 

Fo t o  4   –  L o o k s  t o  2  d a y s  

p o s t o p er a t iv e ly  

Fo t o  5 –  L o o k s  t o  2  d a y s  

p o s t o p er a t iv e ly  

Fo t o  6   –  Pr eo p er a t iv e  

S k in  - r es p ect s  t h e  

s h a f t  in fer o s u p er io r  
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Note that in addition to patient age and underlying conditions requiring caution in 

relation to surgery ie type II diabetes (24 years old) with blood glucose between 160-340 

mg / dl, hypertension stage II atrerială in cardiology treatment with maximum tension 

values between 160-200 mm Hg; Ischemic Burden heart disease (stable angina of effort) 

and obesity gr. III. After a period of "medical moniotorizare" multidisciplinary surgical 

intervention is under general anesthesia with oro-tracheal intubation (ASA score III) and 

electric scalpel excision shall plan precartilaginos tumors eradicated piece is sent for 

histopathological examination (photo - 14, 15 - Skin surgery). 

 

 

Fo t o  7  –  Pr eo p er a t iv e  S k in  - 

lo o k  in  p r o f ile Fo to  8  –  Pr eo p er a t iv e  a p p ea r a n ce  

- o n  t h e  fr o n t a l p la n e  

Fo t o  9  –  S k in  s u r g er y  Fo t o  10   –  S k in  

s u r g er y  
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Postoperatively the excised leave payments with the intention of a possible 

secondary coatings free autotransplantation. The first dressing is performed at 48 hours and 

thereafter every 24 or 48 hours using local topical antiseptic and stimulating epithelization 

(pancolitis, Biotitus dermis) and histopathological results show: epithelial hyperplasia, 

sebaceous hyperplasia, epidermoid cysts and abundant chorion (Photo - 16 - Part excised). 

 

 

 

 

 

 

 

 

 

 

 

 

 

 The postoperative evolution is achieved smoothly and - surprisingly - directed 

spontaneous epithelization of the area in 16 days with a good cosmetic result (photo - 17, 18 

- Skin to 16 days postoperatively). 

 

  

Fo t o  16   –  ex cis ed  p iece 

Fo t o  17, 18   –  Po s t o p er a t iv e  a p p ea r a n ce  a t  16  

d a y s  
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CONCLUSIONS 
 &  The central and prominent position in the face nasal pyramid is the key element 

in defining facial physiognomy but also the segment most exposed; 

&  There is certainly a strong correlation between anatomy and methods covering nose and 

partial defeceteor tissue reconstruction in this region; 

&  An essential principle of reconstructive surgery is choosing a simple but effective ways - 

where it is necessary, however, a complex process which is indicated mainly in extensive 

destruction of the nose; 

&  crucial element influencing the choice of reconstructive method in partial defects of the 

nose is the fault location based on anatomical regions of the nasal pyramid; 

&  choice of reconstructive procedure or partial coverage of tissue defects of the nose is 

dictated by: local vascular status, patient age, presence or absence of local infection, the 

presence or absence of lesions deep social and educational status of the patient; 

&  The partial reconstruction of nose defects aesthetic element is most often essential 

unlike the extensive damage reconstruction should aim primarily functional aspect; 

&  The selection process is essential reconstructive accurate assessment of surface and 

depth of the defect - defect volume - (descriptive parameters of defect); 

&  Selecting the reconstruction plastic surgeon or otolaryngologist is based on experience 

and skill to work after taking into account all local factors and the general lesion on each 

patient individually; 

&  skin tumor pathology represents a significant proportion (over 70%) of "achievement" 

of soft tissue defects and defects require postexcizionale usually simple reconstructive 

procedures; 

&  In patients with multiple carcioname the face (epiteliomatoză face) or precancerous 

lesions should be avoided to use local or regional flap plasty that could bring new or 

reconstructed area covered injuries; 

&   Partial defects posttraumatic nose is a percentage of about 15% of all cases included in 

the study and partial nose defects caused by plagues bitten around 10%, and partial nose 

defects resulting from rare etiologies account for less than 1 % as a percentage. 

&   nasogeniene local flaps can be used with aesthetic and functional and aesthetic results 

very good partial nose defects - except columella and is a relatively simple reconstructive 

procedure, in the event of failure to present any aesthetic sacrifices donor area; 

&   algorithm evaluation and choice of reconstructive procedure is useful to avoid random 

decisions and made an "agreement" between solutions and complex defect reconstruction; 

&   The facial trauma reconstruction nasal pyramid defects was delayed at a rate of 58% of 

the cases either because it is required to stabilize vital functions in the first stage excisions 

were performed by addition; 

&   The partial reconstruction of nose defects donor areas should be weighed - at least 

clinically - before starting reconstructive surgery; 

&   reconstruction results were assessed in terms of coverage and quality stable defect in 

aesthetic and functional point of view, especially on socio-professional integration of 

patients; 

&   nose enjoy the full range of surgical reconstructive techniques but partial defects 

complexity reconstruction virtually never reaches such microsurgical free transfer and 
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explaining that it returns both the responsibility and the plastic surgeon 

Otorhinolaryngology; 

&   The main objective of personal research was the detailed analysis of case law and based 

on the analysis we performed a therapeutic algorithm that appreciate it as useful. 
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