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Summary

Traumatic defects of the nasal tip pose both functional and aesthetic challenges in reconstructive surgery. The main challenges include the
limited availability of local tissue — particularly the lack of mobile tissue — need to provide both structural support and adequate skin coverage,
and three-dimensional complexity of nasal anatomy, which requires a symmetrical aesthetic outcome. Our case report describes a 50-year-old
woman with a tissue-loss injury of the nasal tip and the nasal ala. We describe in detail the reconstruction of this defect using a composite graft

and present the results after 8 months.
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Introduction

A composite graft is a free graft com-
posed of two or more tissue types —
most commonly skin and cartilage -
transplanted without a vascular pedicle.
It is typically used for the reconstruction
of small, well-vascularized defects, par-

ticularly in the nasal and auricular re-
gions. The main advantage of a com-
posite graft is that it is a single-stage
procedure without additional scarring in
the central face [1,2]. Like skin grafts, the
composite graft relies on the wound bed
to provide vascularisation to support the

Fig. 1. a, b) Defect of the acral portion of the left nasal ala, involving part of the
nasal tip, with an additional defect in the columellar region.

tissue [3]. However, the use of this tech-
nique may be associated with complica-
tions. These include in particular graft
necrosis, scarring, infection, asymme-
try, and others [1]. Therefore, it is neces-
sary to follow several principles to min-
imize these risks. The survival of the
composite graft is dependent on multi-
ple factors, but the most important lim-
itation is size [1,3-6]. Composite grafts
used for nasal defect reconstruction are
most commonly harvested from the ear;
therefore, it is also necessary to carefully
consider an appropriate reconstruction
of the donor site, depending on the lo-
cation used.

Description of the case

A nearly 50-year-old female patient sus-
tained a dog bite injury in February
2025. The injury consisted of a defect of
the acral portion of the left nasal ala, in-
volving part of the nasal tip, with an ad-
ditional defect in the columellar region
(Fig. 1). The injury was caused by a prop-
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Fig. 2. a—c) Crust formation at the defect site 8 days after injury, prior to
surgical intervention.

Fig. 3. a-c) For reconstruction of the nasal ala, a 2 cm segment of the acral
portion of the helix, including cartilage, subcutaneous tissue, and skin, was
harvested. For the columellar defect, a full-thickness skin graft was harvested
from the area anterior to the left tragus and applied.

erly vaccinated dog, and the patient had
valid tetanus immunization. The patient
was otherwise healthy, non-smoker,
with no relevant medical history.

After multidisciplinary discussion
and thorough evaluation of the de-
fect, a composite graft was selected as
the reconstructive method. The patient
underwent regular wound dressing
changes and was maintained on antibio-
tic therapy (Augmentin + Metronidazol)
throughout the preoperative period.
Surgical intervention was performed
8 days after the trauma. Fig. 2 shows
crust formation in the area of the defect
prior to surgery.

A composite graft was harvested from
the patient’s left auricle. An initial me-
ticulous, tissue-sparing debridement
was performed to prevent enlargement
of the defect. For reconstruction of the
nasal ala, a 2cm segment of the acral
portion of the helix, including cartilage,
subcutaneous tissue, and skin, was har-
vested (Fig. 3). The graft was then care-
fully sutured to the recipient bed using
5-0 Vicryl Rapid. The graft shape pre-
cisely matched the dimensions of the
elongated defect (Fig. 3). For recon-
struction of the columellar defect, a full-
-thickness skin graft was harvested from
the area anterior to the left tragus and
applied (Fig. 3, 4). Due to the limited
amount of tissue available for helix re-
construction, a releasing incision was re-
quired, and a triangular piece of tissue
was excised from the proximal part of
the helix (Fig. 4).

All areas were covered with fatty
gauze moistened with saline and a small
amount of Betadine. On the first post-
operative day, the graft appeared pale
(Fig. 5a). However, by the second post-
operative day, the graft had become
pink, and the patient was discharged
for outpatient care (Fig. 5b-e). Three
weeks postoperatively, the patient
began scar treatment (moisturizing all
treated areas). No further surgical pro-
cedures were required. The patient’s last
follow-up was after 8 months (Fig. 6a-d).
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Fig. 4. a—d) For helix reconstruction, a releasing incision was required due to the limited amount of tissue, and a triangular
piece of tissue was excised from the proximal part of the helix. d) Healed donor site 8 months postoperatively.

Fig. 5. a) First postoperative day. b-e) Second postoperative day.

Discussion

Traumatic defects of the nasal tip pose
both functional and aesthetic chal-
lenges in reconstructive surgery. Several

techniques can be considered for the re-
construction of nasal tip defects. In this
case, a bilobed flap or a V-Y advance-
ment flap was not feasible due to limited

tissue mobility. A nasolabial flap could
have been used [7] however, given the
longitudinal acral nature of the defect,
the aesthetic outcome would have been
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Fig. 6. a-d) Final outcome 8 months after surgery.

uncertain. For larger defects, a forehead
flap represents an established option,
typically performed as a two- to three-
-stage reconstruction [8]. Other recon-
structive possibilities include a radial
forearm flap, a reversed superficial tem-
poral artery auricular flap, or a pedicled
Washio retroauricular-temporal flap [9].
Another potential approach is the use
of artificial dermis [10]. However, in our
country, its application is not covered
by insurance except in cases of burn in-
juries. Nevertheless, promising results
have been reported, as demonstrated
by the study You etal. According to this
study, the multilayered application of
Matriderm (an acellular collagen-elas-

tin dermal substitute) in combination
with a full-thickness skin graft (FTSG)
represents a reliable method for cov-
ering nasal skin defects, particularly in
the thick skin zone of the nasal tip and
ala [10]. Among other surgical options
for the treatment of defects of the acral
part of the nose is the use of a compos-
ite graft [11]. In our case, a composite
graft was considered the most appro-
priate option. However, each technique
has its indications and limitations de-
pending on defect size, location, and the
desired aesthetic outcome. When multi-
ple layers are involved in defect, the re-
construction requires combining proce-
dures to replace each layer [12].

The maximum graft size is generally
limited to 1.5-2cm, and its shape is de-
termined by the donor site, which pro-
vides limited plasticity [1,13,14]. Sev-
eral studies support a limit of up to
1.5cm [4,5]. According experience Chen
etal., using composite grafts for partial
and full-thickness ala defect, the best re-
sults occurred when the graft was 1cm
or less. Very few patients in their series
with defect larger than 2cm had good
aesthetic outcomes [3]. On the con-
trary, some studies show that it is pos-
sible to use a larger size [1,6]. Gjorup
etal. reported 18 patients with nasal
defects, with an average maximum de-
fect size of 13mm (range, 6-25mm).
Based on the authors’ findings, defects
up to 2cm have a higher likelihood of
successful graft take. The study con-
cluded that composite grafts are par-
ticularly suitable for defects of the
nasal ala and tip. Negative factors af-
fecting healing included diabetes mel-
litus, smoking, and obesity. Reported
complications included graft necrosis,
scarring, and asymmetry. Overall out-
comes were classified as good in 9 cases
(50%), acceptable in 5 cases (28%),
and poor in 4 cases (22%) [1]. The risk
of graft necrosis is therefore relatively
high.

The success of a composite graft re-
lies on meticulous surgical technique,
including precise suturing and tension-
-free adaptation to ensure optimal con-
tact, as graft nourishment initially de-
pends solely on diffusion. Because the
graft is initially nourished solely by dif-
fusion, it was highly advantageous in
our case to use a thin, longitudinal graft
that adhered along its entire length to
the defect site, thereby significantly in-
creasing the likelihood of complete graft
survival. We also emphasize the impor-
tance of delaying the procedure after
the injury, allowing the wound to par-
tially heal and granulate before address-
ing only the essential areas. At the bor-
derline size of 2cm, the technique must
be executed with extreme precision: the
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graft must lie completely flat, without
any folds, particularly because the nose
is one of the most prominent facial
structures.

Conclusion

Use of a composite graft requires metic-
ulous surgical technique. There is a rel-
atively high risk of graft failure; there-
fore, extensive debridement that could
enlarge the defect should be strictly
avoided. It must always be kept in mind
that graft tissue may detach, poten-
tially resulting in an even larger defect.
Although the technique itself is rela-
tively straightforward, alternative recon-
structive options remain available in the
event of graft necrosis; however, these
options are generally more invasive for
the patient. Therefore, we recommend
attempting a composite graft as the
initial approach.
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