
Global Dermatology

Case Report ISSN: 2056-7863

Glob Dermatol, 2016             doi: 10.15761/GOD.1000178  Volume 3(3): 302-304

Trilobed flaps: an alternative to dorsal nasal flaps
Nathaniel J Jellinek1,2,3 and Alyssa B Findley3

1Department of Dermatology, The Warren Alpert Medical School at Brown University, Providence, RI, USA
2Division of Dermatology, University of Massachusetts Medical School, Worcester, MA, USA
3Dermatology Professionals, Inc. East Greenwich, RI, USA

Abstract
Trilobed flaps have demonstrated utility in the reconstruction of lower nasal defects.  An understanding of the flap dynamics, particularly when compared to 
and contrasted with that of the dorsal nasal flap, enable the surgeon to employ this flap in a variety of circumstances. This paper describes the use of this flap and 
demonstrates its benefit through detailed figures.

Introduction
Partial thickness nasal defects on the tip, supratip, and lateral tip 

pose unique reconstructive challenges, and have been approached 
successfully with a variety of surgical techniques. The dorsal nasal 
(Reiger) rotation flap [1] is a widely used reconstruction that preserves 
distal nasal contour as a sliding flap, with elements of both rotation and 
advancement, accessing the reservoir of lax dorsal nasal and glabellar 
skin. The repair comes at the cost of lengthy suture lines, ideally hid 
along the nasofacial sulcus and in the glabella, but always with an 
oblique distal nasal suture line at the site of standing cone repair. 
When designed and executed correctly, the results are elegant, and 
often a preferred alternative to a skin graft or other local flaps. Still, alar 
asymmetry and tip elevation remain possible complications, although 
these are usually prevented with proper patient selection, flap design 
and surgical execution. 

Method
The trilobed flap, as recently described and detailed by Albertini 

and Hansen, is an elegant technique to approach lateral tip lower nasal 
defects. However, the flap has been detailed with different emphasis 
previously [2-6]. In the past three years of practice, the senior author 
(NJ) has utilized the trilobed flap for a variety of defects traditionally 
approached with the dorsal nasal flap. It has become clear that, just as 
the bilobed flap has comparable features to the hatchet flap for lower 
lateral nasal defects [7], the trilobed flap can be compared to the dorsal 
nasal flap and be utilized for supratip, tip, and lower dorsum defect 
reconstruction.  

Result
Both the bilobed and trilobed flaps contain significant elements of 

rotation and transposition in their design, in addition to an important 
but subtler element of advancement [8]. Taking into account 
Zitelli’s significant redesign of the bilobed flap [9] and subsequent 
modifications [10,11], the authors’ design their trilobed flaps around a 
standing cone and pivot point that dictates subsequent arcs of rotation 
and transposition. (Figures 1-3) For lateral and inferior defects, the 
standing cone is placed just above the alar groove when possible, 
angled quite obliquely (rather than horizontally) (Figure 4). The 

oblique vector of the standing cone not only places the incision line in 
or abutting an optimal anatomic subunit boundary line, but it limits 
“bulldozing” of the free margin in overly sebaceous skin when the flap 
transposes and rotates into the primary defect [10]. Instead of a tension 
vector compressing the free margin vertically, the tension vector of the 
primary defect is oriented obliquely towards the midline.

Discussion
The trilobed flap has several advantages in this location over the 

bilobed flap. The latter incorporates a design with a standing cone 
and two lobes of near equal size, approximately 45 degrees between 
them. With some nasal defects, this particular design places the 
secondary lobe in a nasal location that risks ipsilateral or contralateral 
alar elevation [11] when closing. Increasing the angles between arcs 
can more specifically place the secondary lobe (and tertiary defect) 
in a more advantageous location but creates a flap that transposes 
and rotates with greater difficulty, under more tension and a risk of 
secondary tissue movement and alar distortion. As noted by previous 
authors, the trilobed flap addresses these very concerns and facilitates 
flap design with more ideal 45 degrees of rotation per lobe, and with a 
tertiary lobe oriented perpendicular to the free margin [12].

When nasal defects are located on the supratip and tip skin, 
(sites commonly approached with the dorsal nasal flap,) the authors 
have utilized a similar approach to that of those on the lateral nasal 
tip skin. The standing cone is designed first, often oriented obliquely 
and superiorly, and long enough that the apical angle is 30 degrees (to 
minimize dog-ear formation). The flap is designed around this pivot 
point, with arcs drawn and lobes created of equal or near equal size 
(Figures 1-3). The final flap design including exact lobe size and length 
is altered to a small degree on a case-by-case basis, based on a variety 
of factors: tissue swelling at time of reconstruction, elasticity/stiffness 
of the nasal skin, surrounding scar and/or any limitation of the flap to 
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rotate freely with pivotal restraint [13].

When viewing the arcs of rotation in this location with this flap 
design, the trilobed flap resembles a shortened dorsal nasal flap [14] 
without extension to the glabella, and a back-cut in the form of the 
tertiary lobe on the upper nose (Figure 5). Due to the lengthening of 

this flap through the series of z-plasties inherent in the flap mechanics 
[10], greater flap mobility is achieved, and the standing cone position is 
idealized based on original design.

Conceptually, this surgical approach is in direct contrast to the way 

Figure 1. Patient with 1.2 cm defect on the midline nasal supratip, repaired with a trilobed 
flap. The standing cone is designed obliquely to the patient’s left, minimizing downward 
compression of the left ala. One month follow-up images are presented.

Figure 2. Patient with 1.2 cm defect on the midline nasal tip, repaired with a trilobed flap. 
The standing cone is designed superiorly and obliquely to the patient’s right. The tertiary 
lobe is located in the midline nasal root, a source of great tissue laxity. One week follow-up 
pictures are presented.

Figure 3. Patient with 1.4 cm defect on the midline nasal tip and supratip, repaired with a 
trilobed flap. The standing cone is designed superiorly and obliquely to the patient’s right. 
The tertiary lobe is located in the right medial canthus. One week follow-up pictures are 
presented.

Figure 4. Patient with a 1.3 cm defect on the left nasal tip and infratip. The flap is designed 
around a standing cone and pivot point located superiorly and obliquely to the patient’s left. 
The tertiary lobe is oriented perpendicular to the left ala. One month follow-up pictures 
are presented.
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many surgeons perform the dorsal nasal flap [15]. In most instances, 
the dorsal nasal flap is designed with an idealized take-off point, carried 
superiorly in the nasofacial sulcus, crossing towards the midline in the 
glabella, with a generous back-cut at the flap apex superiorly. Only 
after the flap is undermined, rotated and advanced is the standing cone 
designed, usually obliquely across the nose. Occasionally this final step 
in design is performed with the standing cone placed more laterally 
to avoid cutting in to the flap pedicle, and/or shortened such that the 
apical angle is less than 30 degrees. The aesthetic sequelae from these 
design flaws increases the likelihood of an inelegant result, with scar 
lines, nasal asymmetry, and tissue swelling that are distracting and may 
require revision.

The comparison between the trilobed flap and dorsal nasal flap can 
be visualized in the figure. Due to the greater tissue mobility achieved 
with the multilobed flap, there is no need to extend the skin incisions 
superiorly to the glabella, and the natural superior incisions (and true 
reservoir) lie in the upper sidewall and medial canthal nasal skin. 
Indeed, this flap depends on (and is limited by) the tissue laxity found 

on the upper nose. As such, patients with tight nasal skin, previous 
radiation, or previous surgeries on the nose may benefit from other 
reconstructive options. 

Conclusion
The lessons learned from decades of bilobed flap experience, and 

now years of trilobed flap use, have created a flap with predictable tissue 
movement and outcomes. As noted, patient and defect selection are 
crucial, however with optimal flap design and execution, the trilobed 
flap can reconstruct lower nasal defects as an alternative to the dorsal 
nasal flap and other reconstructive options. 
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Figure 5. Pt with 1.7 cm defect on the nasal tip and supratip. An example of a dorsal nasal 
flap design is shown marked, with the trilobed flap also drawn, then executed. Two month 
follow-up pictures are presented. There is slight elevation of the right alar rim.
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