
EJD, vol. 30, n◦ 6, November-December 2020 763

6. Charli-Joseph Y, Cerroni L, Leboit PE. Cutaneous spindle-cell B-cell
lymphomas: most are neoplasms of folicular center cell origin. Am J
Surg Pathol 2015; 39: 737-43.
7. Magro CM, Momtahen S. Primary cutaneous spindle cell B cell
lymphoma: a report of three cases and review of the literature. Ann
Diagn Pathol 2017; 27: 18-23.
8. Garrido MC, Rios JJ, Riveiro-Falkenbach E, Escamez PJ, Ronco
MA, Rodríguez-Peralto JL. Primary cutaneous spindle cell B-cell lym-
phoma of follicle origin mimicking acne rosácea. Am J Dermatopathol
2015; 37: e64-7.
9. Li L, Majerowski J, Sokumbi O. Cutaneous spindled follicle cen-
ter cell lymphoma with abundant mucin: a diagnostic pitball. J Cutan
Pathol 2020; 47: 394-7.
10. Oschlies I, Kohler CW, Szczepanowski M, et al. Spindle-
cell variants of primary cutaneous follicle center B-cell lymphomas
are germinal center B-cell lymphomas by gene expression profiling
using a formalin-fixed paraffin-embedded specimen. J Invest Dermatol
2017; 137: 2450-3.

doi:10.1684/ejd.2020.3933

DermSurgery: nasolabial transposition
flap for reconstruction of two adjacent
nasal defects

Álvaro MACHADO1, Manuela SELORES1,2,3

1 Department of Dermatology, Centro Hospitalar Universitário do Porto,
2 Instituto de Ciências Biomédicas Abel Salazar, University of Porto,
3 Dermatology Research Unit, Centro Hospitalar Universitário do Porto,
Porto, Portugal
alvarocsmachado@gmail.com

An 88-year-old male patient presented with basal cell car-
cinoma involving a 23 × 14-mm area on the dorsum of the
nose and a second area within 5 mm from the right ala nasi
(figure 1A, B). The tumours were surgically removed, result-
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Figure 1. A, B) Basal cell carcinoma involving a 23 × 14-mm area on the dorsum of the nose and a second area within 5 mm
from the right ala nasi. C) Resulting defect and design of a transposition nasolabial flap. D) Immediate post-operative result. E)
Clinical outcome one year after the surgical procedure.

ing in two adjacent defects with a total size of 38 × 21 mm
(figure 1C). For reconstruction, a nasolabial transposition
flap was performed. A year after surgery, no recurrence was
noted and outcome was aesthetically favourable (Figures
1D, E).
The nasolabial (also called melolabial) transposition flap
has been commonly described and used for facial soft tis-
sue reconstruction since the 19th century. However, the first
recorded description dates back to as early as 600 BC by
Sushruta [1]. This technique allows the use of a flap along
the whole length of the nasolabial fold, down to the border of
the chin and within the width determined by the amount of
natural excess of tissue at the nasolabial crease and its exten-
sibility [2]. Nasolabial flaps have therefore been widely
used for reconstruction of defects of areas including the ala,
side wall, columella lip and cheek [3-5]. Traditional designs
have resulted in significant blunting of the nasofacial sul-
cus and frequently a trapdoor deformity, often requiring one
or more postoperative revisions. In 1990, Zitelli described
several modifications of the traditional design that helped
to minimize the need for surgical revision [6]. The flap
should be designed to include the preplanned excision of the
Burow’s triangle along the lateral nasal sidewall. The donor
site should parallel the nasolabial fold and be widely under-
mined. Also, the recipient site should be undermined in a
submuscular plane on the nose. The first stitch is a periosteal
suture placed in the undersurface of the flap, allowing recre-
ation of the nasofacial sulcus and decreasing the tension of
the flap.
In our case, a nasolabial transposition flap allowed closure
of a wide defect, as a result of two adjacent areas. The pedi-
cle of the flap was wide enough to ensure adequate blood
supply. Therefore, we avoided the use of more complex
techniques with potentially less favourable outcomes.
In conclusion, the nasolabial flap is a quick and effec-
tive approach for closure of defects of the midfacial area.
This technique takes advantage of the use of a wide and
rich vascularized flap, matching the requirements of com-
plex reconstruction. Due to its versatility and effectiveness,
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along with good functional and aesthetic outcomes, the
nasolabial flap remains one of the most useful options for
reconstruction in the area of the facial triangle. �
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Figure 1. A) Reticular purpuric patch over the left thumb. B) Reticular purpuric patches over left palm.

The coronavirus disease 2019 (COVID-19) is caused by
a novel coronavirus, SARS-CoV-2, first isolated in China
in 2019. It has been associated with various skin mani-
festations, comprising maculopapular, urticarial, vesicular
eruptions, chilblain-like lesions, and livedo/necrosis [1].
There have been multiple reports [2] of chilblain-like erup-
tion in countries coincident with the COVID-19 pandemic
spread, however, the pathogenesis of the eruption remains
to be elucidated. Type I interferon and cytokine response
to the viral infection have been shown to result in microan-
giopathic changes and chilblain-like lesions [3].
Chilblains, or pernio, classically present as erythema
and swelling of the extremities following cold exposure.
Chilblain-like lesions are named as such as they resemble
idiopathic chilblains, and the patients typically do not have a
history of chilblains or collagen vascular diseases. Reported
cases of COVID-19-related chilblain-like lesions have been
reported from Europe, the Middle East, and United States
[2] during the months of February to May, but none have
been reported from tropical regions such as South America
or Southeast Asia [4]. A proposed theory is that cold expo-
sure may be a co-factor for the cutaneous inflammation that
occurs in chilblain-like lesions.
In Singapore, the temperature is higher than 20◦C peren-
nially and idiopathic pernio does not typically occur.
Patients with mild COVID-19 disease in Singapore have
been isolated in large community facilities and out of
11,000 patients admitted under our care so far, there has
only been one patient who presented with chilblain-like
lesions. The patient was a 26-year-old Indian male whose
nasopharyngeal swab was positive for SARS-CoV-2 based
on polymerase chain reaction. He presented with mildly
painful erythematous patches over his left thumb and palm
on Day 15 of his COVID-19 illness. The patches became
purpuric in a mildly reticular configuration the following
day, associated with swelling of his left thumb (figure 1). His
pain score was 1 to 2 out of 10. He was otherwise afebrile
and systemically well. Laboratory investigations, compris-
ing full blood count, prothrombin time, d-dimer, C-reactive
protein, lactate dehydrogenase, and creatinine levels were
normal. He was clinically diagnosed to have chilblain-like
lesions related to COVID-19 and was prescribed paraceta-
mol as required. Subsequent follow-up at Day 12 after onset
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