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INTRODUCTION 

Basal cell carcinoma (BCC) is the most common cancer 

in the world with an approximate probability of 20 to 30 

percent overall lifespan. In recent decades, worldwide 

incidence rates have continued to rise 5-9 with a 

particularly large increase in young female populations, 

likely secondary to lifestyle-related use of indoor tanning 

and sun-seeking behavior.1 Basal cell carcinoma (BCC) 

accounts for about 70 percent of keratinocyte tumors 

representing 90 percent of all malignant skin conditions.2 
The prevalence of BCC is approximately 2000 cases per 

100 000 population, and the morbidity varies depending 

on the geographical width and the age of the patients, 

with an increasing tendency for individuals over 50 years 

old. The BCC mainly affects photo-exposed areas, 

appears in the head in about 80 percent of patients and 

affects the skin of the cheeks and the nose in half.3 The 

tumor has slow progression and metastases are found in 

only 0.5 percent of the cases, but when treatment is 

neglected or inadequate it can lead to considerable local 

destruction and disfigurement. The main etiological 

factor responsible for BCC is the prolonged UV exposure 

mostly at the expense of (290-3200) mm strong UV rays. 
It results in the activation of proto-oncogenes in the 

keratinocytes and inactivation of tumor suppressant 

genes. The high doses of UV light cause free oxygen 

radicals, which together with the decreased antioxidant 

protection system contribute to various processes of 

degeneration including carcinogenesis.4 The UV rays 

cause the formation of pyrimidine dimers and the loss of 

heterozygosity of both the tumor-suppressive (protective) 

genes ТР53 and РТСН, resulting in BCC in selected tetra 

nucleotide combinations of the coding genes as a 

sequence of microsatellite instability.5 Here we are 

discussing an ulcus rodens case we observed in an elderly 

patient which was treated with a Rieger’s flap. 

CASE REPORT 

Here we present a case of 85 years normotensive non 

diabetic man, farmer by occupation with chief complaint 

of nodular friable growth over dorsum of nose since, 2 

years, gradually progressive to current size which was 

associated with itching and bleeding on touch. It was not 

related to difficulty in breathing, with no discharge from 

growth. There was no history of preceding trauma as well 

as loss of appetite and weight. Patient was averagely built 

with stable vitals, on general examination. On local 

examination the lesion was 2*1 cm nodular firm growth 
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over nasal dorsum, which was roughly oval, 

erythematous, slightly tender, bled on touch with minimal 

surrounding induration. No palpable lymph nodes during 

clinical examination. Patient was investigated to detect 

the basal cell carcinoma and after obtaining the consent 

of the patient, underwent the wide local excision with 

Rieger’s flap cover over the area. 

 

Figure1: Basal cell carcinoma on the bridge of the 

nose measuring 2*1 cm. 

 

Figure 2: Wide excision of the lesion with 3 mm 

margin and marking of Reiger’s flap. 

 

Figure 3: Complete mobilization of the flap to achieve 

maximal tissue movement. 

 

Figure 4: Frontal view, closer with 5-0 ethilon non 

absorbable suture material. 

 

Figure 5: Left lateral view of the patient. 

 

Figure 6: Sketch illustrating the modified rotation 

flap of the nasal dorsum beginning in the upper 

portion of the defect with lengthening of the leading 

edge of the flap, which provides tissue from the lateral 

side of the nose.  

Surgical procedure 

The lesions were removed with a safety margin of 3 mm 

following local anaesthetic injection. The flap was 

outlined in the usual manner firstly. A deep sweeping 

curvature of the free edge of the flap was performed for 
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the defects involving the dorsal portion. The free edge 

deep arc provided coverage for donor skin. In the 

skeletonizing plane the flap was incised and undermined 

all over the defect. Undermining at nasion and glabella 

became more superficial and the back-cut at glabella 

provided essential mobility for the flap. In cases requiring 

further advancement or rotation, the skin incision may be 

lengthened to medial canthal ligament level. The lateral 

incisions were placed at the naso-facial junction making 

sure the nasal sidewall subunit was not violated. The flap 

was uplifted and rotated into place. The distance from the 

base of the glabella to the superior tip of the glabellar 

portion of the flap should be approximately 1.5 to 2 times 

the vertical height of the nasal defect to ensure adequate 

tissue movement. Here, the lines directed toward the 

contralateral medial canthus, creating a 30° to 45° angled 

back cut. Incisions can be made prior to undermining. 

Alternatively, prior to incisions, undermining bluntly 

from the defect toward the glabella may be accomplished 

in the loose areolar plane just below the superficial 

musculoaponeurotic system of the nose. After flap 

undermining, incisions are completed in the lines 

previously drawn. Blunt dissection and undermining 

beneath the musculature of the nasal sidewall is then 

completed until the entire flap is lifted from the 

periosteum and perichondrium. Rieger emphasized 

completely mobilizing the pedicle of the flap down to the 

epicanthal ligament as well as to the contralateral 

nasofacial sulcus beneath the transverse nasalis muscle. 

This is necessary to achieve maximum flap mobility and 

tissue movement. The myocutaneous flap is then 

advanced and rotated into the primary surgical defect and 

primarily closed with 5-0 ethilon. Post-operatively a 

negative pressure drain was placed immediately which 

was removed after 48 hours. 

DISCUSSION 

In 1967 Rieger popularized the surgical reconstruction 

using the dorsal nasal flap.6 The dorsal or Rieger flap is 

considered basically a rotational flap of the nasal dorsal 

skin.7 Originally designed as a random flap, and 

transformed into an axial flap, 2 cm diameter lesions 

were recommended.6 Some modifications to the 

procedure have been suggested since it was first 

described, thus improving its applicability. These concern 

the lateral design as well as the proximal portion next to 

the glabella. The glabella shape is of great importance in 

flap design. Some patients have vertical wrinkles and 

other patients have a very prominent nasal bridge with 

excess tissue that facilitates, and even marks, where a 

horizontal fold is to be incised.7 Flaps that rotate or 

transpose around a cutaneous pedicle's pivotal points are 

restricted by that tissue base. The complexities of flap 

tethering can be predicted by changing the flap 

dimensions to avoid unwanted degrees of stress or tissue 

displacement. The novelty of this procedure lies in the 

lengthening of the flap rotation leading edge, which may 

provide tissue from the adjacent nasal skin, cheek, or 

groove to close the defect. Indeed, the key to designing 

these flaps is to simply close the donor zone beyond the 

nasal dorsum, either directly or by releasing incisions that 

allow the cheek to slightly advance.8 Normally, a remnant 

of skin allows direct closure along a physiological fold at 

these anatomic sites after large lesions have been excised. 
The texture and color of this hairless skin is similar to 

that of the nose, and though it may contain fewer 

sebaceous glands in males, it hardly affects the final 

cosmetic result. Often, the advancement of the cheek's 

skin or the nasofacial groove is insufficient to close large 

nose defects; advancement alone may pull 

asymmetrically on the nostril or cause a trap-door action.9 
In contrast, rotation of the nasal dorsum, combined with 

extension of the rotating flap's leading edge, results in a 

much more aesthetically acceptable result.10 Classically, a 

2 stage paramedian forehead flap is used for closing 

defects larger than 2.5 cm in diameter on the nasal 

pyramid; it has a more complex design and is more 

difficult to execute.7 We suggest the paramedic forehead 

flap should be reserved for reconstructing defects of a 

larger size or defects affecting the nasal pyramid's full 

thickness. 

CONCLUSION 

It is important to maintain the highest level of nasal 

reconstruction expertise in order to give patients the best 

aesthetic and functional results. When performed on 

properly selected patients, the Rieger flap is an 

aesthetically predictable, one-stage procedure. 
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