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Understanding the vagaries and nuances of nasal
surgery is accomplished neither easily nor quickly.
Given this opportunity to share personal preferences
and cxperiences, the author hopes that his observa-
tions can provide some clarity and reasonable alter-
natives to the rhinoplasty student’s seemingly endless
quest for answers.

The ultimate result is seldom achieved in rhino-
plasty. The goal is enhancement, not perfection of
facial form. A more appealing, natural appearance,
even unstated, is the desire of most patients. A good
rhinoplasty draws attention to the eyes, not the nose
(Fig. 1)!

The ability to achieve this natural, appropriate
appearance depends upon a conservative, flexible
approach of the surgeon. In rhinoplasty the surgeon
does a little to achieve a lot. Even more significant is
the preoperative selection and analysis of the patient.
Nothing is more essential to a successful outcome
than the right diagnosis.

During the consultation period, the author wants
to understand the patient’s motivations and expec-
tations. Listening to the patient’s desires is important,
not imposing desires on the patient. Questioning of-
ten begins around the patient’s background, occupa-
tion, and medical history. Only after meeting the
person is attention directed toward the nose. Of
extreme relevance is the patient’s perception of his
or her problem. Thus highlighted at the top of the
patient’s record. in the patient’s own words, is the
“chief complaint.”

* Simons Center for Nasal and Facial Plastic Surgery,
16800 NW 2™ Avenue, Suite 607, North Miami Beach,
FL 33169,

Significant differences between what the doctor
and patient sees, unrealistic expectations, and overly
demanding or perfectionistic behavior are infrequent
but easily detectable “warning signs™ by the inter-
ested listener. The author’s bottom line is one of
comfort. If the patient or procedure makes the author
uncomfortable, the author passes on the opportunity
to operate.

How surgeons analyze a nose depends greatly on
the information provided. Accurate photographic
documentation is critical. The author’s preference
for two light sources, consistent background, distance,
and positioning derives from the need to assess nasal
width, height, dorsal alignment, tip position, and dor-
sal highlights accurately (Fig. 2).

Well-taken frontal, right and left lateral unsmiling,
oblique, right lateral smiling, and base views often
enable the surgeon to reevaluate a “game plan”
initially entertained during the consultation. No view
is more poorly taken and undervalued than the base
view. With good lighting and a camera lens that al-
lows focusing from 18§ inches, the base view provides
direct evidence of the ratio of structural support to
skin thickness, the amount of tip projection, and the
degree of the anterior functional problems (Fig. 3). If
the skin is thin, the tip cartilage is strong, and the
domal highlights are more than 3 or 4 millimeters
apart, the operation calls for strengthening of the intra-
domal space and better medialization of the lobule
to prevent postoperative bossae formation (Fig. 4).

Every rhinoplasty deserves at least five opera-
tions! The photographic analysis following the initial
consultation is the second time the specific proce-
dure is planned. The third takes place on the return
office visit or just before surgery. The fourth is in the
operating room (OR) and the fifth occurs sometime
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Fig. 1. Patients demonstrate facial enhancement and beauty “seen in the eyes” following rhinoplasty. (4. B) Pre- and
postoperatively at | year. (C-F) Frontal and lateral views of patient six years postoperative.

during one of the postoperative visits (Fig. 5). This
type of attention to detail and deliberative “game
planning™ allows the patient and the surgeon to ar-
rive in the OR with the calming assurance that they
know what to expect and how the problem will be
approached. It is not acceptable to say “we’ll wait
until we get into the OR to decide what we will do.”

The overwhelming majority of the authors’
rhinoplasties are performed in his Accreditation As-
sociation for Ambulatory Health Care (AAAHC)-
accredited office OR facility. Familiar OR assistants
and a regular anesthesia provider adds to the comfort
and safety of the procedure. Though the author rarely
uses general anesthesia in the office setting, the author
will defer to the anesthesiologist or certified registered
nurse anesthetist (CRNA's) preference in the hospital
or other ambulatory setting.

The author’s current office routine for anesthesia
is as follows. In the holding area, the patient receives
intravenous (IV) lorazepam (Ativan) 0.6 mg, mid-
azolam (Versed) 2 mg, and the anticholinergic gly-
copyrrolate (Robinal) 0.2 mg. Vital signs including

oxygen saturation are monitored over the next 10 to
15 minutes.

In the OR, when the cardiac monitors have been
attached, a propofol (Diprivan) drip at 75 meg/kg/min
1s started for its sedative and hypnotic effect. Be-
fore nasal injections the narcotic sufentanil (Sufenta)
5 meg is administered.

Throughout the procedure, according to the needs
of the patient, the maintenance of Diprivan is de-
creased to 40 to 50 meg/kg/min and Versed to 0.5 to
1 mg at 15- to 30-minute intervals, along with Su-
fenta, 2.5 micrograms at 30-minute intervals.

To control nausea the patient takes a tablet of
Zofram 4 mg the night before surgery then receives
IV cimetidine (Tagamet) 300 mg during the operation
and metoclopramide (Reglan) 5 to 10 meg toward the
end ol the procedure. Also given by IV during the
procedure is cefazolin (Ancef) 1 gm and dexametha-
son (Decadron) 8 mg.

With the patient supine on the OR table and the
local anesthetic (2% xylocaine with adrenaline
1:100,000 [~ 10 cc]) injected. the preoperative nasal
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Fig. 1 (continued ).

appearance can change dramatically (Fig. 6). Allow-
ing 5 to 10 minutes for the vasoconstrictive effects
of the anesthesia to occur is important, as is the
opportunity to again revisit the “game plan.”

In more than 95% of primary and in more than
80% of revisional cases the author’s approach to the
surgery is endonasal. With complete transfixion and
marginal incisions, the endonasal approach atfords
excellent visualization of all areas except the lateral
osteotomy site, allows variation of technique, permits
delicate “touch” evaluation, limits pocket size for
grafts, and avoids any external scar. Final profile
adjustments and the appropriate relationship of tip to
dorsum are made easier with the skin envelope intact.

The external approach is employed in unique
situations of extreme scarring, tissue deficiency, or
marked curvature of the dorsum. Usually the place-
ment of spreader grafis or the need for high septal
repositioning is more easily approached and con-
trolled from above.

At this time, the author does not see the ratio-
nale for differentiating the endonasal and external

approaches in terms of “closed” and “open.” The
endonasal approach hardly limits the surgeon’s ability
to evaluate or correct the patient’s problem, yet
“closed™ is a term that suggests less capability to
observe or maneuver. The beauty and delicate nature
of rhinoplasty demands more intelligent, precise de-
scriptive terminology.

With the endonasal approach, the complete trans-
fixion incision becomes full when there i1s the need
for shortening or straightening the caudal septum.
Through this extended incision the depressor septi
muscle 1s cut when the dependent or ptotic nature of
the tip is accentuated in the preoperative smiling
view. In a retrograde manner soft tissue can be
removed from between the medial crura to narrow a
widened columella.

It is often stated—but cannot be overly empha-
sized—that the marginal incision should not be
confused with the rim incision. Rarely does the
caudal border of the lower alar cartilage parallel the
nostril rim beyond 40% distance, making incisions
or dissection in the lateral rim area counterproduc-
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Fig. 1 (continued).

tive. The marginal incision delivers into view the ma-
jority of the lower alar complex. In thick-skinned
noses the author intentionally undermines more su-
perficially so that a layer of subdermal tissue and fat
can be removed en bloc from the cartilages. In almost
all cases the intradomal soft tissue is removed.
Essential for maximum visualization of the alar
complex is an extended marginal incision, especially
along the caudal margin of the medial crura. The
author begins the endonasal delivery technique with
the incision starting just behind the infradomal soft
tissue facet and carried down approximately 50%
of the anterior edge of the columella (Fig. 7). When
connected with the lateral extent of the marginal in-
cision, a lateral and medial release of soft tissue pre-
cedes delivery of the chondrocutaneous bipedicle flap.
Though most rhinoplasties involve work on the
nasal tip, dorsum, bony pyramid, and septum, there is
no set routing of operative steps. Thirty years ago,
teaching suggested the value of setting the tip posi-
tion first to allow for more accurate lowering of the

nasal dorsum, which often led to overresection of
dorsal height to accommodate limited tip projection.

Following transfixion of the nose through the
endonasal approach, the author prefers to begin with
the preliminary lowering of the nasal dorsum. Be-
cause most dorsal humps are more cartilaginous than
bony, the author stages the reduction, first taking
down the septal angle and excess cartilage with the
right angle scissors or knife then shaving the bone
with an osteotome (Fig. 8).

The cartilaginous reduction in a high, wide nose
is often facilitated by separating the upper lateral
cartilages from the septum. Transmucosal incisions
parallel to the septum allow for accurate, segmental,
sliver reduction of the septal angle. Waiting until after
lateral osteotomies to determine the need for trim-
ming the upper laterals lessens the potential for upper
valve collapse or midvault pinching.

With the preliminary lowering of the cartilaginous
dorsum, a line between the caudal border of nasal
bones and the desired nasofrontal angle determines
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Fig. 2. Preoperative frontal views taken with two light sources provide good evidence with shadows and highlights of dorsal
height, width, and asymmetries. (4) Standard distances. (B) Clearly delincates comma-shaped bend in nasal dorsom and dor-

sal asymmetry.

Fig. 3. Close-up base view shows separation of medial crura,
deviation of caudal septum, asymmetric domal highlights,
and thin skin.

the amount of bony pyramid to be removed. The
author’s preferred instrument for this maneuver is
the Rubin osteotome. The author has found that
using a rasp for more than a modest smoothing
or cleaning is less reliable than using the osteotome.
Any lowering of the bony pyramid is followed by
lateral osteotomies.

The lateral osteotomies are hidden from view, thus
subject to less control than other parts of the ope-
ration. The generally preferred osteotomy line is a
curved high (preserving a bony triangle at the piri-
form base) to low (in the nasofacial groove) to high
(into the nasion; Fig. 9). The author uses the straight
Parkes chisel with its initial placement in the down-
ward and outward direction at the piriform aperture,
advancing toward the inner canthus, where the osteo-
tome turns inward then upward toward the nasion
with palpable direction. A complete osteotomy is
preferred to a partial or greenstick fracture.

The intermediate osteotomies are useful in asym-
metrically wide or broad convex nasal bones and pre-
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Fig. 4, Base view documentation of bossae formation. (4) Preoperative photograph shows 4 mm separation of domal high-
lights, firm cartilage, and thin skin. (B) Six years postoperatively with lateralization of domes following tip procedure consist-

ing solely of cephalic excision of lower lateral alar crura.

cede the lateral osteotomy. Occasionally the medial
osteotomy is used as an outfracture procedure to fully
complete the bony infracture, or at times to ensure a
straighter break in a twisted nose. A few moments of
digital pressure on the osteotomy lines is advised to
reduce swelling or bruising postoperatively.

Following the osteotomies, a rise in the cartilag-
inous dorsum often occurs from the medial move-
ment of the attached upper lateral cartilages. It is at
this time, usually near the end of the procedure,
that the excess upper lateral cartilage can be trim-
med judicially.

The author believes that a significant advantage of
the endonasal approach is the final assessment of
profile alignment. By palpation and visual highlights,

Fig. 5. Graphic reminder that the demands of rhinoplasty
call for repeated cerebral encounters and **game planning”
before and after the operation, which are good ways to lower
revisional rates.

the need for last-minute fine tuning is assessed easily.
Because rhinoplasty is basically an operation of skin
redrapage to a modified underlying structure, accom-
modation for variation in skin thickness and final
adjustments of profile alignment are made most
readily with the skin envelope intact (Fig. 10). The
placement of small grafts over deficient areas is
further assisted by more limited undermining in the
endonasal approach.

The author’s preferences in nasal tip surgery are
well documented [1—12]. In most cases, both primary
and revisional, the author uses the endonasal mar-
ginal incision to deliver the tip cartilages followed by
some form of vertical dome division. In general,
superior nasal tip surgery relies on an astute pre-
operative analysis, good visualization, strong me-
dial support, and conservative cartilage excision. It
is important to “leave behind more than you take”
and thus preserve at least 6 to 7 mm of alar crus.

With good tip projection, two factors are seen in
the preoperative analysis. First, the lateral view evi-
dences a 1:1 relationship between the length of the
base of the nose and the upper lip (Fig. 11). Sec-
ond, the base view shows triangular strength with an
equilateral appearance, evidencing good lateral bat-
tens and strong medial support. The length and
strength of the medial crura are seen in the desired
2:1 relationship of the columella to the lobule.

Given these preoperative circumstances, along
with tightly approximated domes (ie, no medial di-
vergence), a conservative horizontal cephalic resec-
tion of the lateral crura can provide better definition
and some tip rotation. The rotation is accomplished
through interrelated steps in rhinoplasty involving
lowering of the nasal dorsum or shortening of the
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Fig. 6. Changes following local anesthesia. (4) Preoperative profile in supine position. (8) One minute later following injection
of 10 cc of local anesthetic. Further evidence of the need for preoperative “game planning.”

caudal septum, plumping an acute nasolabial angle,
and resection of the cephalic portion of the lower
alar cartilage (Fig. 12). The horizontal resection of
the alar cartilage alone does little to effect tip rotation,
and too much resection leads to the postoperative
sequelae of alar collapse and nasal bossae.

In the past 30 years facial plastic surgeons have
used various forms of vertical dome division with
increasing frequency. The rationale behind vertical
dome division is the ability to change projection di-
rectly and to narrow and rotate the lobule with mini-
mum cartilage excision. Inherent in this philosophy is
the preservation of surrounding tissues (ie, the septal
angle and caudal septum), which further decreases
the risk of the postoperative appearance of an over-
operated nose.

The preoperative triad of intralobular bifidity,
weakness, or divergence, with thin skin and firm car-
tilage is a sine qua non for bossae formation and

a direct indication for medial stabilization with su-
tures, struts, or grafts [11]. Commonly using Simons’
modification of vertical dome division, the anatomic
apex ol the lobular dome is marked by the right an-
gle hook as the bipedicle flap is delivered through the
marginal incision. The intradomal space is defatted
following delivery of both domes. The lobular domes
are vertically incised individually, No effort is made
to deliver both domes at the same time. Symmetry
and control of tip projection demand bilateral cuts
equidistant from the right angle marker (Fig. 13).
Vertically cutting the dome allows direct inward
and upward movement of the medial lobular portion.
As with the classic Goldman maneuver, limiting the
lateral distance of the cut to 3 mm from the lobular
apex at the caudal margin of cartilage prevents notch-
ing (Fig. 14). Preserving at least 6 to 8 mm of the
lateral crus after horizontal cephalic excision prevents
alar collapse and helps stabilize the pyramidal base.

Fig. 7. Start of marginal incision delivery technique. (4) Preserving facet by beginning incision with #15 blade behind soft tissue
triangle. (B) Extending the anterior incision along 50% of anterior border of medial crura.
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Fig. 8. Staging hump reduction, (4) Planning modest hump removal of more cartilage than bone. (8) Removal of cartilage
first with knife or scissors. (C) Delineated excess bone engaged with Rubin osteotome (15 mm wide). (D) Mere shave of

bony hump.

Maintenance of symmetry and further influence

of lobular projection depend on proper placement of

the lobular suture. Initially, both lobular domes are
delivered into the right nostril. The medial edge of the
vertical cut on the left side is grasped with Brown-
Adson forceps and a 5-0 clear nylon suture is used
in a horizontal mattress fashion. The first pass with

Fig. 9. “Iigh to low to high™ lateral osteotome outlined,
with occasional preceding intermediate osteotomy line

drawn above.

the needle is closer to the superior edge than the more
medial inferior exit with no attempt made to pass
through the interior perichondrium. A mirror image
of that needle passage is performed on the right side
with the knot buried between the medial crura supe-
riorly (Fig. 15).

Careful attention to accurate placement of the
suture assists symmetric healing. The direction of
the pull influences supralobular narrowing and tip
rotation. This medialization of the lobule without sig-
nificant cephalic excision affects the desired long-
term pyramidal appearance of the nasal base (Fig. 16).

When the cut medial edge gently leads the lateral,
nature does a wonderful job of reconstituting the
dome. The author’s use of sutures in the tip is limited
to stabilizing medial components. Attempting to re-
construct the dome by suturing the cut medial crura
to the lateral crus is unnecessary and might lead to
asymmetries. Moreover, suturing medial-to-lateral or
lateral-to-lateral crural components defeats the pur-
pose of vertical dome division and might result in an
unnatural narrowing of the lobular apices.

“Breaking the spring,” or “relaxing incisions,”
are the conceptual precepts of the use of vertical dome
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Fig. 10. Cadaver demonstration of desirable straight profile line resulting from undulations of bone and cartilage accommodating
to varying thickness of overlying skin. A profile assessment is made more easily with the skin envelope intact. (4) Skin intact.

(B) Skin removed reveals desired structural height at rhinion area.

division techniques in boxy or hyperplastic lobules.
In the author’s experience, depending on sutures only
to correct these two situations has proven to be less
effective than the combination of domal incisions
and medial stabilization.

Over the past decade, the author has augmented
vertical dome procedures with crushed cartilage
placed in the infralobular space with increased fre-
quency. The author’s perception is that this soft,
malleable onlay of cartilage acts as a cushion to hide
irregularities or a filler to augment lobular projection
or length gently. In more than 280 cases to date, the
author has experienced only two cases needing re-
vision, which resulted from palpable asymmetrics
attributable to the lobular onlay.

Again, the final touch is accomplished easily with
an endonasal approach. The filler is placed into the
infratip area through the medial aspect of the right
marginal incision (Fig. 17). When the columella is

A | TIP PROJECTION

somewhat retracted or inadequate, a firm cartilagi-
nous batten can be positioned horizontally and ante-
rior to the medial crura through the same endonasal
incision. The batten is differentiated from the strut,
which extends from below the feet of the medial crura
to the intradomal space and is placed between the
medial crura before they are sutured together.

Marginal incisions and the lower transfixion inci-
sion are closed with two or three interrupted sutures
of 4-0 chromic catgut. These sutures at the marginal
incisions are placed obliquely to encourage medial
movement of the bipedicle chondrocutaneous flap. It
is important not to cause notching by placing the
medial exit of the suture too close to the alar rim.

A lobular “cinch dressing™ of clear tape is kept
in place for 3 to 4 days with Telfa pads used as inter-
nal splints. The tape and plaster cast external dressing
is removed from the nose approximately 4 to 6 days
postoperatively. A flesh-colored tape dressing is re-
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Fig. 11. (A) Desired 1:1 ratio of length of nasal base to upper lip. Note the change in lobular length directly effects tip projection.
(B) Diagram of pyramidal base with strong columella-lobule ratio of 2:1.






