Thomas Procedures in

FACIAL PLASTIC SURGERY
Rhinoplasty

Thomas EEPERER

BT

STEPHEN PERKINS i

AKREL % B &

PEOPLE’S MEDICAL PUBLISHING HOUSE



e 3R

Thomas Procedures in
FACIAL PLASTIC SURGERY

Rhinoplasty

Thomas HEEPESTER
5% 517

Stephen W. Perkins, MD, FACS

Clinical Associate Professor
Department of Otolaryngology-Head and Neck Surgery
Indiana University School of Medicine
Indianapolis, Indiana, USA

AKZ2LE B

PEOPLE’S MEDICAL PUBLISHING HOUSE



English reprinted edition of Thomas Procedures in Facial Plastic Surgery: Rhinoplasty by Stephen W.

Perkins

The original English language work has been published by People’s Medical Publishing House-USA, Ltd.
©2012 PMPH-USA, LTD

Reprinted by People’s Medical Publishing House
©2017 People’s Medical Publishing House
Beijing, China

EHBERGE (CIP) #E

Thomas HiFBERIIE . BT . JC/ (3£) BFHIF - e
( Stephen Perkins ) F4% . —dtat . AR DA ML, 2017

ISBN 978-7-117-25547-9

LOT- DO NOS-BRIFE -3 V. OR622

b E A B A CIP Bz 7 (2017) 55 285359 5

ADERN wwwipmphcom ESHE SR ER.EHE,
BEEEEEEARS A
ADEM www.pmphcom ADEFEZENELZHBEE

WALER A, BAAE

EF 5 : 01-2014-4508

Thomas HERE R BEF

*x %% : Stephen Perkins

HARE1T: AR DAEBAE (h4kZk 010-59780011 )

o fk: bR XIS R R 19 5

(1 4% : 100021

E - mail: pmph @ pmph.com

W ek . 010-59787592 010-59787584 010-65264830

B0 Rll: b Ep il 4 A PR

% . Heh)s

F OAR:787x1092 1/16  EPH: 7.5

F 182 TF

it W 20174 12 A5 1R 2017 4F 12 A% 1 WEH 1 WRERRI

kR/EH S ISBN 978-7-117-25547-9/R - 25548

E #y: 105.00 JC

FTE AR R FEIE : 010-59787491 E-mail: WQ @ pmph.com
( FLJE N2 gt [nl B S A E i S B B oD Bk R B )



CONTRIBUTORS

Rami K. Batniji, MD, FACS

Diplomate, American Board of Facial Plastic & Re-
constructive Surgery

Diplomate, American Board of Otolaryngology
Fellow, American College of Surgeons

Batniji Facial Plastic Surgery

Newport Beach, CA

Henry D. Sandel, IV, MD
The Sandel Center for Facial Plastic Surgery
Annapolis, MD



INTRODUCTION

Every conscientious and caring rhinoplasty surgeon
desires to produce predictable, long-lasting, pleas-
ing, and satisfactory results. Developing and incor-
porating a standard or routine set of procedures to
effect these results are fundamental and crucial to
successful rhinoplasty. In addition, however, it is
imperative that truly talented rhinoplasty surgeons
have a large accessory armamentarium of tech-
niques for handling the huge variegates in anatomy
(varying anatomies), natural or iatrogenic, encoun-
tered in each individual rhinoplasty case.

Success in rhinoplasty begins with a solid three-
dimensional understanding of the nasal anatomy
and experienced awareness of the functional aspects
of the nose. An aesthetically pleasing rhinoplasty is
only successful if the patient’s pre-existing compro-
mised airway concerns are addressed simultaneous-
ly. In fact, even an excellent cosmetic improvement
in the nasal appearance can result in a very dissatis-
fied patient if one creates a worsened or compro-
mised functional airway. The contemporary rhino-
plasty surgeon must have an intimate knowledge of
the anatomic abnormalities creating the disharmo-
nious appearance and he/she must completely un-
derstand the functional nasal airway and the surgi-
cal steps that must be taken to ensure and improve
proper breathing.

In this volume, we address all of the above basic
tenets. We start with a review of pertinent anatomy
and progress to preoperative evaluation of each
individual patient. Succeeding chapters help pre-
pare the rhinoplasty surgeon to plan the proper,
individualized operation for each patient. The pr-
eoperative analysis is probably more important and

more helpful in rhinoplasty than in any other facial
plastic surgery procedure. Knowledgeable preop-
erative evaluation allows the surgeon to prepare a
surgical plan for achieving successful, long-term,
good results in any rhinoplasty. We present a very
specific set of techniques that are useful in achiev-
ing this successful outcome in almost every patient
encountered. We also address the conditions that
require ingenuity and a different “bag of tricks” to
achieve the same improvements in nasal appearance
and airway function.

Finally, a respected rhinoplasty surgeon must
be able to handle and correct problems that occur
in patients who have had one or more previous
rhinoplasty operations. Secondary or revisional
rhinoplasty is covered in detail. Learning how to
diagnose, approach, and deal with unusual ana-
tomical distortions is crucial to restoring normal
anatomical appearance and function for these pa-
tients. One must be able to “take apart” or “dis-
mantle” the nose and totally rebuild it to achieve
the successful outcome that the surgeon and the pa-
tient expect. The “tools” to do this are presented in
detail in this volume.

The authors of this volume hope the reader will
gain a practical and valuable system for evaluating,
planning, approaching, and effecting an outcome
for each rhinoplasty case that is both aestheti-
cally pleasing and functionally competent, as well
as long lasting. Happy patients, a successful prac-
tice, and a satisfied surgeon will be the best overall
conclusion.

Stephen W. Perkins, MD
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NASAL ANATOMY,
NASAL ANALYSIS, AND
THE RHINOPLASTY
CONSULTATION

Ramr K. Barnijr, MD, FACS AND STEPHEN W. PERKINS, MD

Applied Nasal Anatomy

The nasal skin consists of the following layers from
superficial to deep: epidermis, dermis, subcutane-
ous fat, muscle and fascia (musculoaponeurotic
layer), deep areolar tissue, and perichondrium or
periosteum overlying cartilage or bone. There are
two natural planes of dissection: one is the plane
between the subcutaneous fat and muscle/fascia,
and the other is between the deep areolar tissue and
the perichondrium/periosteum. The type, texture,
and sebaceous content of the skin differ among races
and ethnicities. In general, skin is thinner and more
mobile in the upper two thirds of the nose, while
the skin of the lower third of the nose is thicker and
more sebaceous.

The muscles of the nose may be divided into
two groups: intrinsic and extrinsic. Of the intrinsic
muscles, the procerus, pars transversa, and pars ala-
ris muscles have the most clinical significance. These
are paired muscles. The procerus raises the dorsum
and lowers the lateral cartilages. The pars transversa
provides lateral wall rigidity. The pars alaris is the pri-
mary dilatory muscle of the ala and is responsible for
alar flaring. The levator labii superioris alaeque nasi is
an extrinsic muscle and contributes to dilation of the
nasal ala. The depressor septi nasi muscle is another

extrinsic muscle and it contributes to drooping of
the nasal tip and shortening of the upper lip on ani-
mation, particularly with smiling. The action of the
depressor septi nasi muscle may cause de-rotation of
the nasal tip upon smiling and should be documented
with digital photographys; if this action is significant,
the depressor septi nasi muscle can be disrupted at
the time of surgery (the authors preferred method)
or by injection of neuromodulator.

The paired nasal bones form the bony vault,
which is pyramidal in shape. The nasal bones articu-
late with each other medially, the frontal bone supe-
riorly, the maxilla laterally, the perpendicular plate
of the ethmoid posteriorly, and the upper lateral
cartilages inferiorly. The relationship of the nasal
bones to the cephalic end of the upper lateral car-
tilages may vary, but the most commonly seen rela-
tionship is that the nasal bones overlap the cephalic
end of the upper lateral cartilages by 6-8 mm. The
junction of the nasal bones, upper lateral cartilages,
and septum defines the keystone area and is usually
T-shaped in contour.

The internal nasal valve is found within the mid-
nasal vault. The internal nasal valve is bordered by
the septum (medially), the nasal floor (inferiorly),
the inferior turbinate (laterally), and the caudal bor-
der of the upper lateral cartilage (superiorly).
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The scroll area is defined as the junction between
the caudal border of the upper lateral cartilage and
the cephalic border of the lower lateral cartilage. The
external valve is bordered by the caudal edge of the
lateral crus of the lower lateral cartilage, the soft tis-
sue alae, the membranous septum, and the sill of
the nostril. The lower lateral cartilage is comprised
of the medial, intermediate, and lateral crura. The
accessory cartilages connect the lateral crus of the
lower lateral cartilage to the piriform aperture. The
accessory cartilages and the lateral crus are bounded
by a continuous perichondrium; the accessory car-
tilages and the lateral crus are frequently referred to
as the lateral crural complex. The major tip-support
mechanisms include: (1) the size, shape, and resil-
ience of the lower lateral cartilages, (2) the medial
crural footplate attachment to the caudal border of
the quadrangular cartilage, and (3) the attachment
of the caudal border of the upper lateral cartilages
to the cephalic border of the lower lateral cartilages.
The minor tip-support mechanisms include: (1) the
interdomal ligament, (2) the cartilaginous septal
dorsum, (3) the sesamoid complex extending the
support of the lateral crura of the lower lateral carti-
lages to the pyriform aperture, (4) the attachment of
the lower lateral cartilages to the overlying skin and
musculature, (5) the nasal spine, and (6) the mem-
branous septum.

Anderson’s tripod theory is a helpful method
of conceptualizing the nasal tip and the effects any
change to one of the three limbs of the tripod will
have upon the nasal tip.! Two limbs of the tripod
are each of the lateral crural legs of the lower
lateral cartilages; the third limb is the joined medial
crural feet.

The nasal septum is composed of the quad-
rangular cartilage, which articulates with the nasal
spine (anterior and inferior), the maxillary crest
(inferior), the perpendicular plate of the ethmoid
(posterior and superior), and the vomer (posterior
and inferior). Septal deviations typically occur at the
articulation points between the cartilage and bone.

Intranasal anatomy includes the superior, mid-
dle, and inferior turbinates of the lateral wall. The
middle and inferior turbinates have the most clini-
cal significance. A concha bullosa of the middle
turbinate may contribute to contralateral deviation
of the nasal septum and nasal obstruction. Hyper-
trophy of the inferior turbinates may contribute to
nasal obstruction. If the nasal septum is deviated to
one side, the inferior turbinate of the contralateral
side may demonstrate compensatory hypertrophy.

Facial Analysis

Facial symmetry should always be assessed. Most
patients’ faces have asymmetries; it is important
not only to document these asymmetries but also
to discuss them with the patient prior to surgery.
To emphasize this point, one can utilize image-
processing software to create a chimeric face. A chi-
meric face is created by vertically dividing an image
of a face through the midline and making compos-
ite faces with the left or right hemifaces. Differences
may become more apparent to the patient when
comparing the chimeric face to the actual face.

Facial analysis begins with the frontal view. On
frontal view, the face is divided into vertical fifths
by lines drawn adjacent to the most lateral projec-
tion of the head, the lateral canthi, and the medial
canthi (Figure 1-1). One frontal view, the face is also
divided into horizontal thirds, with the upper third
from the trichion to glabella, the middle third from
the glabella to subnasale, and the lower third from
the subnasale to the menton (Figure 1-2).

Another key to facial analysis is the lip-chin
complex. The desired relationship of the lip-chin
complex is an upper lip that projects approximately
2 mm more than the lower lip on profile view.
Whereas in females the chin lies slightly posterior

Figure 1-1. On frontal view, the face is divided into
vertical fifths by lines drawn adjacent to the most
lateral projection of the head, the lateral canthi, and
the medial canthi.
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Figure 1-2. On frontal view, the face is further
divided into horizontal thirds: the upper third from
the trichion to glabella, the middle third from the
glabella to the subnasale, and the lower third from the
subnasale to menton.

to the lower lip, in males the chin is even with, if
not slightly anterior to, the lower lip. Deformities
of the facial skeleton may affect the relationship of
the lip-chin complex as well as other aspects perti-
nent to facial analysis in general and nasal analysis
specifically. The facial skeleton should be evaluated
for deformities, such as maxillary or mandibu-
lar hyperplasia and hypoplasia, piriform aperture
recession, and malar prominence and/or recession.
Adjunctive procedures, such as orthognathic sur-
gery, may be indicated if a facial skeleton deformity
is identified.

Nasal Analysis
Skin

The skin type and texture should be noted. Thick,
sebaceous skin tends not to drape well over the
underlying framework and takes longer for post-

operative edema to subside before the final result is
appreciated. Thin skin, on the other hand, may show
small deformities of the underlying framework, but
edema subsides more quickly than in thick skin.

Frontal Analysis

On frontal view, the nose is evaluated for possible
deviation from the midline. Facial asymmetries that
may affect the defined midline should be noted and
pointed out to the patient. If a deviation of the nose
is present, the cause must be determined, and the
cause may be attributed to the upper, middle, and/
or lower third of the nose.”

The nasal dorsum should be outlined by two
slightly curved divergent lines; Tardy referred to
them as the brow-tip aesthetic lines.> These lines
extend from the infraorbital rim to the nasofrontal
angle, into the slightly narrower middle nasal vault,
and then to the tip-defining points. If there are any
irregularities to the brow-tip aesthetic lines, then the
observer subconsciously tends to focus upon these
irregularities. If, however, the brow-tip aesthetic
lines are smooth, slightly curved, divergent lines as
described, then the observer’s attention is focused
upon the patient’s eyes and not the nose.

Profile Analysis

On profile view, the nasofrontal angle is defined
as the angle of demarcation between the forehead
and nasal dorsum (Figure 1-3). It should meas-
ure 115-130 degrees, with a more obtuse angle in
females and more acute angle in males. The deepest
portion of the nasofrontal angle should lie between
the upper eyelash line and supratarsal fold with the
eyes in forward gaze.

The next aspect of nasal profile analysis is tip
projection. Many methods have been developed for
evaluating tip projection. One method relies upon
an upper lip with normal projection: a vertical line
is drawn adjacent to the most projecting part of the
upper lip, then a horizontal line is drawn from the
alar-cheek junction to the tip of the nose. Adequate
tip projection is defined as having 50-60% of the
horizontal line lie anterior to the vertical line. If
more than 60% of the horizontal line lies anterior
to the vertical line, then the tip is considered over-
projected. If less than 50% of the horizontal line lies
anterior to the vertical line, then the tip is consid-
ered under-projected. Tip projection can also be
determined using Crumley’s method: the nose with
normal projection forms a “3-4-5 triangle”—that is,
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Figure 1-3. The nasofrontal angle should measure
115-130 degrees, with a more obtuse angle in
females and more acute angle in males. The deepest
portion of the nasofrontal angle should lie between
the upper eyelash line and supratarsal fold with the
eyes in forward gaze.

the alar point-to-nasal tip line (3), the alar point-to-
nasion line (4), and the nasion-to-nasal tip line (5).*

Once tip projection is determined, the nasal dor-
sum is evaluated. A line is drawn from the radix to
the tip; the dorsum of the nose should lie approxi-
mately 2 mm posterior and parallel to this line in
women and approximately 1 mm posterior and par-
allel to this line in men.

Next, tip rotation is evaluated. Tip rotation is
determined by the degree of the nasolabial angle.
The nasolabial angle is defined as the angle between
a line drawn from the midpoint of the nostril aper-
ture and a line drawn perpendicular to the Frankfurt
horizontal plane while intersecting the subnasale.’
The Frankfort plane is defined by a horizontal line
connecting the superior border of the external audi-
tory cana; meatus with the infraorbital rim. The
desired nasolabial angle in males is 90-95 degrees
and in females it is 95-100 degrees (Figure 1-4). In a
short person, the nose may be slightly more rotated
than in a tall person.

Base Analysis

On base view, the lobule should make up a third
and the columella should make up two thirds of

an equilateral triangle. The medial crura should
be inspected. If the medial crura are short and the
medial crural feet are flared, this may indicate poor
tip support.

Consultation
History

Preoperative evaluation is paramount for success-
ful rhinoplasty. The evaluative process begins with
a comprehensive nasal history. The patient’s specific
reason for seeking consultation should be explored.
Does the patient have aesthetic concerns, functional
concerns, or a combination of both? The patient
should be able to clearly articulate aesthetic con-
cerns; vague descriptions may lead to the surgeon’s
misunderstanding the patient’s desires. The physi-
cian should pay attention to the patient’s expecta-
tions of rhinoplasty and whether these expectations
are reasonable given the patient’s anatomy. Occa-
sionally, a patient expresses a concern about the
appearance of the nose that does not correlate with
the actual physical appearance of the nose; this dis-
crepancy may be an initial indication of body dys-
morphic disorder.

The past medical history should be reviewed
in detail to identify any medical contraindications

Figure 1-4. The nasolabial angle is defined as the
angle between a line drawn from the midpoint of
the nostril aperture and a line drawn perpendicular
to the Frankfurt horizontal plane while intersecting
the subnasale. The desired angle in males is 90-95
degrees and 95—-100 degrees in females.
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to surgical intervention. A history of easy bruis-
ing and/or bleeding may alert the physician to a
bleeding abnormality that warrants further evalua-
tion with blood testing. A history of hypertension
and antihypertensive therapy should be reviewed,
because hypertension may complicate the operative
procedure, causing increased bleeding, edema, and
postoperative bruising. Careful review of previous
nasal surgery is essential, including the number of
rhinoplasties performed and the dates they were
performed. The condition for which the patient had
initial surgery should be explored. Analysis of oper-
ative notes from previous rhinoplasty procedures
may yield information about the approach utilized
to achieve the aesthetic and/or functional goals,
reasons for suboptimal outcomes, and any periop-
erative complications that may have occurred. Any
history of nasal trauma should be recorded, includ-
ing the date the trauma occurred. The patient with
a history of nasal trauma may complain of nasal
obstruction from septal deviation, mid-nasal vault
collapse with internal valve obstruction, and/or
external valve collapse. Hypertrophic inferior tur-
binates may result in nasal obstruction. Hypertrophy
of the inferior turbinates may be a sign of allergic
rhinitis, and such patients may benefit from antihis-
tamines, local decongestants, systemic decongest-
ants, and short courses of corticosteroids. A history
of facial pain, pressure, and/or headaches may alert
the astute diagnostician to sinusitis. Medication use
should be reviewed, with particular attention paid
to use of ibuprofen-based products, acetylsalicylic
acid, and other agents that may increase the inci-
dence of bruising and/or bleeding. Furthermore,
use of herbal medicine should queried, because St.
John’s wort and Gingko biloba may also increase the
incidence of bruising and/or bleeding.

Physical Examination

The type, texture, and sebaceous content of the
skin must be carefully analyzed. Since thin skin has
a high capacity to contract and redrape over the
underlying nasal framework, slight imperfections
of contour, asymmetries, and graft edges are more
likely to be visible postoperatively. In contrast, thick
sebaceous nasal skin tends to offer less postoperative
contraction; therefore, more aggressive maneuvers
may be necessary to achieve a significant definition
of contour.

The contribution of the depressor septi nasi
muscle to drooping of the nasal tip and shortening
of the upper lip is observed when the patient smiles.

If this contribution is significant, intraoperative
modification of the muscle with dissection and
transection can enhance the tip/lip complex.

The internal nasal valve is examined via anterior
rhinoscopy. The normal internal valve angle meas-
ures 10—15 degrees. Patients with short nasal bones
may be at risk for collapse of the mid-nasal vault
and subsequent airway compromise. Osteotomies
should be avoided if possible in patients with short
nasal bones. However, if osteotomies are necessary
in patients with short nasal bones, then placement
of spreader grafts is highly encouraged to maintain
the integrity of the internal valve. Spreader grafts
may also be indicated to avoid not only disrupt-
ing the dorsal aesthetic lines, but also an inverted
V deformity. Furthermore, incremental dorsal sep-
tal reduction should be performed when treating a
cartilaginous dorsal hump in order to preserve the
internal valve.

The external nasal valve examination includes
the integrity of the alar rim, strength, resiliency, and
shape of the lateral crura of the lower lateral car-
tilages, the position of the caudal septum, and the
shape of the medial crura of the lower lateral carti-
lages. Also, the size of the anterior head of the infe-
rior turbinate should be assessed.

Digital Photographic Analysis and
Computer Imaging

Proper digital photographic analysis is dependent
upon the utilization of proper positioning, cam-
eras, lenses, flashes, and background. Photographs
should be obtained in a standardized fashion,
including the following standard views: frontal, pro-
file (from both sides), oblique (from both sides), and
base. Analysis of these photographs may uncover
subtle asymmetries and deformities. Digital photo-
graphs provide the undeniable benefit of easy stor-
age, high-quality printing, image manipulation, and
easy retrieval.

Photographs facilitate communication between
surgeon and patient. The photographs may serve
as a medium through which the patient can more
accurately demonstrate his/her concerns. Similarly,
analyzing digital photographs enables the surgeon
to demonstrate qualities that the patient cannot
appreciate, such as asymmetries and disproportions
seen in the lateral view. For example, disproportions
in the nose and chin relationship can be demon-
strated on review of digital photographs. Computer
imaging of the preoperative photographs provides
a visual reference for evaluating surgical outcome.
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The computer also enables the surgeon to simu-
late the proposed changes and enables the patient
to view and analyze them before surgery. It is im-
perative that the surgeon carefully assesses the
computer-generated images so that the images rep-
resent an outcome that can be realistically achieved
by the surgeon. The surgeon should not be overly
optimistic about the potential results, to avoid
patient dissatisfaction postoperatively. Further-
more, some patients may misconstrue computer
imaging as an implied contract for the postoperative
appearance. It should be explained to the patient
that imaging represents the surgical goals and not
the final result. This disclaimer should be provided
orally and in written consent form.

Concluding the Consultation

At the end of the consultation, the surgeon should
review the findings from the history and physical
examination as well as the photographs and dig-
ital images. At this time, the surgeon should docu-
ment the planned surgical maneuvers that may
obtain the desired outcome. A thoughtful surgical

plan, generated from a thorough review of the
case, is an essential aspect of the consultation. This
plan is recorded and and is reviewed again prior to
the surgery.
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PRIMARY RHINOPLASTY:
INTERMIXED USE OF
ENDONASAL AND EXTERNAL
COLUMELLAR APPROACHES

STEPHEN W. PERKINS, MD

Primary rhinoplasty can be the most gratifying and
yet challenging of facial plastic surgical procedures.
Primary rhinoplasty challenges the surgeon with
the anatomical variants that result from heredity,
ethnicity, processes that interrupt or change nor-
mal development, and posttraumatic alterations.
Being able to recognize and diagnose anatomical
variants and to predict what will be required to
alter the patient’s nasal anatomy from its current
state to a more aesthetically pleasing and func-
tionally competent state is the first goal for every
surgeon.

Planning the operation and choosing the appro-
priate approach to carry out the operative plan
require significant training and experience and allow
the surgeon to more accurately predict immediate
and long-term results of the proposed approach.
There are many surgical maneuvers and techniques
that enable one to achieve any given desired result
in rhinoplasty. Choosing the approach that allows
one to more easily carry out the surgical plan and to
deal with unexpected anatomical deviations is cru-
cial for the success of the operation. Being experi-
enced and facile with endonasal approaches, as well
as having the ability to use the external columellar
approach when necessary, allows the surgeon the
widest leeway in carrying out proper maneuvers to

achieve the desired outcome. Whether the approach
is endonasally through a single cartilage-splitting
incision,' through a delivery flap,” or via an external
columellar incision and a more “open” approach,’ it
is imperative that the surgeon be able to accurately
diagnose the deformity, adequately visualize it, and
predictably carry out the maneuvers to modify the
anatomical deformity to a more normal and aes-
thetically pleasing structure.

The overall concept in primary rhinoplasty is
to perform a graduated, individualized approach
for each patient and to achieve a pleasing aesthetic
and functional result.* It is very important to treat
each patient as an individual and only to perform
the approach and the surgical maneuvers that are
least disruptive to the existing anatomy, yet to accu-
rately perform them for predictable and consistent
results. Each surgeon has an ongoing and evolving
need to achieve more refined results and to prevent
late complications in every rhinoplasty. Even as the
complexity of the operation has increased, the ways
in which one can execute more complicated surgi-
cal maneuvers have been more clearly outlined and
defined. The increasing use of the external colume-
llar approach allows use of an expanded number
of surgical maneuvers and grafting techniques to
achieve even better results, to maintain structure
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and function, and to predict the long-term out-
come, while minimizing the risk of complications.

It is important that the operative plan incorpo-
rate the least-invasive intervention and the short-
est operative time to achieve an operative result
that satisfies the patient as well as the surgeon. The
increasing use of grafts in the middle nasal vault and
internal and external nasal valve areas has resulted
in a larger percentage of cases carried out through
the external columellar approach in the more open
rhinoplasty fashion.

Experience has shown that it is paramount to
establish a structural foundation for the midnasal
vault, which can prevent later inward contracture of
the upper lateral cartilages.® Recognizing anatomi-
cal variants, such as cephalic malposition of the alar
cartilages,” which leave inherent weakness in the
alar margins and external nasal valve, has led to the
increased use of alar batten and strut grafts to pre-
vent external nasal valve collapse and inward recur-
vature of the lateral nasal alar walls.® Although some
of these grafts can be placed through endonasal
approaches, most of the time it is far easier to place
the structural grafts through an external columellar
approach, suturing them in position and ensuring
that the grafts stay in the proper position.

Understanding tip support and tip dynamics is
critical to a successful outcome in any rhinoplasty
operation. It doesn’t matter whether one uses an exter-
nal columellar approach or an endonasal approach
when maintaining tip support and projection: both
approaches require reconstruction and support for
tip-support mechanisms that may be interrupted in
the rhinoplasty operation or the approach itself.” It
is this author’s philosophy that aligning the profile in
a predictable, predetermined fashion is the primary
maneuver that should be accomplished, thus allow-
ing one to appropriately adjust the tip projection to
complement and to be harmonious with pyramid
height. This can often be done endonasally, but it may
be necessary to place an extended tip graft to increase
tip projection substantially, and this is much easier to
perform and suture in place using the external colu-
mellar approach. All these points are emphasized in
the discussion of the graduated approach to the vari-
ous problems one sees in the preoperative condition
of the tip and the lobule. The nature of the midnasal
vault and the length of the nasal bones will also dic-
tate whether an external columellar approach is indi-
cated when otherwise an endonasal approach would
be satisfactory to accomplish the predetermined
goals of nasal tip plasty.

Consultation

The evaluation of each individual patient starts
with a conversation in the initial consultation. It is
important first to listen to the patient and to under-
stand what bothers the patient and what the patient
desires as the outcome of the proposed rhinoplasty.
The patient’s concerns and goals may be obvious,
or they may be different from what the surgeon
perceives on initial examination. The consultation
with the patient requires a detailed evaluation of the
patient’s concerns, desires, and history. A history of
significant trauma to the nose or of previous sur-
gery is critical in determining the type of surgery
that will be required and the approach needed to
accomplish the surgical goals. A preoperative nasal
evaluation sheet is very helpful in documenting the
aesthetic and physical evaluation of the nose (Fig-
ures 2-1 and 2-2).

Preoperative Examination
and Analysis

When it involves the lobule, the preoperative anal-
ysis is very important in determining the prob-
lem with the tip and in planning the appropriate
approach and technical maneuver for aesthetic cor-
rection. The surgeon evaluates whether the tip is
bulbous, broad, wide, boxy, bifid, trapezoid, twisted,
asymmetrical, amorphous, infantile, over-projected,
under-projected, under-rotated, or over-rotated.
Evaluation of the tip is based on visual inspection,
palpation, and photographic analysis.' Palpating the
nose determines the nature, volume, strength, and
resiliency of the lobular cartilages themselves.

In addition, the surgeon can assess the contribu-
tion of the anterior septal angle and its fibrous con-
nections to the lobular support, which is critical to
the surgical plan. The thickness of the skin envelope
is also extremely important. It is worth noting that
thin skin shows the defined relief of strong alar car-
tilages or any postoperative alterations in these car-
tilages, whereas very thick skin not only may obscure
postoperative anatomical alterations, but also may
otherwise prevent achieving the desired aesthetic
result no matter what technique or approach is used.
Equally important is the presence of columellar dis-
tortions, such as a hanging, retracted, angulated, or
twisted medial crura. Evaluation of the base of the
columella at the nasal spine will reveal whether the
tip is over-projected or under-projected in relation-
ship to an overly prominent nasal spine or if there is
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Meridian Plastic Surgeons Nasal History and Physical

Patient:

History of trauma to nose:

Previous surgery:
Difficulty breathing:
Patient desires:
Sinus disease
Medications tried:

OJr 0L OBilateral [CSnoring CIMouth breathing
[Straighter nose [JImproved breathing

s | UNCtional abnormalitics  seemmmsrsssnmm——————

Deviated nasal bones Traumatic dorsal hump R L
Fractured nasal bones Dorsal saddling: Cartilage ~~ Bone __ Both
C-shaped deformity R L Angulated R L
Irregular nasal bones Dorsal ridge R L
Nasal bones holding septum off center
- Septum deviated R L
Pyramid [ Drawing | Septum Spurs R L
R LIIR L Caudal end deflected
blocking vestibule R i )
Floor obstruction R L
Nasal valve collapse R L
Internal Alar
_____Intranasal synnechia(e) R____ L Middle vault narrowing or collapse R L
___Inferior turbinate hypertrophy R . L Loss of tip support
_____Middle turbinate hypertrophy Collapsed lobule w/ valve collapse R L
or concha bullosa R___E____ Alvulsed/Depressed ULC’s R L
____ Septal ulcer R. L Soft lobular cartilages
___Septal perforation:
Size:
Nasal pofcpeis Locaion = = % Airway obstruction
Retraction of columella
Acute nasolabial angle R L -
Premaxillary deficiency: R E
Complete (60-65-70-75-80-85-90-95-100-105)
Cleft lip nasal deformity: R L
Bilateral
Notes:
Doctor: Date:

Figure 2-1. Preoperative nasal evaluation sheet (front).

a tension nose related to an overgrowth of the nasal
septum. It is important to determine whether or not
the tip is “hanging” from the nasal septal angle or
is supported on its own by the strength of the alar
cartilages themselves. If the alar cartilages are posi-
tioned more cephalad,” there is less cartilaginous

support to the lateral nasal walls and predictably
retraction, pinching, and inward recurvature will
likely result if no support is added (Figure 2-3).
The alar cartilages may be convex, concave, rolled,
flattened, wide, or narrow. The lateral alar carti-
lages may be long themselves, creating a dependent



