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Revision rhinoplasty is often described as one of the most
difficult surgeries to perform in plastic surgery. The rates of
revision rhinoplasty are variable but occur in up to 15% of
rhinoplasty patients.1,2 Most of these patients seek revision
for cosmetic reasons and have been left with undesirable
emotional and physical outcomes from a suboptimal surgical
result.2 Thus, working with revision rhinoplasty patients
requires the utmost attention to detail from the first visit.
Intraoperatively, revision rhinoplasty often reveals unex-
pected challenges, leaving surgeons assessing and reassess-
ing their operative techniques, emphasizing the importance
of preparedness for any scenario encountered intraopera-
tively. This article aims to provide a stepwise approach to
revision rhinoplasty through a thorough preoperative as-
sessment utilizing a novel classification system for case
complexity stratification and also aims to describe operative
techniques for fixing deformities encountered during revi-
sion rhinoplasty surgery.

Preoperative Assessment/Patient
Evaluation

A thorough preoperative evaluation is crucial for the revision
rhinoplasty patient. This begins with the history and patient
interview, with the utmost importance placed on evaluating
specific concerns that led the patient to seek a revision
rhinoplasty. The patient’s goals of revision should be dis-
cussed and clearly demarcated as well. If available, pre- and
postoperative photos as well as operative notes from any
previous rhinoplasties should be obtained. These operative
notes can be informative but the surgeon should not depend
on these for surgical planning as they can harbor inaccura-
cies. In evaluating current concerns, it is important to discern
between functional and cosmetic concerns and have the
patient and surgeon outline and stratify the importance of
each, as many revision rhinoplasty patients have concerns in
both areas.3 A full medical history should be obtained,
including trauma history, substance use, medications, and
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Abstract Revision rhinoplasty presents several complex surgical challenges. Proper patient
selection for revision rhinoplasty, along with thorough preoperative examination
and surgical planning, is key to achieving ideal outcomes. Along with achieving a
high level of understanding of primary rhinoplasty techniques, surgeons performing
revision rhinoplasty must understand and diagnose deformities created by the primary
surgery. A systematic approach to diagnosing rhinoplasty deformities assists in
forming a suitable surgical plan. A classification system based on nasal analysis,
described here, may be used to differentiate the degree of difficulty of the surgery
as well as assist in surgical planning. Surgeons have a multitude of options available in
their armamentarium for addressing common nasal deformities encountered during
revisional surgery, and a stepwise surgical approach may facilitate the creation of an
optimal aesthetic and functional result.
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allergies. The next step is to determine if the patient’s
concerns are congruent with the physical exam findings
and if these concerns are correctable with revision.

Physical Exam
The physical exam should be performed methodically with
both an external and internal exam to diagnose any existing
anatomic deformities. The senior author (Bressler, FJ) utilizes

a preoperative evaluation form to systematically evaluate
and make note of all aesthetic and functional issues
(see ►Fig. 1).

The skin envelope is assessed for skin thickness and skin
type as well as damage from previous rhinoplasties. Careful
palpation can help discern if the patient has thinning of skin
from extrusion of previous graft materials or extensive scar-
ring. The external exam can be divided into thirds for separate

Fig. 1 Preoperative Nasal Evaluation Form.
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analysis (see ►Fig. 2). The upper third contains the bony
pyramid, which is examined and palpated for asymmetries,
irregularities, width, persistent dorsal hump, and open roof
deformities. The middle third includes the dorsal septum and
upper lateral cartilages (ULCs), which is examined for any
asymmetries, deviations, and saddling. Dorsal humps should
be palpated and collapse of ULCs should be noted. The lower
third includes the nasal tip, caudal septum, alar cartilages, and
alar base. Here, one must note domal asymmetries, fullness,
depressions, and shape of the nasal tip. Tip rotation and
projection are evaluated. The most common deformities en-
countered in revision surgery are those of the lower third,
followed by those in the middle third.4,5

The internal exam is done with a nasal speculum and
includes examination of the external nasal valves, septum,
internal nasal valves, and inferior turbinates. The septum is
evaluated via anterior rhinoscopy or endoscopy for devia-
tions and perforation and can be palpated and/or trans-
illuminated to determine whether cartilage is present.
Presence of any bone spurs should be noted. Turbinates are
evaluated for hypertrophy. This aspect of the internal exam is
often aided by sprayed decongestants as well. The nasal
mucosa and vestibule are evaluated for synechiae.

Functional issues are first examined by watching the
patient breathe. Patients are evaluated for dynamic collapse,
first with normal breathing and then with forceful inhala-
tion. The patient is asked to grade his or her airflow through
each side of his nose on a scale from 0 to 10. The patient is
asked to grade the resultant airflow again from 0 to 10 while
gently occluding the contralateral nostril. The procedure is
then repeated on the other side. The entire evaluation is
repeated again, but with decongestant applied, to weigh the
effects of mucosal edema on obstruction. These maneuvers,
when combined with a thorough examination, can accurate-
ly predict the area of maximal obstruction and can help
guide the surgeon as to the best surgical treatment. Internal

nasal valve obstruction can also be diagnosedwith the Cottle
maneuver.6 Finally, the patient may be evaluated for avail-
ability of ear and rib cartilage.

Risk Stratification
Patient selection can have as much effect on revision rhino-
plasty results as the surgery itself.7 As with primary rhino-
plasty, patient selection encompasses a variety of factors.
Through thehistory and physical exam, the surgeonwill have
a complete understanding of the problems that led to the
patient desiring a revision and whether these problems are
correctable. Open communication should be fostered during
the consultation. There should be acceptable surgical risk-to-
reward ratio with regard to the patient’s specific concerns
and potential surgical corrections.

Much has been made of the psychology of rhinoplasty
patients.8–10 Some believe that the most difficult aspect of
revision rhinoplasty is the psychology of the revision rhino-
plasty patient.11 These patients have faced disappointing
aesthetic surgery and now returned desiring improvement.
Thus, evaluation of the psychology of revision rhinoplasty
patients should be a part of the initial consultation. If there
are any concerns, referral to a mental health specialist is
prudent and further surgical evaluation would be held until
this is completed.12

Revision surgery should not be attempted in most cases
until at least 1 year after the initial surgery.13–15 This allows
the results of the primary rhinoplasty to present themselves,
as it can take up to a year for scar tissue tomature. In the case
that a patient needs minimal revision, such as revision
osteotomies or persistent dorsal hump surgery, revision
surgery can be performed earlier than 1 year.7,13 However,
most surgeries, especially those requiring a moderate
amount of soft-tissue dissection, are best approached after
waiting 1 full year.

Nasal Analysis
The authors have devised a novel classification system to be
utilized during the preoperative assessment, based on a
systematic approach to nasal analysis (see ►Table 1). This
allows the surgeon to classify the level of complexity of the
surgery and also allows for proper surgical planning for the
specific case at hand. The preoperative Nasal Evaluation
Form alerts the surgeon to important observations such as
nasal valve collapse, poor tip support, nasal bone irregulari-
ty, ULC issues, and tip bossae. These notations assist with
anticipating the number of cartilage grafts or soft-tissue
grafts required to successfully perform the revision.

Class 1: Refinement Revision Surgery

These are surgeries of minor complexity. Patients have
generally had a good primary outcome from their rhinoplas-
ty; however, a limited amount of refinement is required such
as finesse changes to the columella, tip, or dorsum due to
persistent minor issues such as persistent dorsal fullness,
wide nasal bones, mild columellar profile concerns, scar
tissue, or minor intranasal synechia. These procedures may

Fig. 2 The three major zones of the nose.
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be performed endonasal or open and do not require any new
cartilage or tissue grafts (see ►Fig. 3).

Class 2: Completion Revision Surgery

These are low-complexity cases. These patients’ primary
rhinoplasty results appear incomplete. Overall, the result
appears “unfinished” to the surgeon. In these scenarios, most
structural cartilage structures are still intact and have not
been destroyed or overly resected. The primary surgery may
have been done endonasal or open and typically there is
enough remaining septal cartilage for use if needed. Com-
mon deformities seen are persistently wide dorsal aesthetic
lines or a persistently amorphous tip lacking proper refine-
ment, among others (see ►Fig. 4).

Class 3: Structural Revision Surgery

These are cases of moderate complexity. The primary rhino-
plasty was more extensive with unsatisfactory results and
will require cartilage grafts or soft-tissue grafts. These
patients typically have persistent and/or acquired nasal
deformity involving one or more zones of the nose (i.e.,
upper third, middle third, and/or lower third). A prior
septoplasty may have been performed also with limited
available autologous septal cartilage left for use; therefore,
it will require autologous or cadaveric costal cartilage for the
revision. Generally, not more than three major cartilage
grafts are utilized in these scenarios (e.g., two spreader grafts
and a columellar strut graft). The patient may complain of
functional issues as well due to persistent septal deviation or
nasal valve collapse, thus requiring simultaneous functional
repair alongside repair of the aesthetic deformities. Due to
the complexity of these cases, an open approach is preferred

to facilitate the execution of advanced techniques
(see ►Fig. 5).

Class 4: Major Revision Surgery

These are high-complexity cases and are the most challeng-
ing of revision rhinoplasty concerns. This category shares
many of the same features and characteristics of Class 3
revisions; however, these cases often have worst outcomes
from their previous surgery. Patients may also have had a
prior revision or multiple previous revisions, and typically
present with persistent and/or acquired nasal deformity
involving all zones of the nose (i.e., upper third, middle third,
and lower third). Overresection of nasal structures and poor
support may be encountered in all zones, causing functional
deficits and aesthetic deformities such as severe nasal tip
deformities and alar notching/retraction. As with Class 3
revisions, autologous septal cartilage has likely been previ-
ously harvested; therefore, autologous or cadaveric cartilage
grafts will be needed to restore the structural framework.
The preoperative plan should account for the use of at least
three to five grafts. The use of temporalis fascia or acellular
dermal matrix (ADM) is also frequently needed. Due to the
high complexity of these cases, an open approach is required
for the revisions (see ►Fig. 6).

Class 5: Reconstructive Revision Surgery

This classification describes cases that may require recon-
struction of the skin and soft-tissue envelope after primary
rhinoplasty, cancer, trauma, or burns. They involve the use of
local, regional, or free flaps for coverage, as well as recon-
struction of the underlying osseocartilaginous framework
when needed. Patients who fall into this category may not

Table 1 Revision rhinoplasty preoperative assessment classification

Class 1: refinement Class 2: completion Class 3: structural Class 4: major

Complexity Minor Low Moderate Highest

Primary result Outcome Good Incomplete Poor Worst

Previous revisions No No Sometimes Yes

Needs advanced tip reconstruction Minor No Often Yes

Needs valve repair No Variable Yes, internal
or external

Yes, both internal
and external

Expected number of cartilage grafts 0–1 1–3 1–3 �3

Septal cartilage present N/A Yes Sometimes No

Nasal septal perforation No No Seldom Variable

Needs revision septoplasty No Septum intact,
cartilage present

Sometimes Often

Needs costal cartilage No No Sometimes Yes

Needs fascia grafts or ADM Variable No Sometimes Often

SSTE concerns Variable No Sometimes Yes

Open vs. endonasal Variable Open preferred Open Open

Abbreviations: ADM, acellular dermal matrix; SSTE, skin and soft-tissue envelope.
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have had a prior rhinoplasty, as these cases are frequently
performed after cancer excision. This class will not be further
discussed in this article as it falls beyond the scope of this
revision rhinoplasty topic.

Surgical Planning

Standardized preoperative rhinoplasty photos are taken in
the frontal, lateral, oblique, and base views, both static and
smiling. These photos are critically analyzed for all deformi-
ties and correlated with physical exam findings. Photo

analysis should also be communicated with the patient for
a better understanding of their deformity.16

After completing this nasal analysis, specific corrections
can then be planned. Rhinoplasty worksheets, nasal evalua-
tion forms, and review of preoperative photographs allow
the surgeon to map out the deformities and to note their
corrections in one comprehensive visual aid.17

Fig. 3 Class 1 level complexity of revision. This patient presented
with a hanging columella and slight residual dorsal hump. A caudal
septal reduction with bilateral vestibular mucosal resection, rasping
of the dorsum, and revision osteotomies were performed. (The
images are provided courtesy of Fred J. Bressler, MD.)

Fig. 4 Class 2 level complexity of revision. This patient presented
with a pollybeak deformity caused by residual dorsal hump and tip
ptosis. She underwent a completion rhinoplasty with dorsal hump
reduction, columellar strut graft placement, and cephalic trim of the
lower lateral cartilages with suture modification utilizing a lateral
crural steal technique. Revision osteotomies were also performed.
(The images are provided courtesy of Fred J. Bressler, MD.)
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Computer imaging is becoming an increasingly popular
tool for preoperative evaluation and surgical planning in
rhinoplasty, serving a similar function to the rhinoplasty
worksheet.18With the advent of 3D imaging, this technology
has advanced to be able to provide precise facial measure-
ments preoperatively and simulate postoperative results.19

These images can facilitate communication and set expect-
ations for patients, possibly increasing their postoperative
satisfaction.20 For the surgeon, these tools can lead to better

appreciation of the individualized anatomical structures,
allowing for more informed preoperative planning.21

Revision rhinoplasty patients often require structural
support or reshaping with cartilage grafting. The available
graft options must be assessed preoperatively and their
harvest incorporated into the surgical plan. Septal cartilage
is the ideal graft material given that it is easily harvested,
avoids an additional harvest site, and has the appropriate
composition.22 However, its use is limited in revision rhino-
plasty as it is often harvested during the primary surgery.

Fig. 5 Class 3 level complexity of revision. This patient presented
with tip bossae along with functional deficits caused by residual septal
deviation and external nasal valve collapse. Her revision included a
septoplasty, placement of bilateral alar batten grafts, placement of a
columellar strut graft, and advanced tip reconstruction via vertical
lobular division. (The images are provided courtesy of Fred J. Bressler,
MD.)

Fig. 6 Class 4 level complexity of revision. This patient presented
with a saddle nose deformity, inverted-V deformity, open roof de-
formity, tip overprojection, and bilateral internal and external nasal
valve collapse. Her revision included the use of five cartilage grafts
using cadaveric costal cartilage (bilateral spreader grafts, bilateral
alar batten grafts, columellar strut graft, and dorsal augmentation
graft), one soft-tissue graft using ADM, and advanced tip recon-
struction via vertical lobular division. (The images are provided
courtesy of Fred J. Bressler, MD.)
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Conchal and costal cartilages are other autologous options,
with disadvantages of creating additional harvest sites and
added operative times.3,23 Conchal cartilage also lacks the
rigidity of other cartilage grafts. Costal cartilage, on the other
hand, provides strong support but is prone to warping.5,24,25

Options described in the literature to limit warping include
carving the graft with the concave side down, cross-sectional
carving, or K-wire placement.25–27 Nonautologous options
for cartilage grafting include cadaveric cartilage allograft or
irradiated rib cartilage, with the authors’ preference being
fresh frozen cadaveric costal cartilage.28

The specific surgical approach is based on the needs of
each individual case and surgeon preference. In revision
rhinoplasty, the external approach is favored due to in-
creased visualization of nasal structures to facilitate proper
diagnosis and correction.29 The internal approach should be
reserved for more minor revisions with deformities in single
anatomic region.13 It is best used for dorsal hump reduction,
osteotomies, or single graft strut placement for tip support.

In revision rhinoplasty, the surgeon must always be
prepared for the unexpected. There can be any number of
intraoperative findings not described on the original opera-
tive note. A second and third option for graft material should
be available, and the patient should be made aware of
possible needs to harvest temporalis fascia or use different
graft material such as ADM.

Stepwise Approach to Revision Rhinoplasty

Anesthesia Choice
The choice of whether to perform the revision procedure
under general anesthesia or local anesthesia ismadewith the
same considerations as with primary procedures. Patient
preference, surgeon preference, and expected length of
surgery are factors that determine which anesthetic choice
to utilize.

Injection of a local anesthetic with epinephrine is used to
block the field, assist in hemostasis, and decrease postoper-
ative pain. Hydrodissection with these injections assists in
creating a plane, and thus should be injected in the antici-
pated plane of surgical dissection.30 This is, of course, more
challenging in scarred planes from previous surgery.

The Septum
The nasal septum may be addressed either prior to opening
the nosewith a hemitransfixion incision or after opening the
nose by dissection through the anterior septal angle (ASA).31

In either scenario, septal problems should be assessed after
complete dissection and exposure of the septum from the
mucoperichondrium.

Depending on the specific problem at hand, deformities or
deviations in the caudal septum can be fixed with resection,
relocation, or reinforcement/replacement. Several milli-
meters of the caudal septum can be resected to correct
caudal septal excess. In cases of caudal septal deviation,
relocation can be performed by freeing it from its distal
attachments, bringing it across the midline, and then sutur-
ing it to the anterior nasal spine (ANS). The septum must be

rigidly fixed onto the nondeviated side of the ANS. Reinforce-
ment and/or replacement with graft material is used when
the structural integrity of the caudal septum is
compromised.32

Bony deviations of the septum can be resected and
straight deflections can be fractured back to midline. Any
bony spurs should be excised and removed as well. Care
should be taken to not twist or forcefully pull bony frag-
ments. This prevents propagation of fractures and thus
protects the cribriform plate from cerebrospinal fluid (CSF)
leak.33 The senior author has found that the best way to
prevent CSF leak when removing bone fragments is to detach
the perpendicular platebelow the skull basehorizontally and
posterior to the septal cartilage L-strut with double-action
scissors, which frees the surgeon to gently remove all poste-
rior bony obstructions without twisting and without exces-
sive force.

If the septum is addressed prior to opening the nose,
closure of the hemitransfixion incision and dead-space clo-
sure between mucoperichondrial flaps are then performed
after the septum is addressed. This causes less swelling and
creates an area of precise dorsal pockets for spreader graft
placement if needed.

The Skin Envelope
When choosing an incision for revision rhinoplasty, onemust
be aware of where previous incisions were made. However,
in regard to scar quality, previous incisions can be ignored
and the incision that gives the best possible exposure should
be chosen.34 If possible, the skin envelope should be opened
the same way as if it was a primary rhinoplasty. Opening
requires careful elevation to avoid buttonholing. Less cautery
should be used to prevent devascularization. The dissection
should be kept midline and deep, and one should stay
subperiosteal above the keystone area. Thick and thin skin
should be addressed differently.35

A thick skin envelope can limit tip definition and obscure
contours created by the underlying cartilages.36 To address
this, scarred soft tissue overlying alar cartilages may be
resected. Debulking of fibrofatty tissue on the undersurface
of the skin envelope can be performed, starting with the
lobular skin and supratip area. Debulking is performed
judiciously to prevent compromise and devascularization
of the skin flap.32

In contrast, a thin skin envelope uncovers underlying
imperfections of the bony and cartilaginous architecture.
Thus, it is critical to maintain a deep dissection in direct
contact with the underlying cartilage in these cases, pro-
ceeding slowly and meticulously to avoid skin perforation.
Additional soft-tissue padding with deep temporal fascia or
ADM can be placed over the bone or cartilages if needed.32

Osseocartilaginous Framework
Once the skin envelope is completely elevated and exposure
is complete, the underlying osseocartilaginous framework
and its deformities are then assessed. This should be per-
formed in a systematic fashion by evaluating the anatomic
components of the nose. At this point, the operative plan is
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reevaluated, going through once again what repairs need to
be performed andwhat grafts will be needed, making adjust-
ments as necessary. The nose is typically then deconstructed
to its anatomic units to further define the underlying defor-
mities. For example, ULCs may be released from the septum
and lower lateral cartilages may be released from one
another for further evaluation, exposure, and treatment.
Problematic grafts such as displaced or misplaced grafts
are also removed at this point.

Structuralmodifications can then bemade in a systematic
fashion, working from the top down. With each area to be
addressed, the simplest and least destructive maneuvers
should be performed first, and more complex maneuvers
are undertaken as needed. Resection of tissues should be
done gradually, as one can always excise more tissue if
needed. Do not burn bridges.

Upper Third
Upper-third deformities in the radix and dorsum are to be
addressed first. They are often due to under- or overresection
of the bony hump, or osteotomy irregularities.14 The radix
contains the nasion point, which is the deepest portion of the
nasofrontal angle. Establishing the correct nasion point is
crucial as it defines the nasal start point, which contributes
to nasal length. Rasping can correct bony underresection.
Revision osteotomies need to be performed for a variety of
deformities. Incomplete or greenstick deformities may have
occurred with previous rhinoplasty. Osteotomies may have
been asymmetrically placed, leading to deviations. Adequate
lateral osteotomies can correct open roof deformities and can
also narrow a wide nasal pyramid, and spreader grafts may
also be used for persistent open roof deformities to fill this
space.37,38 The timing of osteotomies is variable and highly
surgeon dependent. The senior author prefers to perform
them at the end of surgery and before splint placement to
minimize swelling, bleeding, and bruising.

Middle Third
Middle third deformities include pollybeak deformity, saddle
nose, and inverted-V deformity. A pollybeak deformity
occurs when the supratip area projects further than the
tip, leading to a rounded tip with supratip fullness. Soft-
tissue fullness due to scar formation after overresection of
the dorsal septum can lead to these deformities. In these
cases, scar tissue will need to be excised at revision surgery
and the patient will undergo interval steroid injections after
revision. Pollybeak deformity may also be caused by carti-
laginous septum excess from underresection and thus can be
corrected with excision of the undertreated area.39 Nasal tip
support with a columellar strut graft or septal extension
grafts is also necessary to prevent future tip ptosis and is a
crucial aspect of preventing recurrence.

Saddle nose occurs due to loss of septal cartilage in the
middle vault of the nose, often caused by overresection of
septal cartilage or septal necrosis from infection or hemato-
ma. This is corrected with layered onlay grafting.13 To avoid
visible edges of the graft, edges are smoothed and can be
covered with other soft tissue such as temporalis fascia or

ADM.13 Spreader grafts can help support onlay grafting and
reconstruct dorsal aesthetic lines.

Inverted-V deformity occurs when there is a narrow
middle third of the nose and the caudal border of the nasal
bones forms an inverted-V at the junction of the middle
vault and upper nasal vault. This is often caused by reduc-
tion of the cartilaginous hump without supporting the
junction between the ULCs and dorsal septum, leading to
collapse of the ULCs and internal nasal valve. Spreader
grafts are used to support and lateralize the ULCs and can
open the internal nasal valve.40 These are placed in a
submucoperichondrial tunnel with sufficient spaces up to
the caudal border of the nasal bones. Middle vault recon-
struction with spreader grafts is one of the most important
tools for addressing many of the deformities seen in the
middle third.

After reconstruction and closure of the middle vault,
augmentation of an overresected dorsum is performed to
restore dorsal height and/or width. For dorsal augmentation,
graft material is carved in a canoelike shape and placed in a
tight subperiosteal pocket.7 The graft is also sutured to the
middle vault and to the spreader grafts via circumferential
sutures to further prevent any graft displacement. The graft
should be carved so that its lateral side walls align properly
with the nasal sidewalls to allow for smooth dorsal aesthetic
lines. ADM can be used as a cover to create smoother
contours.

Lower Third
Due to complex anatomy and previous manipulation, revis-
ing the nasal tip requires amultifaceted approach. Likemany
of the other deformities discussed, tip deformities can be due
to inadequate correction of existing anatomical features or
flawed correction of previous abnormalities, creating new
deformities. The tripod theory of the nasal tip is useful for
conceptualizing nasal tip modifications.41,42 Lengthening or
shortening of any of the three legs can have effects on tip
positioning.

The tip can be under- or overrotated after previous
rhinoplasty. To fix underrotation, one can shorten the lateral
crura or support the medial crura. Domal suturing of the
lateral crura can recruit them medially for a lateral crural
steal technique to increase rotation.14 This can also be
accomplished with lateral crural overlay or cephalic resec-
tion of lower lateral cartilages.43 Overrotation can occur
when the cephalic lateral crura are narrowed or with over-
resection of the ASA. It is difficult to fix this directly;
therefore, corrections are focused on creating an illusion of
derotation by increasing nasal length. This can be done with
suturing a shield infratip lobule graft or with a septal
extension graft.13 The medial crura can be transected and
overlapped to pull the tip down, which decreases rotation
but also deprojects the nose. In extreme cases, a composite
graft can be placed between the upper and lower lateral
cartilages to derotate the nose. A key aspect of tip reshaping
is providing long-term structural support to the tip, which
may be achieved with septal extension grafts or columellar
strut grafts.44

Seminars in Plastic Surgery Vol. 35 No. 2/2021 © 2021. Thieme. All rights reserved.

Revision Rhinoplasty Jiang et al. 85

T
hi

s 
do

cu
m

en
t w

as
 d

ow
nl

oa
de

d 
fo

r 
pe

rs
on

al
 u

se
 o

nl
y.

 U
na

ut
ho

riz
ed

 d
is

tr
ib

ut
io

n 
is

 s
tr

ic
tly

 p
ro

hi
bi

te
d.



Other tip deformities also require correction such as the
presence of nasal bossae. These are knoblike protuberances
that can form after primary rhinoplasty due to manipulation
of the skin and/or alar cartilages, or from postoperative scar
contracture. Effective correction of this deformity preferred
by the authors involves dome division and suture reconsti-
tution, although camouflage grafting may also be used.45

Alar retraction also affects definition and shape of the
lower third of the nose. This deformity may be caused by
overresecting the cephalic margin of the lower lateral carti-
lages and leaving less than 7mm of lateral crura behind. Alar
retraction can be corrected with alar contour grafts. These
grafts are inserted into a subcutaneous pocket created
posterior and parallel to the alar rim.46 Correction of alar
retraction may also be performed using advanced lower
lateral cartilage division and repositioning techniques. Com-
posite conchal cartilage grafting or chondrocutaneous flaps
are options for more complex defects of the alar rim.14

A hanging columella after primary rhinoplasty is usually a
result of failed diagnosis and undertreatment but can also
occur from oversized columellar strut grafts. If it is due to
excess membranous septum, resection of the caudal septum
may be performed. Another option to treat a hanging colu-
mella is with a tongue-in-groove technique.47 Columellar
retraction, on the other hand, may be caused by overresec-
tion of the caudal septum or due to poor support to weak
medial crura. A columellar strut placed between the medial
crura provides shape and support for the columella in these
scenarios. Other options include caudal septal extension
grafts.14

More severe deformities in which entire domal segments
or large portions of the alar cartilages have been excised
require more extensive graft reconstruction to provide sup-
port and to restore proper nasal function and aesthetics.48

Postoperative Care

Postoperative care for revision rhinoplasty patients is similar
to primary patients. Nasal packing is placed at the conclusion
of surgery and is removed the next day. Some surgeons use
lubricated Doyle splints instead that are sutured together to
compress the mucosal leaflets if the patient has received
turbinate or septalwork tominimize riskof septal hematoma
and prevent synechiae formation. Doyle splints are removed
7 days after surgery if used. In lieu of Doyle splints, the senior
author prefers septal quilting mattress sutures. Steri-Strips
are placed on the nose from the radix to the supratip to
compress the skin envelope, reduce edema, and model the
tip. The authors prefer custom-fit aluminum splints for
external nasal splint placement, although plastic molded
splints may be used alternatively. Pain medications and oral
antibiotics are prescribed. The patient is instructed to clean
all sutures two to three times daily with hydrogen peroxide
and to remove any crusts. The patient is informed to avoid
aerobic exercise and weightlifting for 3 weeks and contact
sports for 6 weeks. On postoperative day 6 or 7, the external
nasal splint and Steri-Strips are removed and the nose is
cleaned. Columellar and alar sutures are taken out and the

nose is gently cleaned with hydrogen peroxide. Our postop-
erative protocol does not typically involve retaping once the
splints have been removed; however, if retaping is per-
formed by the surgeon, the patient is asked to return 2 to
3 days later for tape removal. Although some surgeons
instruct their patients to retape the nose nightly for several
weeks after surgery, we believe this causes unnecessary
trauma to the nasal skin and soft-tissue envelope and leads
to more postoperative edema; therefore, we ask our patients
to avoid retaping. The patient is seen again for routine exam
and cleaning on aweekly basis for 3weeks after surgery, then
twice in the second month, and once in the third month.
Postoperative photographs are taken at 3, 6, and 12 months
after surgery to monitor progress and healing. Reassuring
and informing the patient that complete healing can take up
to 1 year is helpful. Patients are seen annually thereafter to
track progress.

Conclusion

The complexity of revision rhinoplasty cannot be understat-
ed. Treating revision rhinoplasty patients begins with an
honest conversation about the patient’s assessment of their
own previous rhinoplasty during the first preoperative visit.
Throughmeticulous surgical planning, the surgeon limits the
number of surprises inevitably encountered during the
surgery. Becoming a competent revision rhinoplasty surgeon
requires an extensive understanding of nasal anatomy and
how to restore this anatomy in both a functional and
aesthetic manner.
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