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Abstract

Background: Rhinoplasty is the most challenging surgical procedure amongst all the aesthetic/cosmetic operations. As for the challenges with
rhinoplasty are great, so the need of minimal invasive techniques, less scarring, quick recovery especially in the asian nose with thick sebaceous
nasal tip skin. The aim in beautification rhinoplasty is to improve the aesthetic proportions, volumes, and angles of the nose, adapted to the face
as a whole. Frequently the patient desire is to achieve symmetrical, smaller, more attractive nose with better respiration, which require the
identification of aesthetic and functional problems to execute the planned operation. Study Period: The author have had performed fifty seven
rhinoplasty procedures from July 2014 to July 2017 with almost 6 months follow up period. Material and Methods: The techniques used for
almost all rhinoplasty procedures includes T-excision, humpectomy, macidonian technique for lateral digital osteotomy, columellar sliding and
nasal tip refinement. Where needed combined with septoplasty, turbinectomy, polypectomy etc additional procedure in nine patients out of fifity
seven. Serdev Sutures® in rhinoplasty include: tip rotation, refinement / narrowing of the tip, lower and medial thirds, alar base narrowing and
nasal dorsum lifting of concavities and irregularities. Results: With the advancement in minimal invasive techniques, it has become possible to
achieve excellent satisfactory results (80 -100 % by using visual analogue scoring system), where indicated combined with ENT Surgery.
Conclusion: The correct nose proportions, angles, and volumes guides the appropriate procedure to the surgeon. By using advance minimal
invasive techniques provide predictable results for close rhinoplasty, nearly normal “nonoperated appearance” after atraumatic mini-invasive
surgery.

Keywords: Cosmetic, Rhinoplasty, Aesthetic, Advance.

Introduction

Nose is a most prominent part of the face. It is important to be
familiar with nasal anatomy and more importantly functional
anatomy of the nose. When considering rhinoplasty, three layers of
the nose taken into account; external skin and soft tissue,
underlying bone and cartilaginous framework and internal mucosal
lining of the nose. The thickness of the skin is variable over the
nose; thicker in our expereince of asian nose especially around the
nasal tip™.

The detail history of the potential client seeking rhinoplasty
should include the patient's expectation level®®!, While examining
the nose, the whole face should be taken into account for correct
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aesthetic angles, proportion and volumes!. Any history of
breathing difficulty, previous trauma or surgery to the nose should
entail complete intranasal examination, ENT surgeon involved if
indicated.

In recent years, the trend is more toward minimally invasive
techniques in all the surgical fields!”. Most of the cosmetic
rhinoplasty procedures are performed as close rather than open
technique with minimal invasive surgical and non surgical
procedures'®’. In the author experience, almost all of the rhinoplasty
procedures were performed with the closed technique by minimally
invasive techniques incorporating Serdev sutures and Serdev
techniques for tip rotation and refinement, narrowing of the alar
base, asymetry and irregularity of the nasal dorsum!**®" (Picture
1).
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Picture 1a: Pre Op

Picture 1c: Pre Op

Material and Methods

This is a prospective cross sectional observational study of 3 years
from July 2014 to July 2017. Nine (15.79%) patients underwent
combined beautification rhinoplasty with intranasal surgery with
ENT surgeon out of total 57 patients (chart 1). Postoperatively
patients were assessed at one week, three months and six months.
The informed consent was obtained for pre operative and post
operative pictures from all the patients.

Combined Operations with ENT

M Total

B Combined

Chart 1: Combined procedures with ENT

There were 38 (66.67%) female and 19 (33.33 %) male patients in
this study. Age distribution was from 18 years to 66 years, mean
age 33 years SD + 11.56.
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Picture 1b: Post Op

Picture 1d: Post Op

Results

No complication was reported with the advance minimal invasive
techniques for beautification rhinoplasty at 3 months and 6 months
follow up and 80 - 100 % satisfaction level was obtained by using
visual analogue scoring system (chart 2).

Satisfaction Level

M Patient

W Doctor

Chart 2: Satisfaction level

Discussion

Most of the surgeon use open rhinoplasty technique as it provide
full exposure of the underlying nasal framework because it provide
accurate diagnosis of the intranasal cause of obstruction or
cosmetic deformity. Historically, open rhinoplasty is recommended
for posttraumatic deformities, secondary rhinoplasty or complex tip
modification'"®!.
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For alteration of nasal tip projection, various suture
techniques are described or placement of columellar strut with
open rhinoplasty technique. A study performed on fresh cadavers
head to evaluate the open versus close nasal tip rhinoplasty showed
significant loss of tip support as compared to close
rhinoplasty[> 678321,

Picture 2a: Tip refinement (Pre Op)

Picture 2c: Tip refinement (Pre Op)

There are various techniques to perform nasal osteotomies medial,
transverse, most commonly lateral or combination of osteotomies.
Most of the time, osteotomies are performed for narrowing the
bony base of the nose and/or to close the open roof deformity after
dorsal hump reduction. To achieve the desired results, traditionally
the lateral osteotomies performed low-to-high, low-to-low and
double level. Furtherance these techniques may be executed by
external perforated method and the internal continuous method.
The study by Rod Rohrich confirms the superiority of external
perforated lateral osteotomy as compared to the internal continuous
technique on nineteen fresh cadaver heads in 1997, later revised in
2002[52°%°1 The most common complication of lateral osteotomy is
the 'step or rocker' deformity. The digital fracture avoid this
complication in primary as well as in secondary rhinoplasty. This is
simple, atraumatic, saves time and safe technique avoiding external
scar, permits the creation of precise pocket for exact fitting of the
graft material, healing is better by maintaining vascular bridges
produce minimal postoperative edema, bruising and bleeding, less
operating time resulting in fast patient recovery!*#**431,

Like any other surgical procedure, rhinoplasty is not without
complication such as haematoma, scarring, infection, bruising &
swelling, numbness / sensation changes, vision disturbance,
anesthetic risk, asymmetry, lumps, bumps etc. The most common
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In my experience, serdev suture technique provide scarless
transcutaneous or transmucosal close rhinoplasty technique. It
provide highly satisfactory results for tip refinement and alar base
narrowing®***¥ (Picture 2).

Picture 2b: Tip refinement (Post Op)

Picture 2d: Tip refinement (Post Op)

complication reported is breathing difficulty or blocked
nosel1>16:17:1819.202122]  Tha most dreadfull complication after
rhinoplasty is the blindness®?4?>%27  However, some of the
complication may be as a result of mistake in the preoperative
assessment or applying inadequate technique!®®!.

The most common combined intranasal procedures
performed by ENT surgeon with the cosmetic rhinoplasty were
correction of deflected nasal septum, turbinectomy and
polypectomy. My choice of the patients with severe functional
problems of the nose having breathing difficulty due to previous
surgery or traumatic nasal deformity should have intranasal
correction of the deformity to improve breathing prior to cosmetic
rhinoplasty. For minor intranasal defects of nasal septum, turbinate
hypertrophy, intranasal polyps may have cosmetic rhinoplasty
combined with intranasal surgery.

During combined procedure, | let the ENT surgeon to
perform turbinectomy, polypectomy before starting cosmetic
rhinoplasty procedure. For nasal septal correction, | start making
incision usually by total retrocolumellar incision. For nasal tip
rotation, T excision is performed by prolongation of
retrocolumellar incision into intercartilagenous incision. The
enbloc T excision is performed with a blunt tip scissor keeping the
dorsal skin intact (Figure 1).
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C.

Figure 1: T excision for nasal tip rotation

The beauty triangle is maintained by rotating the nasal tip at the
level of the cheekbones. The same incision used for T excision
provide access for dorsal nasal hump removal or any other
additional procedure.

In our experience, we have not encountered post operative
complication either short term or long term, the combined surgery
have definite advantage of having two team approach in a single
surgery, less exposure to anesthesia, no post operative complication
with high satisfaction level.

Conclusion

By using advance minimal invasive technique provide predictable
results with least or no complication for close rhinoplasty. It
provide nearly normal “nonoperated appearance” after atraumatic
mini-invasive surgery.
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