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Introduction

Rhinophyma is an uncommon,

progressive, disfiguring condition

of the nasal region that most com-

monly affects Caucasian males.

The clinical presentation includes

an enlargement and hypervascu-

larization of the lower two-thirds

of the nose; in addition, a reddish-

purple discoloration develops, and

the nose takes on a lobular, nodu-

lar appearance. The histologic fea-

tures include a chronic inflamma-

tory process with hypertrophy of

the subcutaneous and sebaceous

tissues; the dilated ducts become

occluded with inspissated debris,

bacteria, and sebum. It is believed

that rhinophyma represents the

end stage of acne rosacea, and

may be affected by alcohol,

caffeine , spicy foods, and other

vasoactive influences, including

climate.1,2

Patients with rhinophyma may

seek medical attention due to a

compromised nasal airway or

cosmetic  deformity.1,2 The enlarge -

ment and hypervascularity of the

nose represents severe disfigure-

ment and sometimes there is

progressive  difficulty in nasal

breathing. Thus, patients may

become psychosocially disabled.

Numerous etiologies have been

proposed, but the exact cause

remains unknown.3

Medical therapy may be the

treatment option of choice in the

early stages, before scarring and

fibrosis occurs. For example,

isotretinoin was shown to have

some benefit in the early rhino-

phymatous state of rosacea. Oral

antibiotics (including tetracycline,

erythromycin, ampicillin, and

metronidazole) have been useful

in eliminating prominent pustules.

The use of topical metronidazole

may be another medical option in

the treatment of the very early

stages of rhinophyma.1

The goal of surgery in the treat-

ment of rhinophyma is the

removal of excess nasal tissue to

achieve an acceptable cosmetic

result regarding color, texture, and

symmetry. Many surgical proce-

dures have been tested for the

treatment of this disorder, and

each has shown a reasonable suc-

cess rate. The procedures can be

categorized as (1) total excision of

the abnormal tissue with grafting

or flapping of the defect, and (2)

partial excision of the hyper-

trophic tissue plus intensive

healing , which allows the pilose-

baceous unit to reepithelialize.2

However, the best surgical tech-

nique still remains controversial.

In this manuscript, we describe a

total excision of rhinophyma by

radiofrequency.

Case report

Diagnosis

A 62-year-old man was examined

at the Otorhinolaryngology Depart -

ment of Kirikkale University

Faculty of Medicine. He com-

plained of a painless hypertrophy

of the nasal tip with irregular

contours   of the skin that had

developed over 15 years. An ear,

nose, and throat examination

revealed that the enlargement and

hypervascularity had developed

on the external surface of the

nose. The external nasal bulk with

irregular tissue caused severe

disfigurement   and difficulty in

nasal breathing. There were also
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multiple superficial pustular and

inflammatory lesions of rosacea

on the nose. Due to the extent of

the disease, the rhinophyma caused

distor tion in the cosmetic appear-

ance and gave rise to psychosocial

problems for the patient. The

remainder of the examination of

the head and neck revealed normal

findings. An anterior rhinoscopy

and a diagnostic nasal endoscopy

with 0 degree telescopes also

showed normal findings. To

objectively compare the cosmetic

results of surgery, photographs

were taken in the anteroposterior

and lateral positions before sur-

gery (Figure 1); just after the exci-

sion with radiofrequency (Figure 2);

and at follow-up visits 1 month

(Figure 3) and 1 year after the sur-

gery (Figure 4). Informed consent

was obtained from the patient, and

he gave written and signed per-

mission to use all data and photo-

graphs for scientific aims. Before

the operation, we performed a

blood test, including hematology

and biochemistry, an electrocar-

diogram, and a chest radiograph.

Operation

The excision of rhinophyma was

performed under general anesthe-

sia.  In addition, a local anesthetic

was used to avoid excess bleed-

ing. The local anesthetic (lido-

caine 2%, 5 ml with 1.25:100 000

epinephrine [Jetocaine amp®,

Adeka, Turkey]) was injected to

block the supra- and infratrochlear

nerves at the nasal root and the

infraorbital nerve. The lateral

aspects of the nose were infiltrated

with subepidermal injections of a

diluted solution of 1% lidocaine

with 1:80,000 epinephrine directly

into the nose. The injections were

spaced approximately 0.5 cm

apart. 

A radiofrequency electrosurgi-

cal unit, the Ellman Surgitron®

FFPF EMC 220A (for 220V)

(Ellman International Inc., Ocean -

side, NY, USA), was used in the

cut/coagulate mode at 40 W. Thin

layers of tissue were removed

with a 3/8-inch loop electrode

(sequential delaminating) to en -

sure symmetry until the natural

nose shape was re-created.

Bleeding spots were carefully

Figure 1
A patient with rhinophyma before surgery. a: Antero-posterior view, b: Right lateral view. c: Left lateral view.

Figure 2
Intra-operative image of the patient with rhinophyma (Left
lateral  view).
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electrocoagulated with a ball

electrode , spaced at 2 mm per

6 inches. The procedure required

approximately 20 minutes.

Recovery

A thick basis with 2% fusidic

acid ointment and nonadherent

bandage were applied on the

treated  surface. The patient was

hospitalized for observation and

wound care. The pathological

exami nation was compatible with

acne rosacea. A broad-spectrum

sunscreen was applied until reepi -

thelialization was complete. 

Discussion

Rhinophymas are characterized

by a slow, progressive enlarge-

ment of the nasal skin that cannot

resolve spontaneously. The typical

indications for treatment are

plastic  cosmetic deformation and

functional disability. Functional

disability occurs in advanced

cases with an obstruction of nasal

respiration or a reduction of the

visual field. Treatment of rhino-

phyma consists of surgical re moval

of the hyperplastic alterations.4

There are numerous surgical

methods for treating rhinophyma,

and all have specific advantages

and disadvantages. Throughout

the years, scalpel dissection, der-

mabrasion, cryotherapy,5 laser

vaporization,6 and electro-surgery

have been proposed as therapies

for rhinophyma. Electrosurgery

and radiofrequency are considered

more risky than laser surgery

because the lateral heating can

potentially cause scarring by

damaging  the underlying cartilage

and perichondrium.5 However,

excision with radiofrequency pro-

duces less hemorrhage and may

provide a suitable alternative to

classical surgery.7

The different surgical proce-

dures include excision with pri-

Figure 4
The patient at 1 year after surgical treatment for rhinophyma. a: Antero-posterior view. b: Right lateral view. c: Left lateral view.

Figure 3
The patient at 1 month after surgical treatment for rhinophyma. a: Antero-posterior view.
b: Right lateral view.
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mary suturing, extirpation with

free transplants for covering the

defect, subcutaneous rhinophyma

resection, decortication and peeling

off the proliferations, dermal abra-

sion, or dermal shaving.4,8 In addi-

tion, there are various abrasion

procedures with abrasive cylin-

ders, burrs, or wire brushes. The

methods of exfoliation and abra-

sive polishing can be effectively

combined. However, care should

be taken to preserve the follicular

epidermal islets in the more

deeply situated layers of the skin.

If decortication is too deep,

injuries to the perichondrium or

the nasal cartilage may occur,

leading to cosmetically unattrac-

tive scar formation that may

necessitate plastic surgery.4

The CO2 laser has been used

alone, or in combination with

other methods, to vaporize the

rhinophyma. The advantages of

the laser include the ability to

maintain hemostasis, gain a better

view of the tissues, perform a thin

layer-by-layer removal of the

hyperplastic sebaceous glands,

and carefully shape the resection

edges. The disadvantages include

the expense of the equipment, the

risk of facial burns, and the over-

abundant removal of tissue that

can result in cartilage exposure.8

Bogetti, et al.9 reported that the

scalpel allows accurate removal of

diseased tissue, gives minimal

thermal injury to underlying

tissues , and avoids the risk of

scarring . Electrocautery is useful

for debulking, but there is quite a

large risk of scarring caused by

thermal injury. In addition, when

using electrocautery or the CO2

laser, a histological examination

of the pathological specimen is

not possible.

Electrosection utilizes a low-

voltage, slightly damped current

to vaporize tissue with minimal

thermal damage.10 It allows main-

tenance of the surgeon's visual

field throughout the procedure,

which improves the control of

tissue  destruction. Removal of

sebaceous hyperplasia below the

depths of the pilosebaceous appa-

ratus will result in an unnaturally

smooth atrophic scar rather than a

porous nose. The lower part of the

pilosebaceous unit must be par-

tially protected. Younger patients

display an intense inflammatory

response to electrosurgery and run

a greater risk of scarring. The alar

rims and nasal tip are particularly

risky areas for scarring, because

the cartilage lies closer to the

dermis .11

The atraumatic nature of high-

frequency electrosurgery results

from the heat generated by the

resistance of the tissues to the

passage  of a radiofrequency wave,

resulting in cutting without pres-

sure. Tissue damage occurs as

heat is allowed to accumulate in

the tissue. Accumulation of lateral

heat depends on the electrode con-

tact time, power setting, electrode

size, waveform, and frequency.

The electrode contact time is

important, because the slower the

passage of the electrode, the

greater the lateral heat. The power

intensity should be properly set

for the electrode to pass through

the tissues without sparking and

without resistance. There may be

accumulation of lateral heat if the

power intensity is too high (due to

sparking) or too low (due to drag).

The electrode size is important,

because the larger the electrode,

the more lateral heat it produces

and the more power required.

The waveform should be chosen

carefully; cutting mode (fully fil-

tered) gives off the least lateral

heat, and coag mode (partially

rectified) gives off the most later-

al heat (with fully rectified in-

between).12

Electrosurgery generators pro-

duce high-frequency alternating

electric current and, unlike elec-

trocautery units, both cutting and

coagulation can be achieved at the

same time.13 Electrosurgery is

used for hemostasis and desicca-

tion of tissue. It utilizes high fre-

quency (0.1-1 MHz), high volt-

age, and low-amperage currents in

a modulated manner. In general, it

should be avoided in patients with

pacemakers, although modern

units are probably quite safe in

stable patients, providing the path

of the electric current does not

pass through the heart. The

electrosurgery  methods include:

(1) Electrofulguration: an electric

arc forms from the tip of the

electrode  to the treatment site,

(2): Electrodesiccation: the elec-

trode is in contact with the

skin (causes deeper tissue injury),

(3) Electrocoagulation: a damped

wave controlled with a dispersive

electrode or bipolar forceps, and

(4) Electrosection: an undamped

wave that cuts without hemostasis

or adjacent tissue injury.14

In this case study, we preferred

radiofrequency for the surgical

treatment of rhinophyma. Atrau -

matic electrosection with minimal

lateral heat and tissue damage

is possible with the Ellman

Surgitron, which has a frequency

output of 3.8-4 MHz.15 It allows

quick and efficient therapy. In

the post-operative period, we

observed rapid improvement and

a good cosmetic result. At the 1-

year follow-up, we attained

acceptable appearance and patient

satisfaction. Like Aferzon and

Millman,12 we recommend the

radiofrequency method for the

treatment of rhinophyma.
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