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Consensus in rhinoplasty
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Abstract. Reading textbooks or manuals'® about rhinoplasty techniques, the novice may be disconcerted by the multi-
tude of different surgical manoeuvres, all intended to achieve the same result: a cosmetically appealing and functional
nose. This article describes a survey of 30 rhinoplasticians that investigated, using a questionnaire with 51 items, cur-
rent opinion and practice in rhinoplasty with the aim of identifying areas of consensus or disagreement. Only 16 ques-
tions in 51 (31%) identified a strong consensus, mainly in the areas of informed consent, lateral osteotomies, and the
accuracy and predictability of some graft procedures (columellar strut, spreader graft). There was also a consensus about
the rejection of some unusual procedures (electric-powered rasping of the dorsum, allopathic implants). However, no
consensus was found in many domains, such as tip or columella management, resection of the dome, dome sutures, alar
batten grafts, dorsal graft, nasal packing, pre-operative functional investigations, morphing, alar base reduction or the
management of septal perforation. Our survey found a dramatic lack of agreement about rhinoplastic procedures, which
remain highly dependent on the skill and experience of surgeons who favour the techniques with which they have
achieved good results in the past. It also identifies a case for adopting, as in other fields of medicine, guidelines based

upon consensual expert opinion and the evaluation of outcomes with appropriate and validated instruments.**

Introduction

The field of rhinoplasty has an
uneasy relationship with evi-
dence-based medicine, and it is
quite difficult to establish a con-
sensus among rhinoplasticians
about indications, surgical proce-
dures and outcomes in this subjec-
tive domain. The literature con-
tains numerous detailed descrip-
tions of surgical procedures, but
none of them are validated except
by the opinions of their advocates
and we do not even know if, to
achieve the same result or the
same goal, one technique is better
than another. Current opinion is
that good results depend more
on the skill, the experience, the
aesthetic sense and the knowledge
of the surgeon than on the
sequencing of the surgical proce-
dure or the techniques used.
Nevertheless, it seems logical to
assume that some approaches may

meet with the agreement of a
majority of rhinoplasticians.

Material and methods

We sent a questionnaire (Table 1) of
51 items covering different areas of
rhinoplasty to 86 rhinoplasticians.
They were invited to rate each
statement on a scale of 1 (I agree) to
5 (I do not agree) (Table 2). We
received 30 completed question-
naires from 26 ENT surgeons and
4 plastic surgeons (11 Belgians and
19 surgeons from other countries).
Together, the surgeons who com-
pleted the survey had performed
3144 rhinoplasties in 2008. Their
mean age was 49 years (33y-63y)
and they had graduated 18 years
previously on average (3y-33y).

Results

We expressed the results of each
item of the questionnaire as a per-
centage of the responses for the

entire surgeon sample for each
level of agreement from 1 to 5 so
that a total of 100% was obtained.
Secondly, we totalled the percent-
ages for the first two columns for
each item (1 +2: agree), as well
as the percentages for the last two
(4 +5: do not agree) (Table 2).
Where the differences between
them (1 + 2 -4 + 5) exceeded + 50%
or -50%, we considered this to
indicate a strong consensus for
this item. The + sign indicates a
positive consensus and the - sign
indicates a negative consensus.

Table 1 lists the different items
in consecutive order from the
highest positive consensus to the
highest negative consensus. Our
conclusion is therefore that we
obtained 16 strong consensus
responses (9 positive above the
yellow line and 7 negative beneath
the black line) and 35 responses
where there was no consensus
(Table 1).
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Table 1
Questionnaire regarding rhinoplasty
% Respondents Agree Disagree Difference
A frank e}nd comprehensive discussion with the patient is essential 100.00% 100.00% 0.0% 100.00%
before rhinoplasty
Spreadf;r grafts are quite successful in correcting the inverted V 96.67% 93.10% 349 89 .66%
deformity of the dorsum
More than one manoeuvre is generally required to rotate the lower 93.33% 8571% 36% 82.14%
nasal third
The long-term result with a columellar strut is highly predictable 90.00% 70.37% 0.0% 70.37%
The sqrglca'l procedure resulting in the largest projection of the nose 100.00% 66.67% 339 63.33%
is the insertion of a columellar strut
Wr}tten comprehenswf; informed consent should be signed by the 100.00% 76.67% 13.3% 63.33%
patient before every rhinoplasty
The long-term result with spreader grafts is highly predictable 90.00% 62.96% 7.4% 55.56%
Septgl cartilage is far superior to all other alternatives for dorsal 96.67% 72.41% 207% 51.72%
grafting
The correction of a hanging columella requires the appropriate resec- 100.00% 66.67% 16.7% 50.00%
tion of the caudal septum
I prefe'r to resect a hump in one piece(cartilage and bone = composite 100.00% 66.67% 20.0% 46.67%
reduction)
I prefer to carry out lateral osteotomies in a lateral vestibular nasal 93.33% 75.00% 28.6% 46.40%
approach
Les§ than §% .of primary 'rhlnoplasty cases require tip graft to 100.00% 63.30% 20.0% 43.30%
achieve projection and definition
Tlp grafts are an essential tool in secondary rhinoplasty but overused 100.00% 60.00% 16.7% 4330%
in primary cases
In primary rhlnoplasty, the segrn.ent.al resection of excess length of 100.00% 66.70% 26.7% 40.00%
the medial crura is almost never indicated
Optimal intranasal haemostasis and intranasal splinting with
absorbable sutures virtually eliminate the need for packing 93.33% 60.71% 25.0% 33:71%
The syrglcal procedure which results in the largest projection of the 100.00% 56.67% 233% 3333%
nose is a domal (transdomal)suture
_Spreader grafts are quite successful in improving the patency of the 96.67% 48.08% 17.3% 31.03%
inner nasal valve
S‘mall.t.lp sharp (2-3mm) osteotomes enhance accuracy and pre- 96.67% 55.17% 24.1% 31.03%
dictability for precise osteotomies
Reposmomng the lateralvcrus resultg in many dlfflcult and some- 96.67% 48.08% 173% 31.03%
times uncontrollable variables and involves a risk of secondary
In tension nose, the nasal spine must be partially resected 100.00% 56.67% 26.7% 30.00%
Debl_llkmg the under_surface of th.1ck sebaceOI_ls tissue in t.hg nasal tip 93.33% 50.00% 21.4% 28.57%
provides better draping of the skin and superior tip definition
Inserting spreader grafts is a good technique for lengthening the 93.33% 57 14% 32.1% 25.00%
nasal dorsum
Attempts to close septal perforations in excess of 20 mm are almost 100.00% 5330% 30.0% 23.30%
always unsuccessful
Excessive width of the alar base is frequently overlooked or inade- 96.67% 48.08% 27.6% 20.69%
quately corrected
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% Respondents Agree Disagree Difference
Over-/under-projecting sutures are the most p'owe}’ful telchnllque with 100.00% 4333% 233% 20.00%
the fewest drawbacks for enhancing or reducing tip projection
In primary rhinoplasty, al! the common dome deformities can be cor- 100.00% 46.67% 30.0% 16.67%
rected using non-destructive techniques
An open approach is carried out too often without a true indication 100.00% 43.33% 33.3% 10.00%
The revision procedure should be carried out at the same time as the 63.33% 47 37% 47 4% 0.00%
primary one
The correction of a hangmg columell.a requires the appropriate resec- 100.00% 26.67% 30.0% 3339
tion of the caudal margin of the medial crura
A_ch1evmg predictable results. WI.th alar t_)ase cutaneous resection is 96.67% 4138% 44.8% - 3.45%
difficult and exact symmetry is virtually impossible
In primary cases, when narrowing the tip, dome resection is more 96.67% 34 48% 44 8% -1034%
powerful than domal/transdomal sutures
The long-term result with alar battens is highly predictable 90.00% 18.52% 33.3% - 14.81%
I prefer to reduce the dorsum by resecting each component individu- 96.67% 37.93% 58 6% 20.69%
ally ( upper lateral, septum, bone)
Rhmomanome.try is essential when assessing nasal patency (obstruc- 100.00% 30.00% 533% 223339
tion) before rhinoplasty
In primary cases, almost all the surgical procedures can be performed 100.00% 2333% 50.0% -26.67%
using an endonasal approach
In primary cases, when narrowing the tip, dome resection is more 96.67% 27.59% 5529 -2759%
accurate than domal/transdomal sutures
Pre-operative morphing is essential before a rhinoplasty 96.67% 24.14% 51.7% -27.59%
I prefer to conduct lateral osteotomies in a lateral percutaneous 100.00% 30.00% 60.0% -30.00%
approach
Acoustllc rhinometry is much be.tter than clinical examination for the 100.00% 26.67% 60.0% 233339
evaluation of nasal valve stenosis
The long-term result of grafts on the dorsum is highly predictable 86.67% 19.23% 53.9% -34.62%
Acoustic rhinometry should be performed before each rhinoplasty 100.00% 26.67% 63.3% -36.67%
Precise positioning of the tip requires a transfixion incision separating 96.67% 24.14% 62.1% -37.93%
the septum from the medial crura
Poor patient satisfaction is more frequent after a revision procedure 100.00% 20.00% 60.0% -40.00%
In the majority of the cases , written informed consent is superfluous 100.00% 23.33% 66.7% -43.33%
A cartilaginous graft should 'always be fixed with appropriate sutures 100.00% 2333% 733% -50.00%
and never be left unsutured in a pocket
The §urg1cal prqcedure which all.ows the largest projection of the 100.00% 16.67% 70.0% -53.30%
nose is the resection of the cephalic edge of the lateral crura
The most accurate way of rf.:ducmg the bony dorsum is to use electri- 96.67% 6.90% 75.9% - 68.97%
cally powered instrumentation
I prefer to carry out the lateral osteotomies using a sublabial approach 100.00% 13.33% 83.3% -70.00%
It 'there is ever an m.dlcatlon for the use of alloplastic implants in 100.00% 6.67% 36.7% -80.00%
rhinoplasty, it is in primary cases
The S}lrglcal proc.edure which all.ows for the largest projection of the 100.00% 0.00% 833% - 8330%
nose is the resection of the anterior edge of the septum
An open approach results too often in a poor cosmetic columella scar 100.00% 6.67% 90.0% -83.33%
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Example of detailed responses to the questionnaire

1 agree

2 3 4 5 don’t agree

1- Fewer than 5% of primary rhinoplasty procedures require
a tip graft to achieve projection and definition

46%

14% 18% 14% 7%

60%

21%

Not surprisingly, in the group of
strong consensus responses, the
highest scores were obtained for
the items dealing with informed
consent: a frank and comprehen-
sive discussion (+ 100%) and
written comprehensive informed
consent (+ 63%) are considered
mandatory. Even so, 23% of the
responders thought that written
consent was superfluous.

We also found a strong consen-
sus about some grafting: the
results of columellar strut (70%)
and spreader graft (56%) are con-
sidered highly predictable. For
this procedure, suturing the carti-
laginous grafts in appropriate
pockets is not thought to be
necessary in every case (- 50%).
By contrast, there is no consen-
sus about the predictability of
alar battens (-15%) or dorsal
grafts (- 35%). A large majority
believes that spreader grafts pro-
duce quite good results with V
deformities (90%), while only a
small majority agrees that they
produce good results in terms of
improving the patency of the inner
valve (31%) or that this can be a
good technique for lengthening
the nasal dorsum (25%). There is
a clear preference for septal carti-
lage in dorsal grafting (52%).

Although the respondents
thought that more than one
manoeuvre is generally required
to rotate the lower third of the
nose (82%), a columellar strut
would seem at this point in time to
be the procedure that makes it
possible to achieve most projec-

tion of the nose (63%) compared
with the resection of the cephalic
edges of the lateral crura (51%),
of the caudal edge of the septum,
(-83%) or with sutures, whether
transdomal (33%) or overproject-

ing (20%).
Although there is a consensus
only about avoiding lateral

osteotomies through a sub-labial
approach (- 70%), the majority of
the surgeons preferred, even
though there is no true consensus
in this respect, to conduct lateral
osteotomies using a lateral nasal
vestibular approach (46%) rather
than percutaneously (- 30%).
There is only weak support for
the idea that small, sharp osteo-
tomes could possibly improve the
accuracy and the predictability of
lateral osteotomies (31%).

We also found a consensus
rejecting electric powered instru-
mentation for reducing the bony
dorsum (- 69%) and against allo-
plastic implant in primary cases
(- 80%). Although there was no
consensus in our survey about the
pertinence of an open approach in
primary cases, almost none of the
surgeons were concerned about a
poor cosmetic columella scar
resulting from this approach
(- 83%).

The management of a hanging
columella implies, for the majori-
ty of the respondents, the appro-
priate resection of the caudal sep-
tum (50%).In these cases, the
additional resection of the caudal
margin of the medial crura is more
controversial (- 21%).

Table 1 shows that no consen-
sus was found about many items.
This is the case with the resection
of a hump (in a single proce-
dure; or piecemeal), the benefits
of a pre-operative assessment of
nasal breathing (rhinomanometry,
acoustic rhinometry), or of cos-
metic project with morphing.
There was also no consensus
about the possible tailored
management of the primary cases
compares to revision cases, or
about the outcome of a primary
or revision procedure. There
was no consensus in the answers
about tip grafting, the open
approach, destructive techniques,
or a preference for dome resection
in revision cases, as opposed
to a preference for the inside
approach, non-destructive tech-
niques, and dome sutures in
primary cases. In addition, no
consensus was found about the
refinement of the tip, tip grafting,
transdomal sutures or separation
of the septum from the medial
crura.

The majority of the respondents
did not agree about miscellaneous
items such as the replacement of
packing with intranasal splinting
with absorbable sutures (36%),
the size of the septal perforation
which can reasonably be closed
(23%), the predictability of the
reduction of the alar base by cuta-
neous resection (- 3%), the resec-
tion of the nasal spine in tension
nose (30%) or the debulking of
thick sebaceous tissue in the nasal
tip (28%).
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Discussion

This survey may have exaggerated
discrepancies between the polled
surgeons because it recruited
the participants in a random way.
If we had questioned experts
selected on the basis of their pub-
lications, we would probably have
found greater consensus.

An interesting avenue for later
research will be a survey of
authors of rhinoplasty textbooks
or a comparison of their philoso-
phies about some precise and
well-defined concerns. Never-
theless, our sample was selected
from members of the European
Academy of Facial Plastic and
Reconstructive  Surgery who
together performed 3144 proce-
dures in 2008. So we did not select
young or newly qualified surgeons.

The items selected for this sur-
vey were also arbitrarily chosen
by the author alone, without any
framework of collaboration with
colleagues or experts. It may be
the case that these items are not
likely to be the best selection for
maximising consensus. Other
questions selected on the basis of
a broader consensus, and investi-
gating other aspects of rhinoplas-
ty, could result in a larger consen-
sus.

The criteria for assessing
respondent consensus are open to
criticism since our position was
not that a majority constitutes a
consensus. Table 1 contains items
that were not considered to enjoy
a consensus, even though more
than 50% of the respondents
disagreed, because the opposite
opinion enjoyed too much sup-
port.

Conclusions

The fact that little consensus was
found in the field of rhinoplasty
suggests that this surgical proce-
dure is still driven by personal
philosophies and adaptive experi-
ence. Rhinoplasty is mainly learned
in close contact with experts or
teachers rather than in reading or
study. Apart from the few areas of
consensus described in this article,
rhinoplasty comprises individual
tips and tricks, and numerous per-
sonal preferences. Nevertheless,
a more rigorous and objective
evaluation of our techniques and
outcomes could, in the future,
further the establishment of the
safest, simplest and most accurate
techniques needed to reach rhino-
plastic goals. This will require the
development of agreement about
the instruments for assessing out-
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comes, as well as clarity and
humility in comparisons between
everybody's techniques.
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