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Understanding the vagaries and nuances of nasal
surgery is accomplished neither easily nor quickly.
Given this opportunity to share personal preferences
and cxperiences, the author hopes that his observa-
tions can provide some clarity and reasonable alter-
natives to the rhinoplasty student’s seemingly endless
quest for answers.

The ultimate result is seldom achieved in rhino-
plasty. The goal is enhancement, not perfection of
facial form. A more appealing, natural appearance,
even unstated, is the desire of most patients. A good
rhinoplasty draws attention to the eyes, not the nose
(Fig. 1)!

The ability to achieve this natural, appropriate
appearance depends upon a conservative, flexible
approach of the surgeon. In rhinoplasty the surgeon
does a little to achieve a lot. Even more significant is
the preoperative selection and analysis of the patient.
Nothing is more essential to a successful outcome
than the right diagnosis.

During the consultation period, the author wants
to understand the patient’s motivations and expec-
tations. Listening to the patient’s desires is important,
not imposing desires on the patient. Questioning of-
ten begins around the patient’s background, occupa-
tion, and medical history. Only after meeting the
person is attention directed toward the nose. Of
extreme relevance is the patient’s perception of his
or her problem. Thus highlighted at the top of the
patient’s record. in the patient’s own words, is the
“chief complaint.”
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Significant differences between what the doctor
and patient sees, unrealistic expectations, and overly
demanding or perfectionistic behavior are infrequent
but easily detectable “warning signs™ by the inter-
ested listener. The author’s bottom line is one of
comfort. If the patient or procedure makes the author
uncomfortable, the author passes on the opportunity
to operate.

How surgeons analyze a nose depends greatly on
the information provided. Accurate photographic
documentation is critical. The author’s preference
for two light sources, consistent background, distance,
and positioning derives from the need to assess nasal
width, height, dorsal alignment, tip position, and dor-
sal highlights accurately (Fig. 2).

Well-taken frontal, right and left lateral unsmiling,
oblique, right lateral smiling, and base views often
enable the surgeon to reevaluate a “game plan”
initially entertained during the consultation. No view
is more poorly taken and undervalued than the base
view. With good lighting and a camera lens that al-
lows focusing from 18§ inches, the base view provides
direct evidence of the ratio of structural support to
skin thickness, the amount of tip projection, and the
degree of the anterior functional problems (Fig. 3). If
the skin is thin, the tip cartilage is strong, and the
domal highlights are more than 3 or 4 millimeters
apart, the operation calls for strengthening of the intra-
domal space and better medialization of the lobule
to prevent postoperative bossae formation (Fig. 4).

Every rhinoplasty deserves at least five opera-
tions! The photographic analysis following the initial
consultation is the second time the specific proce-
dure is planned. The third takes place on the return
office visit or just before surgery. The fourth is in the
operating room (OR) and the fifth occurs sometime

1064-7406/04/$ — see front matter © 2004 Elsevier Ine. All rights reserved.

doi:10.1016/S1064-7406(03)00122-6



16 R.L. Simons / Facial Plast Surg Clin N Am 12 (2004) 15-34

Fig. 1. Patients demonstrate facial enhancement and beauty “seen in the eyes” following rhinoplasty. (4. B) Pre- and
postoperatively at | year. (C-F) Frontal and lateral views of patient six years postoperative.

during one of the postoperative visits (Fig. 5). This
type of attention to detail and deliberative “game
planning™ allows the patient and the surgeon to ar-
rive in the OR with the calming assurance that they
know what to expect and how the problem will be
approached. It is not acceptable to say “we’ll wait
until we get into the OR to decide what we will do.”

The overwhelming majority of the authors’
rhinoplasties are performed in his Accreditation As-
sociation for Ambulatory Health Care (AAAHC)-
accredited office OR facility. Familiar OR assistants
and a regular anesthesia provider adds to the comfort
and safety of the procedure. Though the author rarely
uses general anesthesia in the office setting, the author
will defer to the anesthesiologist or certified registered
nurse anesthetist (CRNA's) preference in the hospital
or other ambulatory setting.

The author’s current office routine for anesthesia
is as follows. In the holding area, the patient receives
intravenous (IV) lorazepam (Ativan) 0.6 mg, mid-
azolam (Versed) 2 mg, and the anticholinergic gly-
copyrrolate (Robinal) 0.2 mg. Vital signs including

oxygen saturation are monitored over the next 10 to
15 minutes.

In the OR, when the cardiac monitors have been
attached, a propofol (Diprivan) drip at 75 meg/kg/min
1s started for its sedative and hypnotic effect. Be-
fore nasal injections the narcotic sufentanil (Sufenta)
5 meg is administered.

Throughout the procedure, according to the needs
of the patient, the maintenance of Diprivan is de-
creased to 40 to 50 meg/kg/min and Versed to 0.5 to
1 mg at 15- to 30-minute intervals, along with Su-
fenta, 2.5 micrograms at 30-minute intervals.

To control nausea the patient takes a tablet of
Zofram 4 mg the night before surgery then receives
IV cimetidine (Tagamet) 300 mg during the operation
and metoclopramide (Reglan) 5 to 10 meg toward the
end ol the procedure. Also given by IV during the
procedure is cefazolin (Ancef) 1 gm and dexametha-
son (Decadron) 8 mg.

With the patient supine on the OR table and the
local anesthetic (2% xylocaine with adrenaline
1:100,000 [~ 10 cc]) injected. the preoperative nasal






