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Table 1
Common visual features associated with
a Middle Eastern nose

Upper third High radix, overprojecting bony
dorsum, excessive dorsal width

Middle third Widening of the osseous and
cartilaginous vaults, straight of
the brow-tip aesthetic line

Amorphous hanging nasal tip,
cephalically orientated lower
lateral crura, weak medial
crura, acute nasolabial
configuration

Variable degree of alar flaring

Thick oily skin, high density of
pilosebaceous units,

amorphous tip appearance,
supratip fullness

Nasal tip

Nostrils
SSTE

CONSULTATION DYNAMIC

The initial consultation for rhinoplasty on Middle
Eastern patients allows the surgeon to learn about
the patient’s concerns, goals, and motivations for
surgery. During this visit, the concept of maintain-
ing ethnic identity should be clearly communicated
to the patient. Requests for an extreme change in
appearance should warn the surgeon of unrealistic
goals or a lack of understanding that significant
changes in nasal appearance may not

complement ethnic facial features. Changes
resulting in westernization of nasal appearance
may lead to dissatisfaction by the patient and the
family.

It is generally a good idea to include a family
member in the consultation process. Their opinion
may represent important feedback and help avert
potential misunderstanding within the family.
Digital photography and morphing can greatly
assist in conveying the proposed changes and
help communicate more effectively. Digital morph-
ing should be used as a point of reference, without
implicit guarantees as to the surgical result. The
various points discussed in the previous and later
sections of this article should be kept in mind when
altering patient images. If requested, before and
after photographs of previously operated patients
can be presented. This review of photographs
may also help clarify the differences in rhinoplasty
goals between white and Middle Eastern noses.

SURGICAL CONSIDERATIONS
IN RHINOPLASTY ON MIDDLE
EASTERN PATIENTS

One of the guiding principles of rhinoplasty on
Middle Eastern patients is preservation of ethnic
appearance through avoidance of over resec-
tion.*® Westernization of nasal proportions, by at-
tempting to achieve the established standards for
an aesthetically pleasing nasal configuration for
white people, must be avoided in patients of

Fig. 1. Examples of the Middle Eastern nasal appearance, highlighting typical visual features outlined in Table 1.
Well-known political figures in the Middle East: (A) Pervez Musharraf; (B) Shimon Perez.
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Middle Eastern descent. Failure to do so can lead
to an incongruous nasal-facial relationship and,
potentially, to an unsatisfied patient. Basic surgical
principles include a conservative reduction of the
radix and dorsum, adequate tip projection, and
sufficient tip rotation that maintains a hint of an
acute nasolabial angle (less than 95°). These and
other essential objectives for rhinoplasty on
Middle Eastern patients are listed in Table 2.

The authors prefer an external rhinoplasty
approach because of superior visualization of
internal structures and access for the open graft-
ing techniques described in this section. An
endonasal approach is used in patients with satis-
factory tip appearance and support, and who thus
requiring only dorsal modification. In the authors’
experience, the columellar scar from an external
approach heals exceptionally well in this patient
population. A similar conclusion has been also
reached by Foda,® who analyzed the columellar
scar in 600 patients of Arabic extraction. In this
series, only a small fraction (1.5%) of patients
found their final scar to be unacceptable in
appearance; the reasons cited were widening,
pigmentary changes, and columellar rim notching.

The philosophy of open structure rhinoplasty
underlies the basic surgical tenets of rhinoplasty
on Middle Eastern patients. Addition of structure
to the native cartilaginous framework is critical in
the context of weak native cartilages and a thick
overlying SSTE. Due to its thickness and propen-
sity to contract, the SSTE can easily overwhelm
any unaltered native cartilage in the postoperative
period. Hence, addition of strong support mecha-
nisms to the cartilaginous framework are an impor-
tant long-term preventive strategy.

Following open rhinoplasty exposure, conserva-
tive dorsal hump reduction should be carried out
on the upper two-thirds of the nose. Maintenance
of sufficient dorsal height is critical in preserving

Middle Eastern Rhinoplasty

the ethnic appearance of a Middle Eastern nose.
Compared with a white nose, the radix and the
dorsum must be conserved to a greater extent.
In addition, in most cases of dorsal hump reduc-
tion, the authors reinforce the middle vault by
performing spreader grafting. This procedure
prevents collapse of the upper lateral cartilages
and avoids internal valve narrowing and an
inverted V deformity.

As previously discussed, a dependent position
of the nasal tip partially contributes to the appear-
ance of excessive dorsal height. Tip projection, in
turn, creates an illusion of a lowered dorsum. This
maneuver, almost always necessary during rhino-
plasty on Middle Eastern patients, allows for
a more conservative reduction of the nasal
dorsum. Similarly, low radix accentuates the
dorsal height. Correction of a disproportional
radix-dorsum relationship improves the overall
dorsal balance and reduces its prominence.
Crushed cartilage grafts are an effective means
of filling the radix bed and can be guided into posi-
tion with a 4-0 chromic suture on a Keith needle. A
knot is then tied over the skin at the site of the
transcutaneous suture placement, further securing
the graft in the postoperative period. This suture
can be removed in approximately 1 week without
consequence.

After dorsal hump modification and middle nasal
vault repair, the lower lateral cartilages are exam-
ined for inherent weakness. Nasal tip reconstruc-
tion begins by placing a columellar strut and
securing it to the medial crura. A septal extension
graft can be used instead.” When projecting the
tip, it should be kept in mind that the supratip
break should never be as prominent as in the ideal
white nose. In male patients, it is especially desir-
able to have a minimally visible break in the supra-
tip region. Cartilage suturing techniques
(interdomal sutures, lateral crural steal dome

Table 2

Essential surgical concepts and techniques in rhinoplasty on Middle Eastern patients

Conservative dorsal reduction (with concomitant tip elevation), maintenance of
Medial and lateral osteotomies, spreader grafts to prevent valve collapse and mid-

Cartilage sparing maneuvers with preferential use of suture techniques, placement of
supporting grafts (columellar strut or septal extension grafts, shield or cap grafts),

Upper third
a high radix, medial and lateral osteotomies
Middle third
vault narrowing
Nasal tip
consideration for lateral crural strut grafts and alar rim grafts
Nostrils Alar base modification on an as-needed basis

SSTE Conservative subcutaneous tissue removal (especially in the supratip region),
postoperative monitoring and conservative steroid (triamcinolone acetonide)
injections to counter pollybeak formation
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sutures, and so forth.) and additional grafting as
necessary (shield or cap grafts) are used to
improve tip projection and definition.8=1° Judicious
nasal skin defatting may be undertaken at this
point, in the subdermal plane.

Minimal resection of the cephalic margin of the
lower lateral cartilages should be performed. Lower
lateral cartilages are typically weak structures and
contribute minimally to tip fullness. The authors
prefer to reinforce lateral crura with lateral crural
strut graftsand alarrim grafts.” "2 These maneuvers
provide an additional layer of protection against
postoperative collapse of the vestibule, and against
alar rim notching and retraction. The key factor is to
create a straight, structurally sound, lateral crura
avoiding excessive convexity or concavity.

Tip rotation should be conservative with the aim
of creating a nasolabial angle of approximately 95°
or smaller. This result can be achieved in most
instances with a combination of strut placement,
dome suturing, and a conservative triangular
caudal septal excision with the base at the anterior
septal angle. Vertically oriented lateral crura may
prevent cephalic rotation of the nasal tip tripod,
necessitating an additional lateral crural overlay'3
or caudal repositioning of the lateral crura. If either
scenario is encountered, lateral crural strut grafts
are used for reinforcement.

At the end of the procedure, medial and lateral
osteotomies are performed. Medial osteotomies
are performed in a lateral fading fashion at the
osseo-cartilaginous junction. If the patient has an

Fig. 2. Middle Eastern rhinoplasty. (A) Preoperative profile; (B) postoperative profile after revision rhinoplasty;
(C) preoperative frontal view; (D) postoperative frontal view after revision rhinoplasty; (E) preoperative view;

(F) postoperative view after revision rhinoplasty.
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