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ABSTRACT

Background: Rhinoplasty for correction of unilateral cleft
lip nasal deformities is still considered one of the most
challenging types of rhinoplasty. Numerous techniques have
been described to address this complex deformity, each with
its advantages and disadvantages.

Material and Methods: This paper isareview of secondary
cleft lip rhinoplasty cases operated in the last two and half
years with a suggestion of algorithm for technique selection
to be used based on combination of previously described and
other modified techniques. 18 secondary unilateral cleft lip
rhinoplasty cases were reported and included 3 in the primary
dentition age, 5 in the mixed dentition age and 10 in the
skeletal maturity age.

Results: Good results are obtained with the currents
algorithm and techniques combination which suggest the
safety and reliability of our hybrid techniques.

INTRODUCTION

Rhinoplasty for correction of unilateral cleft
lip nasal deformitiesisstill considered one of the
most challenging types of rhinoplasty. Achieving
the exact nasal symmetry is still a difficult task
for the optimum cosmetic satisfaction [1].

Understanding the complex anatomy of the
unilateral cleft lip nasal deformity is essential for
obtaining better results of the surgical correction.
The main feature of the unilateral cleft lip nasal
deformity isthe malpositioning of the alar cartilage
on the cleft side. The genu of the alar cartilage is
displaced in both a caudal and posterior position,
carrying with it all of the medial crusand avariable
portion of the lateral crus. The depressed cleft side
alar cartilage causes the nasal tip to be flat with
the nostril being horizontally oriented [2-4].

Due to the complexity of the deformity and the
continuous trials to obtain reliable excellent results,
there are many reported techniques trying to address
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this complex deformity. The Potter’s, Dibbell’s
and Tgjima's techniques are among those techniques
that have stood the test of time with each has its
different concept. Potter in 1954 described atech-
nique that advances the lateral crus of the lower
lateral cartilage medially in aV-Y fashion as a
chondromucosal flap [5]. Dibbell in 1982 advanced
the medial crura by creating a bipedicle flap chon-
dro-cutaneous flap of medial crus by incisioning
below and above the crura in the membranous
septum and in continuity with the nasal floor skin
so the alar base is medialized and the medial crura
is elevated [6]. The Tajima s technique, which was
described in 1977, used an inverted U incision on
the dorsum of the nostril which looks identical in
shape to the nostril of the non-cleft side. Then he
used three sutures placed between the depressed
alar cartilage to the contralateral alar cartilage,
contralateral and ipsilateral upper lateral cartilages.
After repositioning and correction, the nasal carti-
lages are fixed with bolster sutures for about 2
weeks [7].

Authors are still searching for a better outcome.
Recently, the literature started to have reports using
hybrid techniques which combine and mix some
of the previous originally described techniques
and concepts in order to further improve results
[1]. In the current paper, we are reviewing our
secondary rhinoplasty cases in the last two and
half years, reporting our special hybrid techniques
used and their outcome and proposing an algorithm
for techniques selection.

PATIENTSAND METHODS

A retrospective review of unilateral cleft lip
cases who underwent secondary rhinoplasty by the
author in the period between April 2011 and No-
vember 2013. The patients are grouped according
to the age of presentation into: primary dentition
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group (3 patients); mixed dentition group (5 pa-
tients); and skeletal maturity group (10 patients).
A proposal of algorithms for techniques used for
each group is outlined.

Techniques:
- Closed rhinoplasty approach:

The alar cartilage is dissected through the lip
redo incisions. Closed interdomal and alar trans-
fixation sutures are done to support the lower
lateral cartilage in the new position. The cartilage
is dissected free from the skin bilaterally. The cleft-
side cartilage is mobilized superiomedially and
then fixed through interdomal, and alar transfixation
sutures. Also suspension sutures between the cleft
side lower lateral cartilage and the contralateral
and ipsilateral upper lateral cartilages were used
when required. 4/0 polydioxanone (PDS) sutures
were used with trial of slightly overcorrection. It
is based on the technique described by Change et
al., 2010 for primary unilateral cleft lip rhinoplasty

[8].

- Semi-open approach without or with Tajima’s
rimincision on the cleft side:

The nose is opened with small infracartilage-
nous incision hilaterally (or the cleft-side is opened
by Tajima’ sinverted U incision instead). Then the
same technique desribed in the closed rhinoplasty
is employed.

- Definite rhinoplasty techniques:

Through the conventional or Trott’s open rhi-
noplasty approach, Tajima incision was used in
the cleft side as an inverted U shape identical to
the shape of the nostril of the non-cleft side. The
medial end of the Tagjima incision is connected
with the transcolumellar incision and the standard
open rhinoplasty incision in the non-cleft side. The
domes are exposed and separation of the medial
crura of the lower lateral cartilage was done. At
this point, atrial of mobilization of the of the cleft-
side lower lateral cartilage superiomedially was
done in order to match the level and shape of the
non-cleft side lower lateral cartilage. If the lateral
cruraistethered laterally, amodified Potter'srelease
isdone by incising the lateral cruraas an incomplete
V-Y incision without completing the incision in
the upper edge of the lateral crura. If the medial
cruraistethered inferiorly and cann’t be elevated
freely to match the non-cleft side, a modified
Dibbell’s method is used by incising only the
anterior component of the Dibbell incision across
the nasal floor and connected to the lateral corner
of the transcolumellar incision and completes its
dissection as the usual Debbell’s method with

dissection of the nasal sill floor creating acomposite
flap of mucosa, floor of nose, and medial crura up
to the alar base to separate it from the underlying
bone for medialized.

Cases with mild deformity may need neither
Potter’s nor Debbell’ s techniques for release the
alar cartilage but severer cases might need one or
both techniques for achieving symmetry. Some-
times suspension of the cleft side lower lateral
cartilage to the ipsilateral and/or contralateral is
needed to achieve symmetry as described by Tajima
[5]. Correction of the deviated septum is done by
excision as usual in septorhinoplasty techniques
if needed. Osteotomy is needed in cases of bony
deviation. The displaced lower edge of the septum
from the anterior nasal spine and vomer groveis
repositioned with 4/0 PDS suture after scoring of
the curved side of the cartilage. Tip definition is
achieved by intra- and interdomal sutures. Cartilage
grafts were sometimes needed as columellar strut,
spreader grafts, alar strut graft or tip grafts.

RESULTS

18 patients were identified to the study. Each
age group has its specific techniques used (Fig.
1). The primary dentition group (3 patients); all
had closed rhinoplasty with alar transfixation
sutures with lip re-do. Only one case needed
additional Tajima’s rim incision in the cleft side

(Fig. 3).

The mixed dentition group (5 patients); al had
the same techniques used in the previous group
with 2 cases needed additional Tajima srimincision
in the cleft side. All cases had concomitant alveolar
bone grafting, 3 cases had complete lip redo and
1 case was a primary one. Fig. (4) showing a case
example of this group where the patient had lip
redo, closed rhinoplasty and alveolar bone graft.

The skeletal maturity group (10 patients) in
which all cases had open rhinoplasty with tip
defining sutures (interdomal, intradomal) and Taji-
ma sutures (upper lateral cartilages to ipsilateral
and contralateral upper lateral cartilages). For
achieving symmetry, 4 cases had additional Dib-
bell’ stechnique, 2 cases heeded Potter’ s technique,
1 case only needed both Potter’s and Debell’s
technique, and 3 cases didn’t need either Potter’'s
and Debell’ s technique. Tgjima’'s rim incision was
used in all cases. 4 cases had septal correction with
2 conchal reductions. 1 case had spreader graft, 9
cases had reposition of the free septum to the
anterior nasal spine. Columellar strut grafts were
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used in 6 cases, tip grafts used in 2 cases only.
Alar base resection of the normal side was needed
only in 2 cases where there was severe reduction
of the cleft-side alar.
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The technique selection protocol based on the
age of presentation is shown in Fig. (1) and the
algorithm for the definite secondary rhinoplasty
technique selection is outlinesin Fig. (2).
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Fig. (1): Algorithm for technique selection according to the age of presentation.
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Fig. (2): Algorithm for technique selection for definite rhinoplasty.
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Fig. (3): Example of intermediate early secondary cleft lip
rhinoplasty in a1 year, 9 months old female. Immediate postop-
erative pictures after Semi-open rhinoplasty with Tajima’'s rim

Fig. (4): Example of intermediate |ate secondary cleft
lip rhinoplasty in a9 year old female. A week postoperative

incision, interdomal and alar fixation sutures.

Fig. (5): Example of definite secondary cleft lip rhinoplasty
in a22 year old female. A month postoperative pictures after
conventional open rhinoplasty incision with Tajima’'s rim
incision, interdomal and alar fixation sutures. Minor vermilion
correction were done.

DISCUSSION

Unilateral cleft lip nasal deformity is still chal-
lenging procedure. This may be attributed to the
complexity of the primary anatomical malforma-
tion. Beside the previously mentioned classic uni-
lateral cleft nasal deformity which isthe malposi-
tioned alar cartilage. There are other anatomical
deformities should be dealt with during the correc-
tion. These included the interruption of the muscle
ring across the nasal sill, fixation of the alar base
by fibrous connections to the piriform margin, soft-

pictures after, Semi-open rhinoplasty with Tajima’s rim
incision, interdomal and alar fixation sutures and alveolar
bone graft.

Fig. (6): Example of definite secondary cleft lip rhinoplasty
in a 28 year old male. Immediate postoperative pictures after
conventional open rhinoplasty incision with Tajima’'s rim
incision, Potter’s and Dibbell’s techniques were employed
and the upper part of orbicularis oris is dissected and re-
repaired. Minor vermilion correction were done.

tissue deficiency at the nasal floor, septal deviation
and abnormal muscle insertions at the alar base to
the cheek and lip [9].

There was a debate whether the cleft-side alar
cartilage is hypoplastic or just malpositioned. It is
now accepted that the cleft-side alar cartilage is
essentially normal in size and just mal positioned.
Park et al., examined the lower lateral cartilages
during secondary rhinoplasty and found both sides
to have the same size and dimensions [10]. More-
over, Sadova et al histologically examined the



