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ABSTRACT

Introduction: The cleft nasal deformity is a complex
challenge in plastic surgery involving the skin, cartilage,
mucosa, and skeletal platform. The appropriate approach has
been extensively debated in the literature with respect to
timing, technique, and extent of surgical intervention.

Aim: The aim of current work is to study the different
surgical options for reconstruction of the nasal tip in cases of
secondary cleft lip nasal deformity, to evaluate their esthetic
and functional results and demonstrating the subjective satis-
faction for each case.

Patients and Methods: Twenty five patients having cleft
lip nasal deformity underwent rhinoplasty to correct the nasal
deformity in which the definition and position of the nasal
tip were the corner stones in evaluating the net aesthetic result.
All study patients underwent tip rhinoplasty in the form of
suturing as well as grafting. They underwent some secondary
procedures like, pyriform aperture augmentation, dorsum
correction, alar rim and web correction, air way patency, and
corrective osteotomies.

Results: Subjective evaluation results of current study
were generally promising; 44% of patients were happy of
their nasal job, 48% showed fair response, while 8% were
unhappy. Most of happy patients were males, they obtained
their cartilage grafts from the costal cartilage. The objective
judgement of the rhinoplasties done in the study showed that
80% of patients had accepted net nasal tip while 20% had
residual deformity in the form of wide, bulky, or deviated tip.
The residual tip deformity came mainly after use of auricular
graft, after using tip suturing and diced cartilage on top. Post-
operative secondary deformities were few in the form of
asymmetrical nose, obtuse naso-facial angle, alar web, or
unpleasant lip scar. All patients that had an obstructed airway
before the operation had improved, while 30% of those who
had nasal tone showed improvement after the operation.

Conclusion: Nasal grafts are essential for considerable
good outcomes for cases of cleft nasal deformity. Autologous
cartilaginous grafts are the most suitable type of nasal grafts,
and costal cartilage graft is the most superior between them.
Further studies are needed to justice if primary rhinoplasty
is beneficial or it disturbs the nasal symmetry and leave scared
tissues for a potential future intervention.
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INTRODUCTION

The cleft nasal deformity isacomplex challenge
in plastic surgery involving the skin, cartilage,
mucosa, and skeletal platform. Ever since Blair
and Brown first described the intricacies of the
cleft pathology in 1931 [1], the appropriate approach
has been extensively debated in the literature with
respect to timing, technique, and extent of surgical
intervention.

It isimportant to identify the aim of the rhino-
plasty in cleft lip nasal deformities as to restore
the nasal symmetry, improvement of the naso-
labial and naso-facial relationship with minimal
evidence of surgical intervention as well as the
functional objectives as patent air way, proper
position of the maxilla and achievement of normal
speech [2]. Rhinoplasty in cleft lip nasal deformities
could be performed either primary or secondary
after repair of the cleft lip. Primary correction has
been reappraised in the last two decades having
particular advantages as more symmetrical nose
and better appearance in the early life. Even when
rhinoplaty is re-required after nasal growth is
complete, the deformity is less severe and more
amenable final results[3].

The secondary surgery to further modify the
nasal shape is often necessary in the teen years.
The secondary deformities include depressed nasal
tip with diastatic lower lateral cartilage, wide alae,
large nostrils short columella, wide prolabium with
lack of philtral and Cupid's bow definition, shallow
buccal sulcus, tight upper lip, irregular scars and
central vermilion insufficiency [4].

Theaim of current thesisisto study the different
surgical options for reconstruction of the nasal tip
in cases of secondary cleft lip nasal deformity,
evaluate of their esthetic and functional results and
demonstrate the subjective satisfaction for each
case.
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PATIENTSAND METHODS

In current study, twenty five patients having
cleft lip nasal deformity underwent rhinoplasty to
correct the nasal deformity in which the definition
and position of the nasal tip were the corner stones
in evaluation of the net aesthetic result. These
patients were managed in Kasr El Aini and Benha
University hospitals during the period from January
2012 to June 2014.

All the patients who participated in this study
had late cleft lip nasal deformities, either with no
previous attempts was performed for cleft lip repair
(4 patients) or repaired cleft lip (21 patients). The
secondary nasal deformity resulted from either
insufficient primary rhinoplasty during early repair
of the cleft lip with residual secondary nasal de-
formity (5 patients) or not previously repaired cleft
lip nasal deformity (20 patients). Out of the 25
patients, only 3 patients had bilateral cleft lip,
while the other 22 patients had unilateral cleft lip.

The age of the patients ranged from thirteen
yearsto thirty one years (average 17 years). There
were fourteen females and eleven males.

Preoper ative assessment:

All patients underwent complete history taking
and clinical examination. The nasal deformities
were recorded in detail s together with any residual
deformity in the lip.

Out of the 25 patients, four patients had no
previous attempts for repair of the cleft lip. Twelve
cases had unpleasant scar from the previous oper-
ation. Five cases had short lip. Seven cases had
notched vermilion. Ten of the patients had irregu-
larities in the white line. Septal deviation was
detected in nine patients. The nasal dorsum was
deficient (saddle) in 16 patient, humpy (over pro-
jecting) in 6 cases and apparently normal in the
rest 3 patients (Fig. 1).

Operative technique:

All surgeriesin current study were done under
general anesthesia. A conformed oral endotracheal
tube fixed on the chin in the midline. A throat pack
was carefully placed in the posterior oropharynx.
A low mean arterial pressure was maintained during
surgery to maintain adry surgical field.

Lip revision:

In the four cases of the unrepaired cleft lip,
Millard repair were performed in the same set
before the nasal repair. In the twelve cases having

unsatisfactory scarring of previous cleft lip repair,
excision of the old scar was performed, including

skin, subcutaneous tissue, and minimal part of the
underlying muscles. Closure was done in three
layers. The five cases complaining of short lip
following previous repair of cleft lip, Z plasty was
done for elongation of the philtrum for one of
them. Among the seven cases with notched vermil-
ion following previous cleft lip surgery, four cases
with minimal notching were treated by horizontal
incision in the vermilion at the center of the notch.
Then thisincision was closed vertically. The other
three cases were treated by advancement flap
similar to Millard advancement flap. In the ten
patients having irregularities in the white line,
seven of them were treated by diamond shape
excision of the protruding vermilion then careful
approximation of the vermilion cutaneous junction
preserving the continuity of the white line. The
remaining three patients were treated by Z-plasty
to reorient the tissues. Thus restoring the continuity
of the white line.

Management of the nasal deformity:

Open rhinoplasty approach was applied to all
cases.

Primary procedures for tip rhinoplasty:

The cartilaginous framework was freed from
the mucosa and the skin. The lower lateral cartilage
was found to be deformed in all patients. In all
patients the lower lateral cartilage was freed and
the lateral crus was exposed (Fig. 2).

Septoplasty is usualy performed first to correct
functional problems and obtain any cartilage that
may be necessary for grafting. The anterior septal
angleiseasily identified, and soft tissue is removed
from between the medial crura down to the pre-
maxilla. This provides excellent exposure of the
caudal septum and allows the columella to be
narrowed.

The upper lateral cartilages are separated from
the septum such that the nasal dorsum and septum
are “ouvert au ciel” (open to the sky).

Then, the nasal tip is managed according to
the intra-operative findings:
« All patients needed tip rhinoplasty by using both
tip sutures as well astip grafts.
* Tip grafts are indicated in all patients due to:

1- A short infratip lobule segment that cannot be
corrected by borrowing from the medial crus.

2- To increase and maintain tip projection.
3- To shape the nasal domes and the columella.
4- To add support to the dorsum.
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5- To add support to the lateral crura.

6- Inability to achieve the desired look in the tip

using non-destructive techniques and the normal
anatomy.

7- To create visible angul arity beneath extremely
thick tip skin.

Fig. (1): Various lip deformities:

(A): Male patient with unpleas-
ant lip scar

(B): Female patient with irreg-  (A)
ular white line

(C): Male patient with unre-
paired cleft lip

(D):Female patient with
notched vermilion.

(©)

Fig. (2): Nasal dissection on
the cartilaginous
framework.

Fig. (3): Different types
of tip grafts:

(A): Costal cartilage.

21

* Three types of tip grafts were used costal cartilage
graft (14 patients), septal cartilage graft (7 pa-
tients) and auricular cartilage graft (4 patients).
(Fig. 3)

» The types of used tip sutures and tip grafts are
demonstrated in (Tables 1,2).

(8)

(D)

(B): Septal cartilage. (C): Auricular cartilage.



