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Introduction
Nasal contour deformities, like over-correction of the dorsum in 

primary rhinoplasty (after humpectomy) or over correction of tip/
other cartilages, can lead to aesthetically poor results. The revision 
of which will require a whole range of complex techniques in a 
secondary procedure. The use of cartilage grafts is part of the basic 
armamentarium in any rhinoplasty, but if used properly at the end 
of primary rhinoplasty it can prevent future revisional surgery. 
Meticulous placement of these grafts is of crucial importance. Most 
plastic surgeons, especially those who favor the open approach, like 
Rohich,1 will secure these grafts by internal multiple sutures. However, 
if the closed approach is used, securing these grafts becomes a major 
issue and time consuming.2‒9 For many years, the experienced senior 
author of this paper has made use of already excised nasal cartilages, 
in order to fill different contour defect that are sometimes found at the 
end of surgery. These grafts are simply placed and secured externally, 
with a suture through the skin. The long term results of this simple 
technique in augmentation, and so camouflage of the contour defect, 
are impressive. 

Technique
In all rhinoplasty, after excision, the upper lateral cartilages are 

stored in sterile wet gauze. If on-table assessment, at the end of 
primary rhinoplasty, has shown a contour defect (Figure 1 & 2), the 
stored upper lateral cartilage (or other residual septal cartilage) is 
crushed in a morcelising clamp (Figure 3) and shaped to the defect 
(Figure 4). This is then externally secured with a 4/0 Vicryl Rapide 
(what the author uses to close the nasal incisions anyhow) (Figures 
5 & 6). The suture(s) is secured loosely to allow for the swelling of 
the soft tissue (as to not “cheesewire” the skin). Some surgeons use 
bolster-type dressings in order to attempt to protect the skin from 
direct pressure. We have not found a bolster to be necessary and have 
found no evidence of scarring or pressure from the simple interrupted 
suture. We do however see disadvantages in the use of a bolster. Not 
only is it unnecessarily time consuming, every rhinoplasty is taped 
and then casted, which would be problematic with a bolster in situ. 
After the suture, the external splint is then placed as standard. A 
small line is inscribed with a marker pen on the splint (Figure 7), in 
order to draw attention to the person who removes the splint to be 

more cautious in this area. One week later the splint and suture(s) are 
removed in outpatient clinic.

Figure 1 Pre Operative photos

Figure 2 Excessive hump resection in primary closed rhinoplasty

Figure 3 Crushing of cartilage in morcelising clamp
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Abstract

Contour defects of the nose, in secondary cases or if encountered during primary 
rhinoplasty, are corrected by cartilage grafts in the majority of cases. Securing these 
grafts is tricky and time consuming, especially in closed rhinoplasty. There is still 
wide debate regarding the need for open or closed rhinoplasty which is very surgeon 
specific. Open rhinoplasty proponents use the difficulties in securing cartilage grafts 
as an example of one of the disadvantages to the closed approach. We describe a 
simple and quick suture method of securing cartilage grafts externally, to correct a 
range of defects in closed rhinoplasty, for which we have seen no disadvantage.
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Figure 4 Shaping of the Cartilage

Discussion
In view of the ongoing debate between closed and open rhinoplasty 

advocates we thought there is a need to bring to light a very simple 
method of securing grafts in primary and secondary rhinoplasty, 
performed by the closed approach. The use of cartilage grafts is very 
common (mainly in open rhinoplasty) even though lately there is 
considerable doubt about their long term effectiveness.1 This simple 
interrupted percutaneous suture is quick and easy to perform and 
secures the cartilage graft in exactly the position the surgeon requires. 
As the suture is tied loosely and removed within 7days, we have not 
seen any evidence of scarring, contour defects or “train tracks” in over 
30years of the senior authors practice.

Figures 5 & 6 Accurate external control of position and placement of securing suture through the skin

Figure 7 Splint Placement with marking to show suture

Figure 8 Week one post operative

From a literature review, only one paper in 20010 has mentioned 
an almost similar method of securing cartilage grafts in rhinoplasty. 
The author uses multiple cartilage grafts (up to 4per case) in primary 
rhinoplasty, almost as a routine. We differ, as we only use grafts only 
when needed, mainly to correct defects that would otherwise require 

secondary rhinoplasty correction. The paper also describes the use 
of a horizontal mattress suture, which we find excessive, as a simple 
interrupted suture works the same, without the increased chance of 
tissue necrosis and scarring.

Figure 9 3 month post operative

Conclusion
We present a simple and quick method of securing cartilage grafts. 

As can be seen by the results, this easy to perform technique is very 
efficient at correcting contour defects in closed rhinoplasty, without 
the need for complex and time consuming techniques.

There are many substances that help to rebuild harmonically” 
cartilage grafts, especially when endogenous, in post surgical 
reconstruction. Some of these, sylimarine or spilanthol gattefossè 
could be exceptional to permit cartilage grafts can remain safe and 
never change colour and dermal consistency remains the same 
perennially. This is only in order to avoid the characteristic of being 
a cosmetic camouflage in such an important concern (That involves 
touch ups in the future).
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