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The conventional designation of septal pathology isa
deviated septum, and the common treatment of choice is
submucous resection of the septum. These limited generic
terms leave the surgery open to frequent failure and ren-
der the education of this topic suboptimal. During 1224
septal surgeries, we have observed six different categories
of septal deviation requiring different surgical treatments.
A study was conducted to investigate the frequency of
different classes of septal deviation and to develop guide-
lines for a more successful surgical correction of each
category.

Ninety-three consecutive patients who underwent sep-
toplasty were carefully evaluated for the type of septal
deformity, age, gender, history of trauma, and previous
septal surgery- The surgical technique was reviewed for
cach category of the septal deformity.

Of the 93 patients, 71 were women and 22 were men.
Ages ranged from 13 to 76, with an average age of 31.5.
Most patients exhibited 2 “septal glt” deformity (40 per-
cent; 37 of 93) ora C-shape anteroposteﬁor deviation (32
percent; 30 of 93). The other deformities were C-shape
ccphalocaudal (4 percent, 4 of 93), S-shape anteroposte-
rior (9 perceng 8 of 93), S-shape cephalocaudal (1 per-
cent; 1 of 93), or localized deviations or large spurs (14
perceny 13 of 93).

Fach of the six categories of septal deviation requires
specific management. If 2 single procedure is selected for
all of the septal deformities, disappointing results may
ensue. (Plast. Reconstr. Surg. 104: 2202, 1999.)

Searching for the reasons for the common
failures and disappointments following the cor-
rection of the deviated septum and nose, keen
observations were made during 1224 septoplas-
ties. It was concluded that septal deviation and
septoplasty arc generic terms that do not suffi-
ciently define the pathology, correction of
which may providc consistent successful surgi-
cal outcomes. There arc a variety of septal
deviations that require specific management Lo

n of Septonasal

Guide to Septal

achieve predictable results. The purpose of this
study was to examine the types of septal devia-
tion, the frequency by which they occur, and to
introduce 2 problem—oriented classification of
septal deviation along with guidelines for cor-

rection of these deformities.

PATIENTS AND METHODS

Consecutive patients undergoing primary
septoplasty were included in this study to iden-
tify the frequency of each septal deviation cat-
egory. The type of deviation, age, gender, and
history of trauma werce recorded. The method
of surgical exposure of the septum was docu-
mented, as were the surgical techniques used
to correct the different deformities.

RESULTS

There were 93 patients, 99 male and 71 fe-
male. Ages ranged from 13 to 76, with an av-
erage of 31.5. Six classes of septal deviation
were identified that were corrected through
three types of surgical exposures. Table I sum-
marizes the types of deformities. The septal tilt
(Fig. 1, above, left) was described as a septum
that had no curve, yet it was tilted to one side of
the nose anteriorly and to the opposite side
posteriorly in relation to the sagittal plane as
the maxillary crest remained straight. This type
of deformity occurred in 37 patients (40 per-
cent), with three patients exhibiting a right tlt
internally (3 percent) and 34 demonstrating a
left tilt (37 percent).

The second most common deformity was a
G-shaped anteroposterior deviation (Fig. 1,
above, right), which was observed in 30 patients
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(32 percent). The difference between this and
the previous category was that the septum had

%”é;; B a curvature rather than being tilted. The exter-
fz)g El nal evidence of this deformity was similar to 2
%E; i T R T o septal tilt. Furthermore, the maxillary crest and
£y nasal spine were also deviated. This deformity
35 could also be seen on patients with a totally

straight external nose. Type three was 2 &
shaped cephaiocaudai deformity (Fig. 1, centén,
left), which was observed in four patients (4

ercent). The curve in the septum was similar
to the previous category, except it was in the
anteroposterior direction.

The fourth and fifth categories consisted of
S-shape septal deviations. This deformity was
either anteroposterior (Fig. 1, center, right),
which was observed in eight patients (9 per-
cent), O cephalocaudal (Fig. 1, below, left) the
least common deformity observed, which was
found in one€ patient (1 percent). In the S
category, the septum had two curvatures next
to each other in opposing directions. Localized
deviations (Fig. 1, below, right) or SpUrs were
observed in 13 patients (14 percent). Invari-
ably, the inferior turbinate adjacent to the
curved side of the septum Wwas found to be
abnormally large.
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Surgical Management

+ vertical unilateral
Simple stent X % weeks

TABLE 1
Type of Deformity
Anterior open

C-Shape

The surgical correction of the septal tlt en-
compassed the removal of the posterocaudal

ortion of the cartilaginous septum, complete
separation of the septal cartilage from the max-
illary crest, along with partial mobilization of
the cartilaginous septum from the perpendic-
ular plate (Fig- 1, above, left). The enlarged
inferior turbinate ipsilateral to the external de-
viation may have to be reduced. The quadran-

le cartilage was commonly found to have dis-
lodged to one€ side of the maxillary crest
necessitating removal of the overlapping por-
tion and repositioning and fixation of the re-
maining septum using a “figure g” suture (Fig.

+

Anteroposterior 32%
(30 of 93)

+ horizontal unilateral
Simple stent X 3 weeks

C-Shape
Anterior open

(37 of 93)

4+
Doyle

Anterior, Killian, or
transfixion

Septal Tilt 40%

The C-shaped anteroposterior deviation was
corrected through posterocaudal resection of
the septum leaving an L-shape frame, partial
mobilization of the junction of the quadrangle
cartilage with the perpendicuiar plate, osteot
omy of the remaining portion of the maxillary
crest and nasal spine, and cephalocaudal scor-
ing of the concave side of the remaining septal
cartilage (Fig. 1, above, Tight). A Doyle stent Or
bilateral extramucosai “simple stents” (both

ne

f the nasal
hten

osition of caudal
septum on nasal spi
Osteotomy ©
spine
osteotomy—straig
the septum
Stent or splint

Scoring the concave side
Nasal

Spreader graft

Approach
Rep!
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Fc. 1. (Above, left) Artistic illustration of the class 1 septal deviation, 2 septal dlt, and its
pmposcd correction with resection ofposterior cartilaginous and bony septum, separmion of the
post.croc.audal septum from the vomer plate, and ipartial mobilization of the junction of the

plate with the quadrzmgle cartilage. (Aboves right) Depiction of the class 1L, C-shape
zmLm‘(_)posteri(u' deformity and correction of itwith resection of the p()sterocaudal septum leaving
an L-shape frame, osteotomy of the nasal spine and residual vomer plate, partial disjunction of
the quadmnglc cartilage from the perpendicular plate, and ccpha\()cauda\ scoring of the car-
tilage. The cartilage memory will then be guided with bilateral cxtramucosa\ stents. (Centers left)
Class 111 scptal deviation, C-shape cepha\ocaudal. This deformity 18 correctcd by resection of the
p()su'r()(‘.audal septum, antcmpostcrior scoring of the concave side, complctc freeing of the
junction of the cartilaginous septum and maxillary crest, as well as partial release of the cephalic
portion of the quadmngulm‘ cartilage from the pcq)(:ndiculm' plate and nasal spin¢ osteotomy-
then be gu'\dcd with cxtrzunu(‘osn\ stents poslcrior\y and a sprcudcr

The cartlage memory will
grn['t ;uncri()rly. (Cender, right) Class 1V scpml deviation, S—shz\ped z\ntcx'()poslcl'i()l‘, which 18

p(’rpcnd'\cular
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Fic. 2. Ilustraton
dislodged to on€
overlapping portion of the cartilage is resected.

properly using a “figure g suture (right)-

of the septal tilt where

from Xomed, jacksonville, Fla.) is then ap-
plied.

The Cshaped cephalocaudal deviation was
corrected by resection of the posterocaudal
septal frame, anteroposterior scoring of the
concave side, complete freeing of the junction
of the cartilaginous septum and maxillary
crest, as well as partial release of the cephalic
portion of the quadrangle cartilage from the
perpendicular plate and osteotomy of the nasal
spine (Fig. 1, center, left). This type of deviation
was also corrected by addition of 2 spreader
graft at least on the concave side anteriorly or
bilaterally along with a temporary extramuco-
sal stent (Fig. 3)-

The S-shaped anteroposterior deviation was

corrected with removal of the posterior por-

don of the cartilage, bilateral cephalocaudal
scoring of the cartilage on the concave areas,
and osteotomy and repositioning of the maxil-
lary crest (Fig. 1, center right). The external
reflection of this deviation, which was usually 2
nasal tilt to oné side without 2 cephalocaudal
curve, was automatically eliminated by correc-
tion of the Intern: 1 deformity- Spreader grafts
were placed when necessary. The anterior sep-
fum was rarely found to be at the midline.

- e e— T o

corrected by removal of the poste
Cconcave arcas,

by positioning extramucosal stents

the caudal porto
side of the maxillary crest (left)- To corre

and ostecotomy and repositioning of the nasal spine and vomer bone. The cartilage
and spreader grafts anteriorly, if necessary. (Below, left) Class V septal deviation,
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& of the cartilaginous septum is
ct the problem accurately, the
The septal cartilage is then repositioned and fixed

FiG. 3. Application of bilateral extramucosal stents.

The Sshaped cephalocaudal deviation was
corrected by removal of the posterocaudal por-
tion of the septum, bilateral anteroposterior
scoring of the concave portion of the cartilage
on both sides of the septum, total release of the
septum from the maxillary crest, and partial
release from the perpendicular plate (Fig. 1,
below, left) . The anterior portion of the septum
was then supported with bilateral spreader
grafts. This was further stabilized with a simple
(extramucosal) stent.

R e
rior portion of the cartilage and bone, bilateral cephnlocaudal scoring of the cartilage on the

directed
S-shaped

memory will then be

rcplmlomu(l;i\, which is corrected by removal of the cephaloeaudal portion of the septal frame, bilateral anteroposterior scoring

of the concave porti(m of the cartilage, release of the

plate. The anterior port

by the use of bilateral extramucosal stents posteriorly. (Below, right) Class VI deformity,
1 portion of the cartilage and bone

with the removal of the deviatec

septum from the
ion of the septum s then supported with bilateral spreader grafts,

and par\ia\ release from the perpcndicular
and the cartilage memory is guided
the localized deviation, which is corrected

maxillary crest,

and application of Doyle or simple stents.




PLASTIC AND RE()ONSTRU(JTIVE SURGERY, December 1999

Fic. 6. Anopen anterior approach affords the best eXpo”

sure to correct the deviated anterior septum.

was reduced enough to allow for reposition'mg
of the septum-

Whenever there was an anterior deviation of
the septum or & significant hump was removed,
a spreader graft was applied on one side O
bilaterally and fixed in position with at least
three sutures going through the cartilages 11
the cephalic, mid, and caudal portions of the
spreader graft (Fig. 4)- This climinated the
curvature 10 the anterior septurm. When the

FiG. 4. Whenever there is an anterior deviation of the caudal septum was found to be shifted to one
septum or @ significant hump 18 removed, 2 spreader graft 18 si_de following the placement of & spreader

applied on one side OF bilaterally (above) and fixed in position ¢ th ! 1 4 g h
with three sutures going through the cartilages 0 the ce- gra t, T upper ateral carti age (?ppOSlte e

phalic, mid, and caudal portions of the spreader graft (beLow). deViated side was USCd to I‘CpOSithIl the s€p-
tum. TO accomplish this objective, 2 suture was
first passed through the upper lateral cartilage

Finally, the Jocalized deviation was corrected using 2 50 nylon and then through septal-
with removal of the deviated portion and ap- spreader graft composite further caudally (Fig.
plication of a Doyle stent (Fig. 1, below, Tight)- 5, left). As the suture was ted (Fig. 5 right), it
Whenever the turbinate was found enlarged, 1t ‘repositioned the caudal septum-

Fie. 5. 1fthe caudal septum remains deviated to on¢ side caudally, the above lateral cartilage

()pp()sit(r the deviated side is sewn differentially to the spreader graft—scpl.a\ composite 10 pull it

to the midline.
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FiG. 7. Apat

nose using the techniques describ

Flc. 8. A patient with an S-shaped ante
ton described (right).

was obtained through an open
riorly whenever there was devi-
Hor nose and septurm. Al-
correction could be achieved

entwith a C-shaped anterocaudal deviation (
ed here (righ).

roposterior deviation (left
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left) and following straightening of

) and following the correc-

through a transfixion incision, it was seldom
used because of the limitation of the exposure.
A left-sided Lrshaped incision was only used for
the localized deviation. As illustrated (Fig. 6),
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Fic. 9. A patient with septal tilt

the anterior open approach provides an excel-
lent exposure, whereby the deviated septum
can be repositioned, and spreader grafts can
be applied more readily. The simple stents
were used when the septum was scored, and
these were kept in position for % weeks,
whereas Doyle stents were retained in position
for 8 days.

DISCUSSION

Correction of 2 deviated nose is one of the
most challenging aspects of rhinoplasty. This
deformity has humbled even the most experi-
enced surgeons. The glut of publications ger-
mane to this topic introducing different tech-
niques is puissant testimony for the complexity
of this problem.““-‘

Frequent failure to achieve complete elimi-
nation of external nasal and septal deviation
prompted 4 more in-depth study of factors con-
tributing to these discouraging outcomes. This
inability to achieve consistent and total correc
tion of the septal deformities was not only ob-
served in the author’s pract.icc, they were also
noted in the cases seen for consultations for a
secondary rhinoplasty, even when the primary
procedure was pcrf()rmcd by a reputable and
(*xp(:ri(‘ncod surgeon. This trend was also seen

PLASTIC AND RE(’I(_)NSTRU()’I‘IVE SURGERY, December 1999

(left) and follov«iing corre

S

ction of the deformity (right).

in cases prcsented during the national meet-
ings and in publications.

The approach may seem somewhat radical.
On careful appraisal, however, it becomes clear

that the approach is Jogical, as in every step the

maneuver 1is merely being used to correct a
specific problem that otherwise would remain

‘unresolved. In reality, it is the conservatism

that often has plagued the surgeon in the past,

necessitating repeated surgeries with longer ac-

cumulated recovery period, more time lost
from work, and greater economic conse-
uences for the patients.

The methods described here are problem-

oriented. The pathology is defined first, the

exposure that will yield the highest potentiai

for elimination of the entire septal deviation 1$

chosen, and finally the surgical technique that
will correct all aspects of the extant deformity
and offer the highest chance of success is se-
lected (Figs. 7 through 9). This approach is in
contrastto a cookie-cutter type submucous sep-
tal resection. The latter does not truly address
the curvatures, anterior deviations, and caudal
displaccmems.

Scoring alone 18 unpredictable as there are
no guidelines as to how much scoring will re-
sult in straightening of a given septum. How-
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ever, when the scoring 18 combined with place-
ment of a spreader graft anteriorly and
bilateral extramucosal stents posteriorly, the
cartilaginous memory is properly influenced to
achieve more predictable outcomes.

Reduction of the inferior or middle turbi-
nates is a crucial step for successful straighten-
ing of the septum- Contrary to some beliefs,
leaving the turbinates intact to react to the
change of septal position is absolutely errone-
ous. The fact is that if the turbinate is not
reduced, there is not sufficient space to repo-
sition the septum, and the excess bulk of tur-
binate will push the septum away from the
midline.

When the bony pathology is considered,
combining the osteotomy and repositioning of-
ten provides the necessary straightening. How-
ever, unilateral depression of the nasal bone
can be corrected with either an osteotommy or
an onlay cartilage graft.

In conclusion, 2 single septoplasty proce-
dure will not sufficiently correct all of the pa-
thology. There arc six different types of septal
deviations, and each one requires 2 specific
correction to achieve satisfying outcomes. This

2209

problem—oricntcd classification will aid in un-
derstanding the pathology and the maneuvers
pecessary to correct it.
Bahman Guyuron, M.D.
29017 Cedar Road
Lyndhurst, Ohio 44124

bguyuron @aol.com
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