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ABSTRACT

Background: “Bulbous nose” is a term patients often use
to describe a “ball” on the end of their nose. This ball can be
caused by the abnormal anatomy of alar cartilage or by the
overlying soft-tissue coverage [1].

Tip work is addressed by many surgeons to be the most
sensitive aspect of rhinoplasty. This is because the nasal tip
is the most complex area of the nose and its proper management
requires three-dimensional consideration and thorough under-
standing. Thus, surgery for the nasal tip is the most challenging
part of rhinoplasty, requiring ingenuity and flexibility on the
part of the surgeon.

In severe bulbous noses, the problem is complex as it
may not only include a large nasal tip, but also wide bony
base and large flat dorsum. This large nasal tip can be caused
by the abnormal anatomy at the nasal tip area which may
include the skin, subcutaneous tissue, nasal superficial mus-
culoaponeurotic system, ligaments, lower lateral cartilages
(alar cartilages), and alar rims.

Goal: The universal goal of nasal tip surgery is to create
a stable, symmetric, and aesthetically projected and rotated
nasal tip that is triangular at base view and harmonious with
the rest of the nose. In cases with severe bulbous shape, the
nasal tip surgery will not conform to simplified rules. It will
not be the rhinoplasty of a single technique as a sophisticated
approach and an ability to use multiple techniques are keys
for satisfactory results. Definition of the normal nasal beauty
elements in noses with thick skin envelope yields on perfect
strong underlying mixed skeletal support. Completing the
nasal job in noses with thick skin is very critical to achieve
a harmonious good-functioning nose.

Results: The author addressed a surgical technique for
building up a totally new tip in patients with big skinny
noses. The algorithm doses not only refine the nasal tip, but
also balance the whole nose in a way maintaining the func-
tional as well as the aesthetic aspects of each individual
bulbous nose. The algorithm focuses on definition of the
aesthetic nasal tip elements in noses with thick skin envelope
through building a perfect strong underlying skeletal support.
The algorithm considers completing the nasal job in such
noses very critical to achieve a harmonious good-functioning
nose.
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INTRODUCTION

The tip of the nose is the second most common
area of concern for those considering rhinoplasty.
It may be the only area of concern for some, and
it may be addressed independently, without other
procedures commonly associated with rhinoplasty
surgery [1].

Tip work is addressed by many surgeons to be
the most sensitive aspect of rhinoplasty. This is
because the nasal tip is the most complex area of
the nose and its proper management requires three-
dimensional consideration and thorough under-
standing [2]. Thus, surgery for the nasal tip is the
most challenging part of rhinoplasty, requiring
ingenuity and flexibility on the part of the surgeon.
Every surgeon should master several techniques
of approach to and connection of anatomic varia-
tions of the nasal tip [3].

The “bulbous” nose is the term used by most
rhinoplasty surgeons to describe a large nasal tip
[4]. Also, it is a term patients often use to describe
a “ball” on the end of their nose. Others use the
term “bulbous nose” to describe not only large
nasal tip, but also wide bony base and large flat
dorsum [5]. This large nasal tip or that ball can be
caused by the abnormal anatomy at the nasal tip
area which may include the skin, subcutaneous
tissue, nasal superficial musculoaponeurotic system,
ligaments, lower lateral cartilages (alar cartilages),
and alar rims [6].

The universal goal of nasal tip surgery is to
create a stable, symmetric, and aesthetically pro-
jected and rotated nasal tip that is triangular at
base view and harmonious with the rest of the nose
[7]. In cases with severe bulbous shape, the nasal
tip surgery will not conform to simplified rules. It
will not be the rhinoplasty of a single technique



as a sophisticated approach and an ability to use
multiple techniques are keys for satisfactory results
[8]. Selection of appropriate techniques relies on
a detailed preoperative assessment [9].

Care must be taken while operating such bul-
bous thick skin noses, as changing only the tip can
change the whole balance of the nose [10]. So, the
Rhinoplasty surgeon should never to offer a “short
cut” or easy way to do a rhinoplasty in such complex
noses, as it is inherently a complicated procedure
that varies from individual to individual depending
upon their nasal anatomy [11]. Definition of the
normal nasal beauty elements in noses with thick
skin envelope yields on perfect strong underlying
mixed skeletal support [12]. Completing the nasal
job in noses with thick skin is very critical to
achieve a harmonious good-functioning nose [13].

Pathology of bulbous nose:
An understanding of the complexities of bulbous

tip dynamics and a careful consideration of the
patient’s nose overall anatomy and specific surgical
goals will lead to the appropriate choice of tip-
modifying techniques [14]. The effective surgeon
will carry a fluid arsenal of tools into each tip
rhinoplasty to use as each case requires [15].

Multiple anatomic causes for bulbous nasal tip
exist. A weak cartilaginous structure and thickened
nasal tip skin create a bulbous nasal tip with poor
definition in most patients [16]. This is common in
patients of African or Asian descent and can be
very difficult to correct [17]. At times, a combination
of thick skin and strong cartilage may contribute
to bulbous nasal tip. Nasal skin varies as to volume
and ability to contract; therefore, the shape, direc-
tion, or divergence of the individual crura cannot
undergo unlimited modifications. Conversely, thin,
relatively weak medial crural cartilages might not
support tip grafts,  and rather than increase projec-
tion, simply “melt” into the face as the medial
crura buckle [18].

A bulbous nasal tip appearance may also result
when lower lateral cartilages have strong bi-domal
configurations. Excessive divergence of length of
the middle crura can also contribute to a bulbous
or boxy tip appearance [19].

Preoperative assessment:
Planning is the key to successful tip rhinoplasty.

The surgeon should undertake a careful and me-
thodical preoperative anatomic analysis. Each nose
should be carefully evaluated. The surgeon should
examine the bulbous tip, both visually and manu-
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ally, to gain a detailed knowledge of the skin-soft
tissue envelope and the underlying lower lateral
cartilages. An intranasal examination is also a
requisite part of any complete preoperative assess-
ment [20].

Examination of other elements of the nose is
of utmost importance since rhinoplasty is a com-
plete-to-do job to obtain an aesthetically pleasant
balanced nose and a good functioning one as well.
Analyzing the relationship of the tip to the vault
preoperatively is very critical, because it can create
optical illusions [21]. The relationship of the tip to
the rest of the nose can make a tip appear wider
than it is physically, and therefore, a bulbous nose
is relative. For example, a low, flat dorsum makes
the tip appear larger. Similarly, excessive narrowing
of the nasal base by alar wedges makes the tip
appear wider again [22].

Very often in the bulbous wide nose, the nasal
bridge bones are also wide. When doing the lateral
osteotomies, one must be careful to not disrupt the
structural support of the nose so that one’s breathing
may be worsened. Because of this concern, im-
provement of a wide bony bridge may need to be
done by building it up on top rather than narrowing
at its base. This creates the illusion of a more
narrow bridge. Such dorsal augmentation is usually
done with cartilage grafts [23].

A list of problems should be outlined in order
of priority following a thorough examination. The
steps of surgery are carefully planned. The surgical
plan may be modified during the procedure, but
an organized approach is critical [24]. In severe
cases of bulbous tip deformity, the surgeon has to
do the greatest deformity first, whether it is tip or
the dorsum; regardless, a “souffle” effect occurs.
Thus, if the tip is done first, its skin cover will
have more edema than if done last [25].

Complete nasal job in a bulbous wide nose with
rhinoplasty will always improve how wide it ap-
pears. The outcome is a question of how much the
nose (and specifically the tip) looks narrowed and
is it enough to make the patient happy [26]. As
many wide noses have thick skin, patients needs
to know that they will have more swelling which
will last longer. This requires that patients have
realistic expectations and good patience (two to
four months) before the full shape of the nose from
the rhinoplasty can start to be seen [27].

Careful photographic documentation is obtained
preoperatively. A consistent format is used with
identical lighting, background, and environment.
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Use of digital photography systems facilitates
consistent photodocumentation [28].

Each anatomic configuration has different so-
lutions. “Cookie cutter” rhinoplasties do not exist.
Instead, the experienced surgeon chooses from a
variety of techniques, depending on the patient’s
individual anatomic characteristics [29].

There are several surgical possibilities for a
given problem. Making the diagnosis of the under-
lying abnormal anatomy is the most important step;
then the most appropriate operation can be selected.
Struts, sutures, resection, dome division, and/or
dorsal augmentation are all viable options for the
management of the bulbous nose [30].

PATIENTS AND METHODS

Surgical technique:

The author used an surgical technique for build-
ing-up a totally new tip in the patients with bulbous
tip deformity. This technique applied to selected
42 patients with severe bulbous tip and thick skin
noses from the period of March 2008 till August
2013. This technique is constructed to guide the
Rhinoplasty Surgeon making a new cartilaginous
skeleton that gives impressions over the thinned-
out thick skin envelope in such thick-skinned noses
that need a strong reinforced structural support
much like setting up a tent with a heavy thick
envelope.

The length, strength, shape, and direction of
the lower lateral cartilages were assessed to deter-
mine the combination of techniques that would be
necessary to achieve the desired amount of tip
projection and refinement. A stronger framework
is needed to combat the healing contractile forces
and the thick skin characteristics.

The author always starts with the greatest de-
formity first regardless if it was the tip or not and
regardless the swelling may appear. The author
uses the open approach in building-up the new tip
in the patients with bulbous tip that required more
detailed work than tip refinement. A transcolumellar
v-shaped incision was made and connected with
bilateral intracartilaginous incisions.

The author’s surgical technique:

The nasal soft tissues were carefully separated
from the lower lateral and upper lateral cartilages,
dividing the suspensory ligament of the tip. The
lower lateral cartilages were widely released from
the upper lateral cartilages, from the septum at the

anterior septal angle, and from each other. Now,
cancel the old tip defining points by cutting 3-
4mm off the domes and cephalic excess of the
lower lateral cartilage if hypertrophied; obliterate
the inter-domal space, narrow the domal angles,
and reduce the supra-tip fullness by excising a
fibro-fatty tissue if present Figs. (1,2).

The author determined the source of the grafts
he used to create the new skeleton for the new
nasal tip. In most cases, the author used the septum
as a source of choice. The auricle was rarely se-
lected as it is a poor source for needed cartilage
grafts. The costal cartilage often used as a rich
donor site. The porous polyethylene sheaths of
BOREX® used when the patient preferred synthetic
source of support grafts.

The surgeon shaped out custom-made grafts he
needed for every individual tip definition and
support. He carved the raw sheet to a tip graft;
long, medium, or small, cab Graft, columellar Strut,
lateral crural struts, spreader grafts, dorsal graft,
and caudal septal graft.

First, after lowering the tripod: 3-4mm of the
domes excised, the surgeon inserted a columellar
strut to add strong support and maintain good tip
projection. The surgeon also applied 2 lateral crural
struts. Suture control included: Trans-medial crural
sururing the columellar strut. Trans-new domal,
Inter-new domal, and Inter-crural sutures added
for more stronger support. Now, a strong tri pillar
structure formed and ready for the new tip elements
to settle on Figs. (3,4).

The surgeon fulfilled the 6 tip characters: Vol-
ume, Width, Definition, Projection, Rotation, and
Position. He fulfilled the tip volume by a proper
tip graft, the width by size of the tip graft, and
definition by proper size, shape, and resilience of
the tip graft. Projection was fulfilled after good
columellar strut application. Rotation, and position
fulfilled using caudal septal graft together in har-
mony with proper suturing the new tip elements.
Proper position then spontaneously fulfilled as a
final result for fulfillment the previous 5 elements
Fig. (5).

Thick skin refinement is achieved by either
conservative shaving of the dermal layer from inside
using the surgical blade number 22 or deep skin
dermabrasion from the outside. Dermabrasion if
done, addressed at the end of the operation and after
complete suturing the open rhinoplasty incision.

The surgeon handled building-up the new tip
here as a part of a complete nasal job. Carful



considerations should be taken to determine what
every individual nose needed in addition to a new
tip. Whenever the tip was of greatest concern, the
author did the rest of Rhinoplasty steps after Build-
ing the new tip. In most severe bulbous noses,
bilateral lateral osteotomies with dorsal augmen-
tation were done. Some cases needed caudal septal
graft, others were in need of basal alar resection.
Spreader grafts applied routinely whenever the
surgeon closed an open roof following mixed hump
resection and rasping.

Postoperative details:

The postoperative swelling in patients with
thick skin and especially with an open approach
will last from months to years. Thus, oedema of
the nasal tip will camouflage the underlying struc-
tured new tip. The surgeon informed all the patients
that the final results may not be visible for 1-2
years. The surgeon injected dilute steroid subder-
mally at the tip region in patients with excessive
swelling to accelerate resolution.
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RESULTS

After a follow-up period of 12-18 months, all
the patients showed increase of nasal tip definition.
In addition, the desired triangular basal view has
been obtained with a good tip support. The severly
bulbous nasal tip became sharp once the edema
disappeared, resulting in the desired nasal tip
projection. Also, the nasolabial angle was markedly
increased, and patients were therefore satisfied
with the shape of their nose from both front and
basal views. No instances of complications was
found with the use of porous polyethylene synthetic
grafts, such as infection, hematoma, necrosis of
the skin, or perforation displacement. Moreover,
open rhinoplasty scars from the incisions were
invisible.

Complications:
Persistent supra-tip edema in 5 cases needed

more deeper corticosteroids injections. Dorsal
irregularities in 3 cases treated by diced cartilage
emulsion injection.

Fig. (3) Fig. (4) Fig. (5)

Fig. (2)Fig. (1)
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Fig. (9): Case (1): Basal view of Fig. (7): The desired triangular
appearance of the nasal base achieved.

Fig. (11): Case (2): Post operative anterior view: Nasal dorsum
was augmented with double-layered 1mm thickness 3-2mm wide
Medpore sheet implant after bilateral basal and bilateral parame-
dian osteotomies. Two 1mm thickness Medpore spreader grafts
applied.

Fig. (7): Case (1): Post operative anterior view: Bilateral
lateral basal and bilateral paramedian osteotomies done for bony
pyramid erection in addition to double layered septal cartilage
on-lay graft for the flat nasal dorsum. Two spreader grafts applied
as well.

Fig. (6): Case (1): Preoperative anterior view.

Fig. (8): Case (1): Preoperative basal view.

Fig. (10): Case (2): Preoperative anterior view.



Fig. (12): Case (2): Preoperative basal view. Fig. (13): Case (2): Postoperative basal view: The triangular shape
obtained.

Fig. (14): Case (3): Preoperative anterior view. Fig. (15): Case (3): Post operative anterior view: The author used
his algorithm to build a new tip, Triangular excision of the caudal
septum for shortening of the long nose, tip rotation sutures, Bony
pyramid work done the same as the previous 2 cases with wide base
and flat vault. Spreader grafts routinely applied. The grafts source
here was the rib cartilage.

Fig. (16): Case (3): Preoperative basal view. Fig. (17): Case (3): Postoperative basal view: The desired triangular
basal view always obtained as a result.
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DISCUSSION

While Rhinoplasty remains the most challenging
cosmetic surgery procedure, Tip Rhinoplasty is
considered the (Still Water That Runs Deep). Suc-
cessful rhinoplasty operation may change the whole
life of a person especially those suffering from very
big bulbous and thick noses. Many Rhinoplasty

surgeons reject such cases in a smooth way inform-
ing the patient that she/he will get a very minimal
or no percentage of improvement doing the surgery.
While the incremental non-destructive techniques
of columellar struts and tip sutures have been proved
to achieve a desired refinement in most rhinoplasty
patients, they are still not sufficient to make tip
definition in bulbous noses with thick skin.
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Conclusion:
The author’s surgical technique approaching

such a problem relies on the concept of building
up a new stronger tip skeleton supported with
strong pillars that shares in a new natural harmon-
ically pleasant delicate appearance of a nose doing
a complete nose job. The stronger new nasal tip
skeleton will remain visible through the thinned-
out envelope, the skin, giving the desired impres-
sions, beauty points, lines, curves, and the balance
between lights and shades at this central face area.
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