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KEY POINTS

� Structural preservation rhinoplasty (SPR) incorporates the benefits of preservation and structural
rhinoplasty and has several variations.

� Dorsal preservation can be effectively coupled with structural lower-third and nasal tip
modifications.

� A preservation lens should be used when applying structural methods.

� A nasal dorsal convexity can be converted to a preservation candidate using structural techniques
(eg, osteoplasty or grafting).

� Modified dorsal preservation techniques use partial preservation of either the midvault or nasal
bone-upper lateral cartilage junction and incorporate structural methods.
This philosophy has become known as structural

INTRODUCTION

Preservation rhinoplasty (PR), in contrast to struc-
ture rhinoplasty (SR), aims to preserve rather than
violate key endogenous attributes of the nose
including cartilage, soft tissue, and ligaments.1

Dorsal preservation (DPR) specifically refers to
the en bloc lowering of the dorsum with conserva-
tion of the nasal keystone, with or without modifi-
cation of the bony cap.2 Several studies have
shown good patient satisfaction with dorsal pres-
ervation methods, as well as low rates of revision
surgery, residual or recurrent hump, postoperative
nasal deviation, and postoperative infection.3–6 In
light of this, there has been a resurgence in the
implementation of preservation techniques in rhi-
noplasty. However, there are scenarios in which
structural rhinoplasty may be better indicated for
treatment of the dorsum and/or nasal tip.

In some DPR cases, modulation of certain as-
pects of the nose with structural techniques may
better achieve desirable contours and outcomes.
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and similar technologies.
preservation rhinoplasty (SPR), in which structural
methods and dorsal preservation are used in the
same patient.2,7 In previous descriptions of this
approach, the nasal dorsum and midvault are
managed via preservation techniques, while the
lower third of the nose/nasal tip is treated with pri-
marily structural techniques.7–11 The fusion of
techniques allows for greater versatility and
gives surgeons familiar with structural techniques
the ability to incorporate certain preservation prin-
ciples, primarily DPR, into practice. This article re-
views the philosophy, indications, and techniques
associated with SPR.
GENERAL CONCEPTS IN STRUCTURAL
PRESERVATION RHINOPLASTY

Although structural rhinoplasty is the more ubiqui-
tous rhinoplasty approach at this time, the use of
preservation techniques is becoming more perva-
sive.12 Despite its equally long history, few
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Abbreviations

DOHM dorsal osseocartilaginous horizontal
mattress

DPR dorsal preservation rhinoplasty
DSG dorsal septal gap
LD let-down
MSSM modified subdorsal strip method
PD push-down
PR preservation rhinoplasty
SMAS sub-superficial musculoaponeurotic

system
SPR structural preservation rhinoplasty
SR structure rhinoplasty
ULC upper lateral cartilage
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rhinoplasty surgeons actively incorporate dorsal
preservation into their practices.12 In recent years,
with an increase in education and exposure sur-
rounding preservation, there has been a growing
appreciation for this methodology and its associ-
ated benefits. The fusion of preservation and
structural rhinoplasty reflects an important tech-
nical advancement in nasal surgery, as it acknowl-
edges the benefits of each approach and allows
for increased versatility.
Fundamentally, preservation surgery endorses 3

major concepts. As aforementioned, DPR mini-
mizes violation of the keystone and the attach-
ments of the upper lateral cartilages (ULCs) to
surrounding structures. As such, the bony and
cartilaginous vaults are treated as 1 unit, and there
is no need for midvault reconstruction. Secondly,
sub-perichondrial dissection is favored; soft tissue
and nasal ligaments are preserved where possible
and resutured if violated. Finally, the alar cartilage
is minimally disturbed, with preferences for suture
techniques over excisional methods. In its purest
form then, a preservation approach to rhinoplasty
favors a closed approach. Although benefits of
closed rhinoplasty can be theorized, there are sig-
nificant benefits of open work. Moreso, many sur-
geons have elected to avoid or abandon
preservation techniques, primarily because of
poor results, less predictability, and complications
(largely hump recurrence).12 The fusion of struc-
tural and preservation may alleviate some of these
concerns.
Although more recent descriptions of this hybrid

approach have emphasized preservation tech-
niques for the dorsum (DPR) with lower third struc-
tural techniques, the integration of structure and
preservation is more common when considering
contemporary rhinoplasty. The authors here sug-
gest several general categories to describe this
integration. Each of these components may be
exercised independently at the discretion of the
rhinoplasty surgeon.
1. DPR coupled with structural approaches to the
lower third and the nasal tip

2. Approaching structural lower-third manipula-
tions with a preservation lens, such that there
is limited resection of lower lateral cartilages
with an emphasis on suture techniques

3. In open nasal approaches, minimizing the de-
gree of soft tissue disruption at the middle vault
and dorsum when possible in structural and
preservation cases

4. Converting a nasal dorsum to a preservation
candidate through the use of structural tech-
niques, including osteoplasty, excision, or
grafting (eg, radix, spreaders)

5. Modified DPR techniques in which components
of the nasal dorsum are treated with structural
methodology or the ULCs are separated from
the midline.
DORSAL PRESERVATION WITH STRUCTURAL
APPROACHES TO THE LOWER THIRD

In patients with pleasing dorsal aesthetics on fron-
tal view, the use of preservation techniques has
been shown to yield positive patient-reported out-
comes.1,13,14 Importantly, it should be noted that
preservation techniques, based on current data,
have not been shown to be superior to structural
dorsal techniques.13,15,16 These positive out-
comes are likely a product of good patient selec-
tion and technical execution, and highlight the
need to understand the indications for preserva-
tion candidates. In addition, patient-reported
outcome measures can miss granular details that
may be better appreciated by rhinoplasty sur-
geons. In the authors’ experience, preservation
methods for the dorsum yield an early favorable
aesthetic and more predictable positive longer-
term results. As such, there has been an emphasis
on performing DPR when appropriate. However,
preservation, particularly as it pertains to the
dorsum, is not always feasible. An understanding
of what scenarios will impart the greatest success
using this ideology will prevent poor outcomes.
Preservation techniques are ideally performed in

the setting of primary rhinoplasty.11,17 In revision
cases, there has been violation of the keystone,
and there may be substantial structural defi-
ciencies that are not amenable to preservation
techniques. Patients with more kyphotic promi-
nences, longer nasal bones (and analogously a
shorter cartilaginous component to the dorsal
hump), deep nasofrontal angles, wide or irregular
nasal bones, and flared midvaults are less ideal
candidates for DPR surgery, although these are
not necessary absolute exclusion criteria.1 If the
dorsum is not deemed to be of ideal shape or if
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the patient is unsatisfied with it on frontal view pre-
operatively, preservation surgery is less appro-
priate. As will be discussed later, there are
methods to convert some of this anatomy to a
state more favorable for preservation.

In SPR, the nose is widely decorticated in a
supra-perichondrial subfascial plane. This transi-
tions to a subperiosteal plane at the level of the
nasal bones and affords wide exposure of the
nasal tip, midvault, and bony pyramid. The requi-
sites for dorsal lowering in an SPR approach
include septal resection (cartilage � bone) and
separation of the osseous nasal pyramid from
the surrounding bone. The latter may come in the
form a push-down (PD) maneuver (lateral and
root osteotomies with displacement of the bony
vault into the nasal cavity medial to the maxilla)
or a let-down (LD) maneuver (additional wedge re-
sections at the nasal bones with the bony vault
resting on the maxilla).17–22 The former has several
variations categorized by location of septal exci-
sion (immediate subdorsal, subdorsal/intermedi-
ate, or low).1,11,18–20,23–38 These techniques have
been previously described and are not outlined in
detail here. With subdorsal methods, cartilage
that remains immediately below the dorsum can
be more easily anchored to more inferior cartilage.
In techniques where the caudal strut of cartilage is
not violated (eg, in the modified subdorsal strip
method [MSSM] or tetris method), the caudal
septum can be utilized for tip stabilization.11,28

The MSSM method has been favored by the au-
thors, although other methods have been shown
to have equally good results. In this method, a 5
Fig. 1. Diagrammatic and operative representations of ca
tural preservation cases. These grafts can provide addition
be projected and rotated to an ideal position. In deviated
ated side to improve tip position and symmetry.
to 7 mm subdorsal strut is preserved, as is a 1 to
1.5 cm caudal strut. The caudal septum can either
be trimmed secondarily or left in its original loca-
tion to allow for attachment of the tripod complex.

Manipulation of the dorsum via preservation
methods is done before manipulation of the nasal
tip. The nasal septum is also secured before final-
izing changes to the lower third of the nose. Sub-
sequently, additional maneuvers can be done to
the caudal septum to either strengthen the caudal
septal complex or extend it. In Cottle or SPAR
techniques of managing the septum, the entire
anterior septum can be repositioned to a newly
desired position.39 However, repositioning and
stabilizing the septum to the maxillary crest may
be deemed a challenge. Nonetheless, this method
can be powerful for anterior septal deformities.
Grafts can be sutured to caudal portions of carti-
lage with most septal techniques. In the MSSM
and tetris methods, grafts can be obtained from
cartilage inferiorly, because this area has not
been violated. In these methods, the preservation
of a stable caudal septal segment also allows for
the attachment of septal extension grafting
(Fig. 1). This is sutured anterior to the fusion site
of ULC to the dorsal septum (W point). This graft-
ing may impart additional stability to the septum,
but also provides a more projected or rotated/
counter-rotated position to anchor the nasal
tripod.40 Notably, DPR techniques can place sub-
stantial downward force and torque on the caudal
septum, causing unwanted deviation, and this
should be carefully inspected. In some scenarios,
the tripod can be sutured to the remaining caudal
udal septal extension grafts that can be used in struc-
al stability to the septum and allow for the nasal tip to
noses, these grafts can be placed opposite of the devi-
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septum without extension, as it sits in a more su-
perior position relative to the dorsum that has
been lowered cephalically.
In the deviated nose, a asymmetric wedge

resection of bone in an LD procedure with greater
Fig. 2. In the deviated nose, an asymmetric wedge resecti
side) can allow for the correction of the nasal deformity. T
procedure with the MSSM method. The nasal tip was trea
The patient is shown 12 months after surgery.
bone removed on the nondeviated side can help
correct a straight deviation.36,41,42 Alternatively,
the bone may only be resected on the side of the
deviation, with a PD performed on the nondeviated
side (Fig. 2). These differential bony changes are
on of bone (or a LD on 1 side and PD on the deviated
he patient shown underwent an asymmetric let down
ted with articulated rim grafts and cranial tip sutures.



Combining Preservation and Structural Rhinoplasty 233
stabilized by suturing the subdorsal septum to the
lower septum on the nondeviated side.30 Although
this will correct dorsal deviations, the nasal tip will
need to be addressed via structural methods, a
benefit afforded by SPR. A septal extension graft
sutured to the preoperatively nondeviated side al-
lows for stabilization of the nasal tip in a more
midline orientation (Fig. 3).

In cases with severe anterior septal deviations,
the use of preservation techniques is less favor-
able. As aforementioned, the Cottle technique
may be valuable in this setting. If necessary, an
anterior septal reconstruction with resection of
native caudal septum is possible with dorsal pres-
ervation.43 Use of the dorsal osseocartilaginous
horizontal mattress (DOHM) suture is advanta-
geous in this situation. Importantly, patients with
dorsal humps and an associated high septal devi-
ation may be best managed with preservation
techniques.11 This is particularly true when the
high septum deviates to the same side as the devi-
ated nasal vault, a so-called unfavorable dorsal
septal gap (DSG). This is because with traditional
structural techniques, medialization of nasal
bone on the deviated side after osteotomies will
be hindered by the high septal deviation.11,44
Fig. 3. Patient is shown before and 12 months after struc
an LD procedure with MSSM (sutured to the right side). A s
with mini-lateral crural struts, cranial tip sutures, and an
nasal tip. The bony cap was contoured with a piezo.
Finally, structural modification of the nasal tip
can be performed in any capacity with traditional
structural techniques. Although this topic is too
exhaustive for review here, it should be noted
that any traditional technique can be used for
restructuring the ala cartilages. In cases of
severely distorted lower lateral cartilages, partial
resection and use of lateral crural strut grafting
can be performed. This method also allows for
repositioning of the ala. The use of miniature-
lateral crural strut grafts can reduce the convexity
of the ala and is an effective tip-plasty technique
(3–4).45 These methods require elevation of the
vestibular lining from the undersurface of the
crura. Lateral crural overlay requires an incision
of the lower lateral crura but can effectively depro-
ject and rotate the tip. The overlap and preserva-
tion of, rather than resection of cartilage,
minimizes weakness to the ala. The nasal tip can
be suspended to the caudal septum or extension
grafting with a tongue in groove or inter-domal/
ala sutures (eg, alar spanning suture, figure of 8 su-
ture through domes). Figs. 2–5 show examples of
patients who have undergone structural preserva-
tion with preservation techniques used for the
dorsum and structural techniques for the nasal tip.
tural preservation rhinoplasty. The patient underwent
eptal extension graft, very modest cephalic trim, along
alar spanning suture were used to better define the



Fig. 4. Patient is shown before and 5 months after structural preservation rhinoplasty. The patient underwent a
let-down procedure with MSSM. A very modest cephalic trim, along with mini-lateral crural struts, cranial tip su-
tures, and an alar spanning suture were used to better define the nasal tip.

Fig. 5. Patient is shown before and 7 months after structural preservation rhinoplasty. The patient underwent an
LD procedure with MSSM. Cephalic turn in flaps, cranial tip sutures, and an alar spanning suture were used to
better define the nasal tip. Alar base reductions were also done.

Sharma et al234
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TIP-PLASTY WITH A PRESERVATION LENS

Although DPR has been popularized over the last
5 years, the concepts of tip preservation have been
applied more generally over a longer period of
time. This results from years of rhinoplasty experi-
ence inwhich destructive tip techniques ormethods
to aggressively reduce ala cartilage size resulted in
long-term nasal functional and aesthetic abnormal-
ities such as pinched tips, alar retraction, and over-
rotation of the nasal tip. The resective ideology in
rhinoplasty has given way to strategies that revolve
around cartilage modification and preservation of
underlying anatomy when possible. This has been
done in the setting of open structural cases in which
the dorsummaybe preferentially treatedwith resec-
tion and reconstruction rather than preservation. In
some ways then, the progression to adding DPR to
structural methods is simply a continuation of pres-
ervation methods that have been already applied
to the structural techniques of the tip. In otherwords,
lateral crural conservation is equally a part of struc-
tural surgery as it is part of preservation work.

With regards to contouring the lateral crura,
common structural techniques with a preservation
emphasis include limited cephalic resection, su-
ture modification for dome creation, lateral crural
overlay, cephalic turn-in flaps, and hinge flaps of
the lower lateral cartilage that preserve the scroll
ligament.32,46–51 When lateral cartilage is excised,
it should include precise measurements that aim at
preserving as much endogenous cartilage as
possible (minimum of 8 mm of remaining lateral
crural width). Cephalic turn-in flaps use cartilage
that may have been resected to decrease tip
bulbosity (see Fig. 5). Although this method may
also add support to the lateral ala, the pliability of
the cartilage can result in inferior ability to modify
the intrinsic lateral crural shape relative to lateral
crural strut grafting. However, added suture tech-
niques such as lateral crural tensioning or lateral
crural steal can further help contour the lateral
crura while preserving tissue.52–54 Lateral crural
tensioning with rim grafts has been shown to
have similar efficacy to lateral crural strut grafts.55
PRESERVATION OF THE SOFT TISSUE
ENVELOPE

In the open structural preservation approach, DPR
can be performed with wide exposure of the nasal
bones. This is different from structural techniques
in which the nasal bones are not cleared of perios-
teum other than in the paramedian location to pre-
serve soft tissue attachments and prevent flail
segments after osteotomies. The en bloc manage-
ment of the dorsum will result in less irregular
displacement of the nasal bones despite any
release of soft tissue attachments in preservation
cases. However, there is a risk of a straight axis
deviation if this whole segment inadvertently twists
or is displaced to 1 side preferentially.

Preservation ideology emphasizes limited soft tis-
sue elevation when possible, with nasal dissection
occurring in a sub-perichondrial–sub-periosteal
plane to minimize disruption to ligamentous and
muscular attachments. Dissection in a sub-
superficial musculoaponeurotic system (SMAS)
plane theoretically increases risk of swelling and
scar remodeling. Although elevation in the subperi-
chondrial planemay impart theoretic benefits, at pre-
sent, there are no comparative data to suggest its
superiority.32,46,56Moreover, theremaybe limitations
to this approach. In patients with weaker cartilage,
the perichondrial layermay add strength to the nasal
tissue, and if using preservation suture techniques,
the integrity of the cartilage is imperative in effecting
change to the cartilage suprastructure. In addition,
weaker cartilage may not accommodate sutures.

Nonetheless, limited soft tissue dissection and
its theoretic benefits can be applied in a graded
approach to open structural surgery, thus reflect-
ing a fusion between preservation and structural
techniques.57 If the dorsum is to be treated with
solely preservation techniques, there is not a the
need for complete release of dorsal soft tissue at-
tachments. Windows for osteotomies can also be
made without disrupting some of the midline or
paramedian soft tissue attachments. In addition
to minimizing risk of edema, maintaining these at-
tachments can help better stabilize changes in the
bone similar to that seen in structural cases. This
may be the most helpful at the level of the radix,
where there can be an inadvertent drop in nasal
height.
USING STRUCTURAL METHODS TO ALLOW
FOR DORSAL PRESERVATION

As aforementioned, the use of DPR techniques
has benefits for dorsal aesthetic lines and midvault
integrity. However, not all patients are candidates
for DPR in with their preoperative native anatomy.
In some patients, structural modifications can be
made to permit preservation methodology – again,
reflecting the merger of these 2 techniques.

On profile view, nasal bones may be S- or
V-shaped (Fig. 6).58 V-shaped nasal bones have
a straight contour between the radix and the rhin-
ion (apex of the hump at the rhinion) and are
deemed better for preservation methods.
S-shaped nasal bones have a more kyphotic con-
tour, with the most prominent point located ce-
phalic to the rhinion. As such, S-shaped bones



Fig. 6. Nasal bones may be V- (left) or
S-shaped (right). V-shaped nasal bones
have a straight contour between the
radix and the rhinion. S-shaped nasal
bones have a more kyphotic contour,
with the most prominent point
located cephalic to the rhinion.
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have a higher likelihood of an osseous residual
hump with preservation methods. Patients with
V-shaped nasal bones had been shown to have
improved postoperative SCHNOS scores and
shorter operative times compared with S-shaped
nasal bones.14 Structural osteoplasty methods
to the bony cap can be used to convert some
of the unfavorable convexity of S-shaped bones
to the more favorable V configuration.59–62

Although the authors prefer the use of piezo instru-
ments, surface modifications can be performed
with rasps, burrs, or other contouring devices.63

These methods are also helpful at addressing
bony irregularities observed in the frontal view.
Importantly, however, there is a limit to surface
modifications. If aggressive manipulation is done
to the bones and there are resulting open roof de-
formities, preservation methods are no longer
possible. The authors therefore favor a stepwise
approach in which attempts are made at convert-
ing dorsal irregularities to preservation candidates,
with the flexibility to convert to a full structural
approach if needed. Additionally, structural
methods can be used after preservation work
has been completed to the dorsum. For example,
after deprojection, if there is an appearance of a
residual hump, structural refinement maneuvers
may have to be considered. This again includes
osteoplasty. In addition, drops at the radix may
be treated with grafting to camouflage irregular-
ities, highlighting the fusion of structural and pres-
ervation options.
Dorsal irregularities can also include unilateral

concavities or asymmetries in the middle vault.
As described earlier, deviations in the nose can
be treated with asymmetric maneuvers to the
osseous vault. However, midvault asymmetries
may not entirely be corrected with this approach.
The placement of submucosal spreader grafts
can be placed to correct a unilateral abnormality
in this setting.7 If submucosal tunnels are used,
bilateral mucoperichondrial flaps are elevated off
of the septum, leaving mucosa attached to the up-
per dorsal septum as it meets the ULCs.
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Alternatively, it is possible to separate the most
caudal attachments of the ULC to each other
and the septum (paraseptal cleft) and place a
spreader graft if necessary (Fig. 7).7,11 In this sce-
nario, the osseocartilaginous connection between
the nasal bones and the septum is still preserved.
A similar method may be used for narrow cartilag-
inous vaults, where bilateral spreader grafts may
be implemented. Although autospreader flaps
made from the fold-in of the ULCs would be
consistent with preservation principles, this is
more difficult to do without more extensive release
of the ULCs from the septum.

In the authors’ experience, sometimes the
lowering of the dorsum can result in prominence
of the anterior edge of the ULC into the airway.
In this scenario, at the W point, edges of the ULC
may have to be resuspended more superiorly,
excised, or tensioned with a partial auto spreader
flap. Excision within the nose is less favored.
Prominent ULC horns can disrupt the dorsal
aesthetic lines. Preservation techniques can result
in flaring and widening of the midvault also. That
ballerina maneuver, consisting of disarticulation
of the lateral keystone (nasal bone and ULC junc-
tion) can help with this. Horizontal mattress suture
techniques to tighten the ULCs against the septum
or conservative contouring of any cartilaginous
prominences can also be performed.
MODIFIED PARTIAL DORSAL PRESERVATION
TECHNIQUES INCORPORATING STRUCTURAL
METHODS

Maintaining the osseocartilaginous junction and
the ULC fusion with the septum at the midvault
conceptually defines preservation rhinoplasty.
However, modified preservation techniques have
been described that only partially preserve these
sites and simultaneously implement some degree
of structural methodology. These hybrid tech-
niques (several of which are referred to as surface
techniques to differentiate from foundational tech-
niques that require impaction osteotomies) reflect
the final category of a fusion between preservation
and structural techniques. Some of these tech-
niques are reviewed here.

In the spare roof technique, the cartilaginous
midvault (ULC attachment to the septum) is pre-
served, but the bony vault is treated indepen-
dently.64 Because the nasal bones are separated
from the ULC, this departs from classic preserva-
tion descriptions. Structural techniques, including
ostectomy of the caudal aspect of nasal bones,
is performed, followed by a combination of medial
and lateral osteotomies used to close an open
roof.

There have been other descriptions of disarticu-
lation of the ULC from the nasal bones, with sub-
sequent preservation of the midvault but the
management of the osseous hump with rasping/
osteotomes.65–67 These methods are ideal for
smaller humps. Similar midvault preservation
techniques have been described but with the addi-
tional preservation of the midline junction between
the bony cap and dorsal cartilage (cartilage push
down with bony cap preservation).68 Disarticula-
tion of the entire septal bony-cartilaginous junction
is performed, and osteotomies are performed
around the bony cap, allowing the entire midline
to move en bloc. Lateral osteotomies are used
medialize the nasal bones. Despite cartilaginous
Fig. 7. In structural preservation
methods, spreader grafts can be
placed after separation of the most
caudal attachments of the upper
lateral cartilage at the para-septal cleft
(sometimes past the W point). The os-
seocartilaginous connection between
the nasal bones and the septum is still
preserved, and most of the upper
lateral cartilage remains attached to
the septum. Both bilateral and unilat-
eral spreaders can be used.
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midvault preservation, the overlap with structural
dorsal rhinoplasty is evident with these types of
techniques.
In the modified dorsal split preservation tech-

nique, the junction between the nasal bones and
dorsal cartilage (dorsal keystone) is preserved;
however, the ULC is separated from septum.8

This separation occurs with the horizontal flared
edges at the ULC-septum interface preserved on
the septal side. The central component, including
the nasal bones and the cartilaginous septum, is
lowered using traditional preservation techniques.
This approach allows for reshaping and control of
the width and symmetry of the cartilaginous vault.
In the dorsal roof technique, the ULCs are simi-

larly separated from the septum; however, the dor-
sal keystone is preserved.69 Medial osteotomies
(at the dorsal aesthetic lines) and a radix osteot-
omy allow for a preservation style lowering of the
bony-cartilaginous dorsum. However, lateral
osteotomies are required to eliminate the space
created by the descent of the midaspect of the
bony vault, reflecting a fusion between structural
and preservation methods.
SUMMARY

The modern ideology of rhinoplasty acknowledges
the value of preserving the nasal architecture when
feasible, while recognizing the importance of struc-
tural techniques for addressing complex defor-
mities. Historically, the choice in dorsal reduction
was binary—either release the upper lateral carti-
lages or not—but today, advancements in dorsal
preservation have expanded the range of options.
Techniques such as modification of the bony cap,
vertical osteotomies, and radix grafting now allow
for preservation of the cartilaginous vault.
Despite past perceptions of structural methods

as destructive, these techniques are unrivaled in
their ability to manage intricate nasal deformities.
They are not incompatible with preservation
methods; in fact, they can be complementary.
Structural rhinoplasty can make a nasal dorsum
more suitable for preservation work, particularly
in complex cases when the lower third or nasal
tip requires more targeted intervention.
For instance, although DPR maintains favorable

features of a patient’s dorsum, structural ap-
proaches may better address nasal tip defi-
ciencies. Even then, the tip can be treated with a
preservation mindset. Similarly, the open
approach can preserve soft tissue in a graded
manner, blending preservation and structural
strategies.
Thus, the dichotomy between dorsal preserva-

tion and structural rhinoplasty is misleading. Both
methods can be effectively fused to achieve
optimal results, especially when structural tech-
niques are employed for grafting and stabilization
of the framework. This combined approach en-
hances the versatility and precision available to
the rhinoplasty surgeon, allowing for the best
possible outcomes for the dorsum, midvault, and
nasal tip.

CLINICS CARE POINTS

� Integrating structural and preservation tech-
niques can allow for more versatility in rhino-
plasty, resulting in positive cosmetic and
functional outcomes.

� Dorsal preservation is favored when appro-
priate and structural techniques can help
convert dorsal convexities to preservation
candidates or finesse outcomes of a preserva-
tion case.

� Although classic preservation attempts to
maintain the osseocartilaginous junction
and the upper lateral cartilage fusion with
the septum at the midvault, modified preser-
vation techniques can be used that disrupt
some of these relationships with good
outcomes.

� Structural approaches to the lower third
should employ preservation concepts when
possible, in which destructive tip techniques
and violation of soft tissue envelopes are
minimized.
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