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Nasal airway obstruction is one of the most common chronic complaints of patients seen in
the day-today practice of the general otolaryngologist. While a variety of potential etiologies,
both structural and nonstructural, must be considered when evaluating these patients, a devi-
ated nasal septum is identified as the root source of unilateral or bilateral nasal obstruction in
many. In the present study, we investigated the causes that underlie various problems in the
revision septoplasty and reviewed treatment procedures. A total of 41 patients who had revision
septoplasty due to nasal obstruction were studied retrospectively. Weakening of septal carti-
lage was observed in most cases during revision septoplasty. Excessive resection and scoring
can cause weakening of septal cartilage and deviation. Various surgical procedures such as
swing door technique, batten graft, caudal septal reconstruction, extracorporeal septoplasty
and spreader graft were performed for the patients. Making a complete and correct diagnosis
of the persistent obstruction is very important. Open approach and bilateral dissection gives ex-
cellent visualization and release external forces. Surgeons should be familiar with septal recon-
struction and reinforcement for revision septoplasty. This will help to ensure a complete under-
standing of septal dynamics and, consequently, appropriate and effective surgical intervention.
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terior S shape), H]&2 = (septal spun 2.2 LE-Ech(Fig. 1).”
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2 FJojA Q= 7ol 7 EapARl Wolth(Fig. 2).
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Fig. 1. Classification of septal devi-
ation (Adopted from Guyuron, et al.
Plast Reconstr Surg 1999;104:2202-
9.”). Septal tilt (A). Superior-inferior
C-shape (B). Anterior-posterior C-
shape (C). Superior-inferior S-shape
(D). Anterior-posterior S shape (E).
Septal spur (F).

Fig. 2. Swing door techniquefor cor-
rectiong of septal tilt or mild to mod-
erate superior-inferior C-shape de-
formities. Septal tilt (A). Schematic
illustration of swing door technique

(B).
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Fig. 3. Batten graft of septal carti-
lagefor correcting of moderate to
severe superior-inferior C-shape de-
formities and reinforcement of weak-
ened septal cartilage. Superior-in-
ferior C-shape deformity (A). Lateral
view of batten graft (B).

Fig. 4. Caudal septal reconstruction-
for correcting of moderate to severe
superior-inferior S-shape deformi-
ties. Superior-inferior S-shape de-
formity (A). Schematic illustration of
causal septal reconstruction (B).
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Fig. 5. Intraoperative photos for correction of caudal septal reconstruction. Exposure of causal septum and harvest of lower half of car-
tilage septum from nasal cavity (A). Harvested septal cartilage (B). Design of L-strut using harvested septal cartilage (C). Carving of
graft for causal septum using harvested septum (D). Reinsertion of causal septum into nasal cavity (E). Fixation of reconstructed causal

septum using 5-0 PDS (F).

Fig. 6. Extracorporeal septoplasty-
for correcting of moderate to severe
anterior-posterior S shape deformi-
ties. Anterior-posterior S shape de-
formity (A). Schematic illustration of
extracorporeal septoplasty (B).
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Fig. 7. Spreader graftfor correcting
of mild to moderate dorsal septal
deformities. (A) Dorsal septal defor-
mity (B) schematic illustration of bi-
lateral spreader graft.

Table 1. Characteristics of revision septoplasty
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Al(batten graft) o83t A=Z2| 37} 14|, A=9] A7lo]
219)|(caudal septal reconstruction®] 159, extracorporeal
septoplasty”} 6)& AHA|sFoITt A=) 73t 9 AHoll=
vl AAI0] 159, 7|5H 7F5AE 59, A4S 7H5AE 9
of, AAZ 4ol A AHE-E]ITH(Table 1).
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Locations of septal Caudal S. Dorsal S.
deviation 21 (51.3%) 6 (14.6%)
Approach External only Endonasal only

31 (75.7%) 3 (7.3%)
Surgical techniques Caudal S. Reinforcement
reconstruction
15 (36.6%) 14 (34.2%)

Materials for septal
reconsfruction &
reinforcement

Septal cartilage Autologous rib.

15 (42.9%) 9 (25.7%)

Caudal & Dorsal S. Bony S. Total

11 (26.8%) 3(7.3%) 41 (100%)
External with Endonasal with
endoscope endoscope

6 (14.6%) 1 (2.4%) 41 (100%)

Extracorporeal Swing door

6 (14.6%) 6 (14.6%) 41 (100%)

Donated rib. Chonchal Bony septum
cartilage
5 (14.3%) 4 (11.4%) 2 (5.7%) 35 (100%)

S.: septum

576



Wt 2 SjupEgo) 4, 50| #FA0] 3, 2
F3o] 130l =3O 2
o P st

12 omld md
ot 10 1o

4 £

HEE RS A4a e ARel] Aol ekstn ghg
Aigto] Faste HHAE S0 4 U Wby 28-S 5
ofshar X @she o] Folg 7] golof gtk H1ZE WEE )
] e ATe] oldut v ABY oept =
| elolglek. wheb HlgY W HIEE W A ulE o
Fo| shekat B4 W A A7bslok Blck. olul T of
2 Agure] welst £ AokE AlFsh wF A gt &
28 golsp Btk HFA BRF AuPE AL A
WPl WFE wgsTt de uiEA AU, wFAe) 7
3, n|37e] A7lo] F2 ALGEIGIh uebd vFE BT E
Arse AL 1IFF Floldol tha 2eHe B4
ofalstaL ul57 Aol o4 s)Hof dhh

REFERENCES

1) Sillers MJ, Cox AJ 3rd, Kulbersh B. Revision septoplasty. Otolaryngol
Clin North Am 2009;42(2):261-78, viii.

Revision Septoplasty I Choi JY

2) Becker SS, Dobratz EJ, Stowell N, Barker D, Park SS. Revision
septoplasty: review of sources of persistent nasal obstruction. Am
J Rhinol 2008;22(4):440-4.

3) Gillman GS, Egloff AM, Rivera-Serrano CM. Revision septoplasty:
a prospective disease-specific outcome study. Laryngoscope 2014;
124(6):1290-5.

4) Guyuron B, Uzzo CD, Scull H. A practical classification of septonasal
deviation and an effective guide to septal surgery. Plast Reconstr
Surg 1999;104(7):2202-9; discussion 2210-2.

5) Wee JH, Lee JE, Cho SW, Jin HR. Septal batten graft to correct
cartilaginous deformities in endonasal septoplasty. Arch Otolaryngol
Head Neck Surg 2012;138(5):457-61.

6) Foda HM. The caudal septum replacement graft. Arch Facial Plast
Surg 2008;10(3):152-7.

7) Surowitz J, Lee MK, Most SP. Anterior septal reconstruction for
treatment of severe caudal septal deviation: clinical severity and
outcomes. Otolaryngol Head Neck Surg 2015;153(1):27-33.

8) Gubisch W. Extracorporeal septoplasty for the markedly deviated
septum. Arch Facial Plast Surg 2005;7(4):218-26.

9) Lee SB, Jang YJ. Treatment outcomes of extracorporeal septoplasty
compared with in situ septal correction in rhinoplasty. JAMA Facial
Plast Surg 2014;16(5):328-34.

10) Wilson MA, Mobley SR. Extracorporeal septoplasty: complications
and new techniques. Arch Facial Plast Surg 2011;13(2):85-90.

11) Ahn BH. A practical and clinical application of the septoplasty.
Korean J Otorhinolaryngol-Head Neck Surg 2015;58(2):79-87.

12) Kim DY, Kim IS, Jin HR. Frequently used grafts in Korean rhinoplasty:
nomenclature and definitions. Korean J Otorhinolaryngol-Head
Neck Surg 2010;53(7):412-8.

13) Getz AE, Hwang PH. Endoscopic septoplasty. Curr Opin Otolaryngol
Head Neck Surg 2008;16(1):26-31.

www.jkorl.org 5TT



