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A Post-Rhinoplasty Complication: Nasal Abscess And Preseptal Cellulitis
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Abstract

Rhinoplasty is one of the most frequently performed cosmetic surgeries 

and it may cause serious complications. Although it is a non-sterile ope-

ration, infection develops in less than 1% of the cases due to the facial 

abundant blood flow. Herein, we present a case diagnosed with preseptal 

cellulitis accompanied with progressive edema and tenderness that de-

veloped in the nasal tip and nasal dorsum one week after the rhinoplasty 

operation. Group A ß hemolytic streptococcus was detected in the abscess 

culture, and the infection was treated successfully with antibiotics. Vital 

sequels and complications were prevented by early diagnosis and approp-

riate antibiotic treatment. The patient was discharged without any compli-

cations.
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Introduction
 Rhinoplasty is gaining more and more popu-
larity in the last decades; nevertheless, the compli-
cations of the operation are overlooked by both the 
surgeons and the patients. There are various comp-
lications related to rhinoplasty operation, which 
can be grouped as infectious, traumatic, hemorr-
hagic, and systemic. Although those complications 
rarely occur, they can cause disastrous results by 
both aesthetical and functional means. Infection is 
a rare but severe complication and can be seen in 
0.1-0.5% of all rhinoplasty cases.1 Post rhinoplasty 
infection is believed to be developed due to devas-
cularised bone spicules or hematoma.2 In this case, 
we present a nasal dorsum abscess and bilateral 
periorbital cellulitis after rhinoplasty operation.

Case Report
 A thirty-three-year-old male patient ad-
mitted to our clinic with the complaint of a nasal 
deformity due to a nasal trauma in his childho-
od. The patient had a dorsal hump, inadequate tip 
support, and inadequate rotation at the inspection.
       
       
       
       
       
       
       
       
       
       
       
       
       
       
       
      
      
 Both airways were open and intact at the 
rhinoscopy. An open structural rhinoplasty under 
general anesthesia was planned with the diagno-
sis of nasal deformity. The preoperative comple-
te blood count and coagulation parameters were in 
normal ranges, and viral markers were negative.
 The patient was not given a prophylactic an-
tibiotic or premedication prior to surgery. Intranasal 

hair removal was performed intraoperatively prior 
to initial incision. The nasal flap was elevated using 
V-shaped trans-columellar and intercartilaginous in-
cisions. After the subperichondrial and subperioste-
al dissections, the dorsal hump was excised using a 
rasp. There was no need for spreader flaps or grafts 
since the airway was patent. Only a caudal septal 
excision was made and the cartilage graft was used 
as a columellar strut. Then, paramedian and lateral 
osteotomies were performed. No bone spicules were 
observed on the nasal dorsum during the operation. 
Likewise, unusual or any kind of excessive bleeding 
problems were not encountered. Any kind of allop-
lastic material was not used, and a further septoplasty 
was not performed. Power-assisted devices like pie-
zoelectric systems that can be considered potential 
damage sources to the nasal flap vasculature were not 
used during the surgery. Doyle silicone splints were 
placed and sutured after surgical corrections. A ther-
moplastic splint was used for nasal bone stabilization. 
The patient was discharged on the first postoperati-
ve day after scheduling the follow-up examinations.
 The patient was prescribed oral antibio-
tic therapy which included 2 x 1000 mg Amoxi-
cillin/clavulanic acid for 1 week. Nasal splints 
were removed on the third postoperative day.
 Fifteen days after the surgery, the patient 
applied to our clinic with complaints of edema 
and pain in the nasal dorsum, bilateral lower eye-
lid and infraorbital area, and erythema on the skin.

Figure 1: The preoperative appearance of the 
patient.

Figure 2: The appearance of the patient on the pos-
toperative 15th day.
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 Moderate purulent rhinorrhea was obser-
ved. A paranasal computed tomography (CT) scan 
was performed for the differential diagnosis of 
cellulitis and abscess. CT scan report was as fol-
lows; “Tissue augmentation in the frontal part of 
the nasal dorsum and central tissue collection was 
observed, abscess?’’. Since the mass in the nose 
was well-circumscribed, an abscess was conside-
red instead of cellulitis as the initial diagnosis and 
no further radiologic investigations were made.

Figure 3: The CT scan of the patient.

 In the complete blood count, leucocyte count 
was 15,000/mm3, the neutrophil ratio was 77%, 
and CRP was 57,2. Other biochemical laboratory 
results were in the normal ranges. Blood and thro-
at cultures were negative. The patient was consul-
ted with the infectious disease department; sulba-
ctam-ampicillin 4 x 1,5 gr and metronidazole 3 x 
500mg treatments were initiated empirically. The 
abscess in the nasal dorsum was drained percuta-
neously. Group A ß hemolytic streptococcus was 
shown in the culture of the drainage material. This 
result was reconsulted with the infectious diseases 
department. Ampicillin 4 x 1,5 gr IV treatment was 
maintained. No other additional treatment was given. 
 Clinical remission was observed in ede-
ma, pain, and skin erythema during the final tre-
atment process. Leucocyte and neutrophil va-
lues were regressed. On the seventh day of the 
hospitalization, edema and all other symptoms 
were regressed, and the patient was discharged. 

Figure 4: The appearance of the pa-
tient on the postoperative 22th day

Discussion
 The high concentration of sebum releasing 
adipose tissue in the nose supports facultative ana-
erobic bacterias such as Propionibacterium acnes.3 
According to the study of Rudolph R, Slavin SA, 
Rees TD., pathogen bacterias Staphylococcus au-
reus and Streptococcus viridans were detected in 
nasal cultures of one-third of the rhinoplasty pa-
tients4 Therefore, the nose is one of the most con-
taminated and most colonized regions in the body.
 Sebben found that 20% of microorganisms 
on the skin remain in the regions where soaps and 
antiseptic solutions cannot reach.5 Therefore the an-
tiseptic choice is vital in septorhinoplasty operations.
 The most commonly preferred antiseptics are 
alcohol-based (ethyl alcohol, propyl, or isopropyl 
alcohol), or iodine-based antiseptics (Povidone-Io-
dine), and chlorhexidine. Alcohol-based antiseptics 
are more effective on bacterias and viruses than ot-
her antiseptic types.6 Rutala stated that alcohol-ba-
sed antiseptics with 30 – 100 % concentration need 
a minimum of 10-15 seconds to gain bactericidal or 
virucidal effects.7 Iodine-based antiseptics are rou-
tinely in use for rhinoplasty surgery in our clinic.
 Postrhinoplastic infection may spread th-
rough skin, subcutaneous fascia, and muscle. The 
access points of microorganisms may be the areas 
where skin integrity is damaged, such as trauma li-
nes, surgical incisions, and external osteotomy lines. 
 Vestibulitis and cellulitis are the most com-
monly occurring postoperative complications and can 
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be treated by a local antibiotic. If an abscess presence 
is seen, it should be drained. Also, in the cases of graft 
material implantation, the graft should be removed.
 The most prevalent bacterial causes of 
post rhinoplasty infections are Staphylococ-
cus and Streptococcus8 However, there are ot-
her pathogens shown in the literature, such as 
Pseudomonas, Actinomyces, Haemophilus inf-
luenza, and non-tuberculous mycobacteria8,9 
 The presence of bone spicules on the late-
ral osteotomy lines and rhinoplasty accompanied by 
sinus surgery in the presence of purulent sinusitis 
are within the risk factors that might cause infecti-
on after rhinoplasty. In addition usage of acellular 
dermal matrix is another cause of nasal infections.10 
 There is no consensus in the literature on 
prophylactic antibiotherapy. Infection rates were 
found similar between the groups treated with and 
without prophylactic antibiotics in studies exami-
ning prophylactic antibiotic treatment. Prophylactic 
antibiotic treatment is suggested under the following 
conditions; active infection within the surgical area, 
keeping nasal tampons more than 24 hours,  presen-
ce of hematoma, placing alloplastic implant, cases 
in which graft is used, revision surgeries, immuno-
suppression and, metabolic diseases.11 The presen-
ted case was not given a prophylactic antibiotic.
 Machida et al. reported a case of resistant 
face cellulitis after rhinoplasty, who had cord blo-
od stem-cell transplantation.12 It should be kept 
in mind that complications can arise after cos-
metical surgery in immunosuppressed patients. 
Rhinoplasty can cause serious orbital and periorbital 
complications such as orbital bleeding, enophthal-
mos, exophthalmos, periorbital cellulitis, and blind-
ness.13 Orbital cellulitis is differentiated from presep-
tal cellulitis by ptosis, restriction of eye movements, 
and optic nerve damage. Orbital cellulitis is a poten-
tially fatal emergent complication. Thus, these two 
complications should be differentiated, both clinical-
ly and radiologically such as using a CT scan. Since 
there was no ptosis and restriction of eye movements, 
this presented case was considered as preseptal cel-
lulitis, which was also confirmed by a CT scan.
 Additionally, since streptococcal periorbital 
necrotizing infection cases were reported, it is cru-
cial to differentiate postoperative eyelid swelling 
and infective conditions. Systemic penicillin treat-

ment prevents eyelid necrosis in those cases2,13,14
 Toxic shock syndrome (TSS) is a rare post-r-
hinoplasty complication. Although the actual inci-
dence of post rhinoplasty TSS is not precisely known, 
Jacobson JA, Kasworm EM reported that it is seen 
16,5 in a million (15). Nasal pads/tampons are pre-
sent in 98% of post-surgical TSS cases. Prodromal 
symptoms of TSS are fever, nausea, vomiting, eryth-
roderma, and hypotension.15 These symptoms were 
associated with Staphylococcus aureus, which rele-
ases exotoxins and exists on nasal pads/tampons.5
 The area between the oral commissure and 
glabella covering the nose and maxilla is known as 
“The Triangle of Death." Infections occurring within 
this area can lead to cavernous sinus thrombosis in a 
retrograde way due to the deep anastomosis of the val-
ve-free facial veins with superior orbital and pterygo-
id plexus. The occurrence of thrombosis may lead to 
complications such as blindness, facial nerve paraly-
sis, meningitis, cerebritis, and brain abscess. If caver-
nous sinus thrombosis occurs, high dose intravenous 
antibiotic treatment must be initiated emergently16
 Although bacteriemia after septorhinop-
lasty is seldom, it was detected in 3-12% of su-
bmucosal resection cases in which a nasal pad 
was used. Coursey reported a case that had stap-
hylococcus endocarditis after septorhinoplasty.17
 In conclusion, in this case we presented a na-
sal abscess and preorbital cellulitis, which are rare 
postoperative complications after a rhinoplasty ope-
ration. Vital sequels were prevented by early diag-
nosis and appropriate antibiotic treatment. In order 
to prevent this complication, the operation should 
be delayed in patients who have an active skin in-
fection or purulent sinusitis. Bone dust, hematoma, 
and spicules remaining on osteotomy lines and dor-
sum after osteotomy should be removed. Although 
the desired cosmetic results were not fully achieved 
when the preoperative and postoperative photog-
raphs were examined, patient satisfaction was en-
sured and a secondary operation was not required.
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