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Abstract
Rib cartilage is the most reliable material for structural support and dorsal augmentation in Asian rhinoplasty with
its robust strength and bountiful amount. Its value is incomparable especially in complex, cartilage-depleted revision
surgery or major reconstruction. There are many articles regarding harvesting and carving of rib cartilage in rhinoplasty,
however, only few has focused on preoperative and postoperative issues. Preoperatively, evaluating cartilage
availability, assessing quality and quantity of cartilage, and choosing the cartilage to harvest are necessary. Although
easily overlooked, proper postoperative management of rib cartilage rhinoplasty patients is key to prevent infection
and heighten patient satisfaction. Here in, I would like to introduce how I evaluate rib cartilage rhinoplasty patients
preoperatively and manage them postoperatively to maximize the surgical results.
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INTRODUCTION
Cartilage grafts are widely used in nasal surgery. Although septal and auricular cartilage are easy to harvest,
they often lack the amount necessary for many situations like revision rhinoplasty, severe deformity or
trauma. As such, a surgeon is often compelled to use other sources[1,2]. Rib cartilage is the most reliable
material for structural support and augmentation with its robust strength and bountiful amount. It can
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provide all of the necessary grafts from a single donor site with fewer complications[1]. However, many
novice surgeons in rhinoplasty who are not familiar with chest anatomy, have difficulty in initiating the
use of rib cartilage. The essential guidelines for use of rib cartilage in rhinoplasty are safe harvesting, and
effective and appropriate carving of the rib cartilage. There are also several important factors to consider
in a preoperative consultation for rib cartilage rhinoplasty. These considerations include an assessment of
cartilage availability, and the choice of cartilage for harvesting. In addition, postoperative management is
also important for optimal results. Herein, we introduce preoperative evaluation for assessment of proper rib
cartilage and postoperative care.

PREOPERATIVE EVALUATIONS
Decision to use a rib: consideration factors

When the decision is made that rib cartilage is required, the first step is to check its availability. According
to previous studies, sex and age are best related to the quality of rib cartilage[1-5]. In general, younger patients
have more flexible and softer cartilage than older persons[1-5]. Contrary to our expectations, however,
surgeons often encounter severely calcified rib cartilage, especially in young females. Sunwoo et al.[6] reported
that 22.5% of teenage female patients showed calcification, and as early as 14 years old in some, which
can suggest that the onset of rib cartilage calcification is earlier in women than in men[6,7]. Calcification
makes it difficult not only to perform the graft manipulation, but also makes it more difficult to predict
outcome because of its irregular absorption[7]. In addition, the risk of donor site morbidity may increase
if the rib cartilage is severely calcified[6]. Therefore, preoperative assessment of the calcification degree by
obtaining a series of radiographs of the rib or by pricking the rib cartilage with a fine needle are necessary
regardless of a patient’s sex or age [Figure 1]. Computed tomographic (CT) scans of chest are best used to
specify calcification pattern with overall features of rib in many previous studies[5-8]. However, CT is more
expansive and the radiation exposure is higher than simple X-ray. In my practice, simple rib X-ray provides
enough information regarding the degree of calcification and size and shape of cartilage, thus, enables me
to judge its availability in rhinoplasty safely with relatively low cost. Luckily, not all calcified cartilages are
contraindication for harvest. Grades of cartilage calcification can be classified by the percentage of calcified
lesion, and more than 25% can be regarded as meaningful calcification[6]. A mild degree (< 25%), marginal
type calcification (calcification along the periphery of rib cartilage) is often acceptable, but a central/granular
type with moderate calcification (> 25%) is not suitable in most cases[6].
In selection of an appropriate amount of rib cartilage, costal cartilage is harvested from the sixth through
eighth ribs according to its shape and purposes[1,6,8]. Right side cartilages are commonly preferred than
the left to avoid injury to the pericardium and confusion of postoperative chest pain from angina[1-9].
Interestingly, however, a study revealed that the greatest amount of costal cartilage from the sixth, seventh,
and eighth rib was identified on the left side than right on CT scan data[10]. Therefore, rib cartilage harvesting
from the left side can be a viable option in those patients who have had previous rib surgery, radiotherapy, or
trauma with destruction of costal cartilage on the right side[10].
The sixth rib is usually at an ideal depth and the width is wide. But the straight piece is shorter than the
seventh rib and has slight genu. Furthermore, if the patient has a history of breast implant, care should be
taken not to injure implant material since the sixth rib is typically directly located under an implant[1,6,8].
Seventh rib cartilage has been known as the safest anatomically. It is situated over the abdominal cavity
and thus can lessen the chance of pneumothorax since the parietal pleura of the lung runs down to reach
the lower edge of the sixth rib at the xyphoid-chondral junction to the upper edge of the ninth rib cartilage
laterally. The internal thoracic artery and vein also descend medial to the ribs from the seventh rib and
therefore vascular injury is rare[8]. Its contour is also suitable for any rhinoplasty grafts because of an
appropriate length and width. Thus, the seventh rib from the right side appears to be most advisable for
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Figure 1. Appropriate number of rib cartilages are assessed on a simple rib series X-ray. Shape, curvature, width and calcification can be
reviewed. Dotted lines show curvature, shape, and width of rib cartilages. Yellow arrow shows linear marginal calcification on the 6th rib
while granular type on the 7th

rhinoplasty in general[10]. The eighth rib has a significant connection with the adjacent rib and the width
is narrow, which is inadequate for a dorsal graft[1,6,8,11]. Also, some senior physicians prefer the eleventh
and twelfth free-floating ribs as graft material because they are naturally straight, require less carving and
undergo less warping. Moreover, they are thin and easily accessible[12].
Diced cartilage in temporalis fascia is an alternative choice when using rib cartilage if the length of the
rib cartilage is insufficient as a one block dorsal graft or if the patient has very thin skin. In a case with a
spotty calcified rib, it would be also better to dice for major dorsal augmentation to prevent unpredictable
absorption[13].

OPERATIVE PREPARATION
Identify selected rib cartilage from surface anatomy: stepwise approach

After selecting an ideal rib from a rib series or CT scan, the next step is to find an exact rib from the chest
surface with manual palpation. Fortunately, prior studies from cadaver and CT scans show that sex, age
and ethnic background had little effect on determining costal cartilage anatomy[1,11]. For this process, the
clavicle and xyphoid process are first marked on the skin in a supine position, and then the number of ribs
is counted serially along the lateral rib cage [Figure 2]. The first palpable rib cartilage just below the clavicle
is usually the second rib. In patients with a breast implant or that are obese, it is more helpful to count the
ribs at the medial side rather than lateral. In a very difficult patient, the eighth rib can be found from the
transverse plane passing through spinous process of the T12 vertebra in a lateral position[11].
Over the chosen rib cartilage, the osseocartilagenous junction can be localized by pricking the rib using a
26-27 gauge needle considering its contour[1,2,6]. Harvesting rib cartilage from the osseocartilaginous junction
can provide a maximal straight piece and volume with limited incision[11]. While pricking, great caution
should be taken not to poke the pleura or lung parenchyma, resulting in a closed tension pneumothorax.
For novices, it is recommendable to grab the superior and inferior margin of the selected rib with the other
index and middle fingers to assure a midline [Figure 3]. After marking the osseocartilagenous junction, a
horizontal skin incision is started from the marking and moving medially along the skin crease [Figure 4].
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Figure 2. Rib cartilages are identified on supine position. The clavicle and xyphoid process is a key landmark and the first rib below the
clavicle is the second rib

Figure 3. While needle pricking, keeping a midline is crucial to avoid tension pneumothorax. Grabbing selected ribs with two fingers from
the other hand are helpful to guide the right direction

POSTOPERATIVE CARE
After wound closure, routine postoperative chest X-ray can be recommended until the surgeon is familiar
with the procedure[1]. The chest wound is compressed lightly with a bandage and kept for 3 days to prevent
hematoma. Drain is unnecessary in most cases. Pain is the most common complaint after costal cartilage
harvest, regardless of purpose or extent. Many authors reported that donor site pain usually peaked in
the first week and diminished slowly over 3 months[13-19]. In the past, local application of a long-lasting
anesthetic substance close to the intercostal nerve was used to reduce extensive postoperative pain[15,16].
Anantanarayanan et al.[16] reported that the use of catheter-based ropivacaine provided an earlier return
to normal function with significant long duration, hence, decreasing the need for rescue analgesics.
Recently, however, other studies have proven that severe pain can be minimized with modification of rib
harvest techniques. For example, after superior and inferior perichondrium elevation, special precaution is
taken not to injure the inferior line neurovascular bundle. Rib harvesting can also be limited to the outer
lamellar while preserving the internal costal arch. By preserving the inner lamellar of the rib, postoperative
morbidities, including pain, splinting and pneumothorax, can be reduced[17]. Recently, a muscle sparing

Yi. Plast Aesthet Res 2019;6:7 I http://dx.doi.org/10.20517/2347-9264.2018.77

Page 5 of 7

Figure 4. About a 2 cm transverse incision is made along the skin crease. The incision line (red dotted line) starts from the
osseocartilaginous junction (blue dotted line) to obtain a maximal length in the piece of harvested cartilage

technique has been increasingly applied to reduce donor site discomfort[19,20]. Instead of transection, a
blunt dissection of the external oblique muscle can significantly reduce pain during rest and movement.
Thus, some authors recommend routine use of a muscle-sparing technique in autologous costal cartilage
harvesting[20]. With these procedures, regular pain pills are sufficient to control postoperative chest pain.
The author usually prescribes routine antibiotics and oral pain pills for a week after surgery with this muscle
sparing technique. The pain tends to be peaked in 3-4 days and diminishes slowly over a week. Long lasting
chest pain is a rare entity after rib cartilage harvest, however, long-lasting pain even months after surgery
is possible especially when multiple rib cartilages were harvested. Even with a little pain after harvest of rib
cartilage, restriction of activity is not recommended and rather light daily activities like walking, sitting are
recommended from the day after surgery. However, more heavy activities like running, weight training, or
playing with instruments are recommended to resume in 3 weeks.
Scar management is also an important part of postoperative care. To minimize unwanted skin abrasion,
unidirectional skin retraction is helpful during harvest to prevent skin margin abrasion. The wound is closed
in 4 layers; muscle, fascia, subcutaneous tissue and skin. Multilayered sutures are helpful to reduce vertical
tension from stretch of upper body. Antibiotic ointment is put to incision scar once a daily for a week. A
patient with a history of keloids or hypertrophic scar, triamcinolone can be injected at the costal cartilage
harvest site as a preventative measure[1]. Wound stitch-out is performed in a week and then silicone scar
sheets can be applied for two months to reduce visible scars. The author experienced elevated scar flattening
after triamcinolone injection twice at two weeks interval at the donor site scar and the results were often
acceptable in most patients. Yang et al.[21] compared a VAS cosmetic score of costal cartilage harvest site scar
from a retroauricular skin incision scar and reported that there was no significant difference at 6 months
post operation.
Infection prevention needs special attention when heavy amount of rib cartilage was used in multiply revised
patients. They tend to have poor blood supply, often the skin is stretched more, and the septum is also
explored which all contribute to raise the infection chance. In this case, I give them IV antibiotics for a few
more days after surgery and pay special attention to the intranasal hygiene to prevent retrograde infection
from the nasal cavity. Everyday dressing of the nasal cavity and the wound with betadine solution and
antibiotic ointment for a week is recommended. I teach patients to soak the nasal cavity often with betadine
gauze for a week at home. After casting and stitch at one week postoperatively, I see them once again after
a week to check any sign of infection and tell them to pay special attention to any sign of swelling, redness,
and pain of the nose till follow-up time.
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CONCLUSION
To get optimal result in using rib cartilage, thorough preoperative evaluation and proper postoperative
care should be achieved. The author introduced how to seek and select appropriate rib cartilage from chest
surface and radiographic images. Pain control, scar management, and infection prevention are three major
consideration factors in postoperative care and can be managed well with advanced techniques.
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