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SURGICAL TRATMENT OF RHINOPHYMA (Abstract): Introduction: Rhinophyma is today 
considered to be a severe form of rosacea and is characterized by an increase in nose volume that 
gives a markedly unsightly appearance and can cause respiratory distress. The purpose of this 
study is to present the outcomes of surgical treatment of rhinophyma using two surgical techniques. 
Material and method: The study is based on a group of 7 patients with medium and severe rhi-
nophyma and disease progression between 3-7 years. In all cases, the excision of the involved 
nasal skin was done with the classic scalpel, followed in 3 cases by coverage with free skin and 
in four cases by directed epithelialization. Results: Long term outcomes were good in all cases 
studied, with full patient satisfaction. Their complication rate was null and at 2 years there were 
no vicious scars, contractions or recurrences. The anatomo-pathological exam has established 
specific features of rhinophyma, the presence of Demodex folliculorum being noted in all cases. 
Conclusions: Both surgical techniques offer good aesthetic and functional outcomes, however, 
rhinophymectomy followed by directed epithelialization, although associated with a longer healing 
period, seems to provide greater satisfaction to patients. Keywords: RHINOPHYMA, DEMO-
DEx FOLLICULORUM, RHINOPHYMECTOMY

INTrODuCTION 

In 1856, Ferdinand von Hebra described the 
third stage of rosacea as rhinophyma, a disease 
described in Greek and Arabic literature from 
ancient times and more commonly found in the 
Caucasian population (1,2). We can say that the 
first to describe the clinical aspect of the patient 
with rhinophyma was Domenico Ghirlandaio, 
in 1490, with his painting entitled „An old man 
and his grandson” (3). Rosacea is a chronic 
inflammatory disease, with slow evolution, af-
fecting about 10% of the population (4). Rhi-
nophyma, the severe form of the disease is 
characterized by increased nose volume associ-
ated with a marked unpleasant appearance that 
occurs due to the sebaceous gland hypertrophy 
at this level. It occurs more frequently in males, 
the male/female ratio being 5/1 to 30/1) (5). 

This pathology is rarely found in the colour 
population (6). Rhinophyma affects people af-
ter the 5th decade of life, with malignant de-
generation being very rare, the first association 
of rhinophyma with basal cell carcinoma being 
described by Rees in 1955 (7). The causes of 
the disease are unknown, with vitamin defi-
ciency, androgen hormones, stress and the pres-
ence of Demodex folliculorum (6) being in-
criminated over time. The hereditary character 
of the disease and the association of rhino-
phyma with chronic etiology (6) have not been 
confirmed. The extension and severity of the 
disease are determinant factors in establishing 
surgical treatment, which primarily aims at im-
proving the appearance of the nose and correct-
ing the possibly associated respiratory disor-
ders. Numerous surgical techniques have been 
described over time (1). However, it can not be 
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said that the gold standard of surgical treatment 
has so far been established. The purpose of this 
study is to present the outcomes of surgical 
treatment of rhinophyma using two techniques.

MATerIAL AND MeThOD

A group of seven patients aged 55 to 75 
years, all of whom were male, only two of 
whom reported chronic alcohol use, and the 
other five patients were casual consumers. The 
evolutionary history of the disease ranged from 
3 to 7 years.The main reason for admission to 
the doctor was the unsightly aspect of the nose, 
in one case moderate functional disorders of 
the airways being associated. All of the 7 pa-
tients came in advanced stages of the disease, 
showing medium and severe forms of rhino-
phyma for which the indication of surgical 
treatment was established. During the course 
of the disease they did not have any presentation 

to the dermatologist and consequently did not 
follow any rosacea drug treatment. It should be 
noted that five of the seven patients were diag-
nosed with high blood pressure at different 
stages of severity, one of them having a valvu-
lar prothesis and requiring anticoagulant treat-
ment. In all cases the surgery was performed 
under general anesthesia with oro-tracheal in-
tubation. Rhinophymectomy in all cases was 
aimed at the excision of the hypertrophic tissue, 
leaving the hair follicle base and creating a 
contour favourable for achieving an as aesthet-
ically positive result as possible. This was done 
with a scalpel no.11. The excision was followed 
by a rigorous haemostasis to avoid extensive 
bleeding in the immediate postoperative period, 
avoiding cartilage damage (fig. 1).

In three cases the rhinophymectomy was 
followed by open skin plasty without splitting, 
perforated only with a thick needle to create 

fig. 1. Rhinophymectomy with cold scalpel

fig. 2. Rhinophymectomy followed by free skin plasty



369

Surgical Treatment of Rhinophyma

small drainage holes. This technical variant was 
chosen because in one case the patient had to 
undergo anticoagulant treatment for the associ-
ated cardiac pathology and the risk of signifi-
cant bleeding was high, in the second case the 
patient had no social status to allow him to 
perform correct dressings for a longer period 
of time required for direct epithelialization. In 
the third case the patient opted for the technical 
variant that had a faster final result (fig.2).

In the other four cases, rhinophymectomy 
was followed by epithelialization directed by 
daily dressings during the first five days consist-
ing of applying a fat dressing and covering it 
with dry compresses, followed by a period of 
dressing once in two to three days. In none of 
the seven cases were there immediate or distant 
complications and no infections. The results 
were good and very good, the satisfaction of 
the seven patients being complete in terms of 

the aesthetic aspect obtained (fig. 3, 4, 5).  
The only drawback of directed epithelializa-

tion was the longer time interval in which it 
was necessary to protect the area being treated 
with a dressing. There were no recurrences 
after 2 years in either of the 7 cases and no 
vicious scratches or retractions requiring rein-
tervention. From an aesthetic point of view, the 
result of rhinophymectomy followed by directed 
healing was more appreciated by patients with 
a higher degree of satisfaction. In all cases, the 
exeresis piece was subjected to an anatomo-
pathological examination showing skin frag-
ments with light papillomatous epithelium pre-
sent in the superficial and profound dermis, 
hyperplasia of the sebaceous glands and folli-
cular ostiums, some with keratin blocks, other 
cystically dilated, in all cases Demodex folli-
culorum being present. The presence of a mod-
erately inflamed, perivascular and peripilar 

fig. 3. Rhinophymectomy followed by free skin plasty – 3 weeks (with overlying hematic crusts)

fig. 4. Result after 1 year – guided epithelialization (front view)
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lymphatic-plaque inflammatory infiltrate, as well 
as moderate collagenation, were also noted. The 
social and professional reintegration of all pa-
tients was precocious, as soon as it was no longer 
necessary to protect the nose with dressings.

DISCuSSIONS 
Rosacea is a chronic inflammatory disease 

with little known epidemiology, etiopathogen-
esis and pathophysiology. According to The 
National Rosacea Society’s Expert Committee 
on the Classification and Staging of Rosacea, 
rhinophyma is the third stage of rosacea and is 
characterized by a massive increase in nose 
volume, increase caused by hypertrophy of the 
skin, sebaceous glands, blood vessels and lym-
phatic vessels, causing a cauliflower-shaped, 
polylobate, sometimes asymmetrical, totally un-
 sightly. Depending on the component on which 
the nose is hypertrophic (glandular or vascu-
lar), there are two forms of rhinophyma: glan-
dular and telangiectasic. A severity scale from 
1 to 3 is described: 1st degree - follicular pro-
minence without thickening of the skin; 2nd 
degree - follicular prominence with thickening 
of the skin; Grade III - follicular prominence 
associated with skin thickening and sebaceous 
gland hyperactivity, all of which lead to a hy-
pertrophied and nodular nasal contour (8). Rhi-
nophyma can also be associated with other fi-
bromatous forms of rosacea, namely gnato  phyma, 
otophyma, blepharophyma, or mentophyma, all 
of which have a slow evolution and a very im-
portant emotional impact on the patient, result-
ing in a facial appearance that can lead to severe 
forms of depression (7). Of all these forms, 
rhinophyma is the most common. One of the 

most important studies for this pathology was 
that done by Kaleb et al (9). On a lot of 244 
patients he showed the presence of rhinophyma 
in 3.7% of patients diagnosed with rosacea, con-
firming the age of disease (decade 5-7), long-term 
(over 10 years), and also male predominance 
(9). It has been found that patients diagnosed 
with rosacea have an increased risk of cardio-
vascular disease (8). Compared to the reports, 
our study includes 55-75 year old male patients 
with a disease progression within 5-7 years. 
Long evolution may increase the risk of malig-
nancy and association of rhinophyma with basal 
and squamous cell carcinomas (6). The causes 
of the disease are unknown. The presence of 
rhinophyma has been reported in patients de-
clared chronic alcohol users, but the mechanism 
by which alcohol would favour rhinophyma is 
unknown.With very few cases reported in wom-
en, Bikowski doubts that rhinophyma is an ad-
vanced form of rosacea, a disease that is common 
in women (10). This doubt is also reinforced by 
the fact that antibiotherapy is ineffective, often 
in the case of rhinophyma, although it has good 
results in the treatment of rosacea (10). Among 
the exogenous factors that are considered to 
have an influential role in the study, there seems 
to be a combination of Demodex Follicullorum, 
the presence of which is favoured by the impor-
tant nose edema, parasite, which, together with 
solar radiation, the skin flora, alcohol and cof-
fee consumption, in turn, maintains inflamma-
tion (3). Demodex folliculorum was highlight-
ed in all seven cases under study.

Surgical treatment of rhinophyma aims at 
removing hypertrophic tissues with the correct 
assessment of the boundaries between the mod-

fig. 5. Result after 1 year – guided epithelialization (profile appearance)
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ified and the normal tissues. Radiotherapy used 
in the past for the treatment of rhinophyma has 
been abandoned due to the high risk of malig-
nancy of nose areas (6). Numerous surgical 
methods and techniques have been described 
over time, including partial excision followed 
by reepithelialization or directed epithelializa-
tion based on the underlying pilosebaceous ap-
paratus (6), deep resection followed by skin 
grafting (11), dermabrasion and application of 
45% trichloroacetic acid (12), decortication 
with CO2 laser, combined use of Versajet and 
ReCell (13). In rare cases of giant rhinophyma, 
the skin graft is used on the denuded area (6). 
Good results were reported using „brush der-
mabrasion” and decortication followed by the 
application of fibrin glue (3). When the lesion 
was large, specialists have always opted for 
classic surgical treatment by excising hyper-
trophic tissues (14). Even in these cases, stud-
ies show that excision followed by secondary 
epithelialization can be used to obtain a better 
aesthetic result (6). The disadvantage of intra-
operative bleeding can be countered by the use 
of adrenaline for the lavage of the denuded area. 
Excision should be careful not to cause damage 
to the cartilage and the hemostasis should be 
very rigorous so that the electrocoagulation 
points do not become scarring sources. Studies 
in patients in whom rhinophyma treatment con-
sisted of rhinophymectomy with cold scalpel 
showed the first signs of epithelialization at a 
2-week postoperative interval with a nasal con-
tour finalization approximately 2 months after 
surgery (15). In the literature, patients’ scales 
of assessment have been imagined that included 
their satisfaction assessed on a scale of 0 to 10, 
the evolution in time of the outcome, the im-
pression of personal appearance, social reinte-

gration, and the patient’s desire to recommend 
surgery to other patients (6). In our study, on 
such a scale of 10 points, the satisfaction of 
those who did not use the skin graft was great-
er than those in whom epithelialization was not 
conducted with a score of 9.75 vs. 9.33 respec-
tively, although the aesthetic results were good 
in all cases. In one study of 143 patients with 
scalpel rhinophymectomy, the follow-up of pa-
tients over an average 54-month time reported 
recurrence of the disease in 38% of cases with 
good cosmetic results in 77% of cases (16). 
The study of 64 patients using partial excision 
followed by secondary epithelialization com-
pared to the CO2 laser showed comparable 
results, which is why Lazzeri concludes that 
the use of expensive technologies is not justified 
by the results obtained, which can be compa-
rable and sometimes inferior to those the exci-
sion with the cold scalpel was used (6). Cur-
rently, no surgical technique for the treatment 
of rhinophyma is used to describe the gold 
standard (17) using the slogan „to each his own 
technique” (3). In conclusions, we can say that 
surgical treatment of rhinophyma has good aes-
thetic results and leads to a marked improve-
ment in the patient’s social and professional life. 
Hypertrophic tissue excision with the avoidance 
of cartilage trauma and preservation of a por-
tion of the pilosebaceous apparatus followed by 
secondary reepithelialization is a safe method 
but requires a longer healing time. Cosmetic 
results are very good with a remarkable patient 
satisfaction. When this technique is not indi-
cated or the patient refuses, the denudated area 
will be covered with a skin graft, a technique 
whose functional and aesthetic result is also 
very good. Patient satisfaction appears to be 
greater in the case of directed epithelialization.
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