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Objectives/Hypothesis: Although upper lateral cartilages are commonly released from the dorsum of the septum during
spreader graft placement in septorhinoplasty (SRP), there has been a focus on maintaining integrity of connections in the middle vault. Avoiding release of upper lateral cartilages in certain patient groups may represent an early step in this paradigm
shift. We aim to assess satisfaction with nasal appearance and correction of nasal obstruction in patients who underwent SRP
with spreader graft placement without upper lateral cartilage release and compared it to the traditional upper lateral cartilage
release cohort.
Study Design: Prospective cohort study.
Methods: A total of 559 patients who underwent SRP with spreader graft placement with upper lateral cartilage release
and 30 patients who underwent SRP with spreader graft placement without release between 2012 and 2020 were administered the Nasal Obstruction Symptom Evaluation (NOSE), FACE-Q Satisfaction with Nose, and FACE-Q Social Functioning scales
pre- and postoperatively. Pre- and postoperative NOSE FACE-Q, and negative inspiratory force (NIF) scores and changes were
compared between groups.
Results: Results demonstrated clinically and statistically signiﬁcant improvement at follow-up for both groups. There was
no signiﬁcant difference between groups in mean improvement of NOSE, FACE-Q, and NIF scores at time of last follow-up.
Conclusion: SRP with spreader graft placement with and without upper lateral cartilage release provide clinically and
statistically signiﬁcant improvement, and no signiﬁcant difference in functional outcome. This suggests that upper lateral cartilages do not need to be released to achieve functional improvement and that surgeons should consider whether release is necessary to achieve goals of surgery.
Key Words: Septorhinoplasty, spreader graft, upper lateral cartilage release, patient-reported outcome measures.
Level of Evidence: 3
Laryngoscope, 00:1–7, 2021

INTRODUCTION
Nasal airway obstruction (NAO) negatively affects
quality of life and presents as a leading complaint to otolaryngologists.1–4 Structural obstruction of the nasal airway is
commonly due to septal deviation, turbinate hypertrophy,
and/or nasal valve dysfunction. When medical treatment
does not provide sufﬁcient symptom relief, septorhinoplasty
(SRP) is often performed to straighten the septum and correct nasal valve compromise.5 Spreader grafts are a common type of graft placed to treat internal valve narrowing
and have been shown to improve symptoms of NAO.6–8
Although spreader grafts have been criticized due to concern
for causing undesirable widening of the nasal dorsum, our
group has demonstrated in a previous study that spreader
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grafts can be placed to successfully correct nasal obstruction
from internal nasal valve compromise without adversely
impacting the aesthetic outcome.9
During spreader graft placement in SRP, the upper
lateral cartilages are commonly released from the dorsum
of the septum. However, there has been a recent focus on
maintaining the integrity of the connections in the middle
vault. Preservation rhinoplasty has emerged as an increasingly popular option for managing the dorsum to preserve
structure and provide a natural and long-lasting outcome.10–12 The major goal of dorsal preservation is to avoid
creating an open-roof deformity that can be seen with classic hump reduction and to maintain favorable dorsal contours.10,12 Furthermore, when the middle vault is not
opened, irregularities, asymmetries, and long-term distortion can potentially be avoided.11 Avoiding release of the
upper lateral cartilages in certain patient groups undergoing SRP for the treatment of nasal obstruction may represent an early step in this paradigm shift beyond patients
presenting for cosmetic dorsal hump reduction.
Valid patient-reported outcome measures offer
important insight into patient perception following SRP.9
The Nasal Obstruction Symptom Evaluation (NOSE) survey, a validated quality of life instrument for patients
with nasal obstruction, is often used to evaluate outcomes
after septoplasty and rhinoplasty.13 The FACE-Q scale is
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also a validated, multi-modular patient-reported outcome
instrument that assesses a patient’s perception of nasal
appearance and its impact on social functioning.14 In this
study, we aim to utilize these validated patient-reported
outcome measures to demonstrate the impact of two different spreader graft placement techniques on nasal function and nasal aesthetics and to compare NAO and
patient satisfaction with nasal appearance between SRP
with spreader graft placement with release of the upper
lateral cartilages and SRP with spreader graft placement
without release of the upper lateral cartilages.

MATERIALS AND METHODS
Patient Selection
This study was performed at a single tertiary care medical
center between June 2012 and April 2020 with institutional
review board approval from the Human Subjects Research Committee of the Massachusetts Eye and Ear Inﬁrmary. After we
obtained written informed consent, patients presenting to the
Massachusetts Eye and Ear Inﬁrmary Facial Plastic and Reconstructive Surgery (Boston, Massachusetts) clinic were administered the NOSE survey and the FACE-Q Satisfaction with Nose,
Satisfaction With Nostrils, and Social Functioning surveys preoperatively and at 2, 4, 6, and 12 months postoperatively. Surveys were administered in a manner compliant with the Health
Insurance Portability and Accountability Act either in electronic
format at their scheduled clinic appointment or electronically via
email through REDcap (Research Electronic Data Capture), an
electronic data-capture platform designed for academic clinical
and translational database development.15 All patients who
underwent open SRP with spreader graft placement by the
senior author (R.W.L.) for the treatment of NAO and who completed both the NOSE and FACE-Q surveys both preoperatively
and at one or more postoperative time points were included in
this study. All patient demographics, nasal history, and outcomes were reported and analyzed.

Surgical Technique
A full description of the surgical technique used for the
placement of spreader grafts with release of the upper lateral
cartilages has been previously published.16 A 2- to 3-mm-thick
strip of either septal or costal cartilage is placed between the septum and the upper lateral cartilages. The spreader graft is
placed slightly inferior to the dorsal edge of the cartilaginous
septum and extends to the caudal portion of the upper lateral
cartilage at the scroll region or to the anterior septal angle. If a
dorsal deviation is present, the upper lateral cartilages are
released from the dorsum of the septum. The spreader grafts are
then sutured to the dorsum of the septum using a 5–0 polydioxanone horizontal mattress suture. The upper lateral cartilages are then secured to the spreader grafts and the septum
with an interrupted 5–0 polydioxanone suture to ensure that the
caudal edge of the upper lateral cartilage has been fully extended
to its normal anatomical length. The upper lateral cartilages are
then sutured to the spreaders and the septum with horizontal
mattress and interrupted sutures ensuring to secure the upper
lateral cartilages slightly superior to the spreaders reconstituting the normal contour of the middle vault. If a dorsal
deviation does not exist, often the upper lateral cartilages are
not released, and the spreader grafts are placed in pockets
between the upper lateral cartilages and the dorsum of the
septum (Fig. 1). Care must be taken when elevating the
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Fig. 1. Spreader graft placement without upper lateral cartilage
release. A, Narrow middle vault in a patient with internal nasal valve
narrowing and a h/o previous septoplasty and midline dorsal
septum. B, Caudal elevator in a pocket created between the dorsal
septum and the mucoperichondrium for the placement of the
spreader graft without release of the upper lateral cartilages. C,
Spreader grafts carved from cadaveric rib because of the patient’s
previous septoplasty. D, Bilateral spreader grafts in place. [Color
ﬁgure can be viewed in the online issue, which is available at www.
laryngoscope.com.]

mucoperichondrial ﬂap for the septoplasty to main the continuity
between the mucoperichondrium and dorsal portion of the septal
L-strut, so that a tight pocket under the dorsal edge of the septum can be elevated for spreader graft placement. Commonly,
one horizontal mattress suture is placed between the caudal
edges of both spreader grafts and the dorsal septum to further
secure the graft. Dorsal preservation dorsal hump reduction was
not performed in any of the patients in this study.

Outcome Measures
The subjective symptoms of NAO were measured using the
NOSE questionnaire, a validated, patient-reported, diseasespeciﬁc quality-of-life (QOL) assessment instrument that contains ﬁve questions related to nasal obstruction rated along a
ﬁve-point Likert scale.13,17–19 Question response scores are
summed and converted to a total score from 0 (no nasal obstruction) to 100 (severe nasal obstruction).
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Perception of nasal appearance was measured using the
FACE-Q Satisfaction with Nose and Social Functioning scales,
which consist of 10 and 8 validated questions, respectively, that
the patient rates on a 4-point Likert scale. Rasch transformation
is used to convert the results into a score from 0 to 100, with
higher scores indicating greater satisfaction with appearance or
quality of life.14
Objective measurement of nasal airﬂow was performed
using an In-Check portable inspiratory ﬂow meter (Clement
Clarke International Ltd., Harlow, UK) to measure peak nasal
inspiratory ﬂow (NIF) pre- and post-operatively. NIF was measured with a tight-ﬁtting anesthetic mask that did not affect the
shape of the nose. Patients were instructed to inhale as hard and
fast as possible through the mask while keeping their mouth
closed and were allowed to practice with the device before formal
testing. At formal testing, the patients performed three trials at
maximal effort while sitting. The highest ﬂow rate (L/min) of
these three measurements was recorded, as has been previously
described.

Statistical Analysis
Statistical analyses were conducted using Microsoft Excel,
version 16.31, and STATA 16.0. For all tests, P < .05 was considered signiﬁcant. The minimal clinically important difference
(MCID) for NOSE scores was set at 30 points, as has been

previously described.17,20 While the MCIDs for FACE-Q scores
have yet to be established in the literature, this value was
approximated using one-half of the mean baseline standard deviation (SD), as has been previously described.6,21 The MCID for
NIF was set at 20, as has been previously described.17,20 An
unpaired t test was used to compare mean preoperative NOSE
and FACE-Q scores, mean postoperative NOSE and FACE-Q
scores, and mean change in score between the release and nonrelease cohorts at various time points. Scores at the time of each
patient’s last follow-up were used to calculate means, unless otherwise speciﬁed.

RESULTS
Patient Characteristics
A total of 589 patients underwent SRP with spreader
graft placement, with release of the upper lateral cartilages performed in 559 (94.9%) patients (287 male
[51.6%]), whereas the remaining 30 (5.1%) patients
(18 male [60.0%]) did not undergo release of the upper
lateral cartilages. Table I presents clinical characteristics
of the two patient populations. There was a statistically
signiﬁcant difference in reason for SRP between groups.
In the release cohort, 155 (27.7%) patients underwent

Table I.
Patient Characteristics.
Release

Nonrelease

Number of patients, n (%)

559 (94.9)

30 (5.1)

Age, mean (standard deviation [SD]), yr

34.8 (14.8)

35.3 (14.8)

Gender, n (%)

P-Value

.818
.371

Female

269 (48.4)

12 (40.0)

Male

287 (51.6)

18 (60.0)

History of nasal steroid use, n (%)

156 (28.2)

8 (26.7)

History of nasal fracture, n (%)

268 (48.6)

18 (62.1)

.859
.159

History of nasal surgery, n (%)

368 (66.9)

23 (76.7)

.267

Closed nasal reduction

47 (8.4)

1 (3.3)

.500

Rhinoplasty

42 (7.5)

2 (6.7)

1.000

Septoplasty

.484

115 (20.6)

4 (13.3)

Sinus surgery

27 (4.8)

2 (6.7)

.654

Turbinoplasty

36 (6.4)

2 (6.7)

1.000

Functional

404 (72.3)

28 (93.3)

Cosmetic

155 (27.7)

2 (6.7)

.010

Reason for rhinoplasty, n (%)

Additional graft source, n (%)
Rib cartilage
Septal cartilage
Conchal cartilage
PDS plate
Cadaveric rib
Columellar strut/septal extension graft
Alar rim
Alar batten
Lateral crural strut
Dorsal onlay

57 (10.2)

1 (3.3)

478 (85.5)

25 (83.3)

.346
.742

6 (1.1)

0 (0.0)

1.000

111 (19.9)

1 (3.3)

.028

16 (2.9)

3 (10.0)

.066

196 (35.1)

2 (6.7)

.001

89 (15.9)

6 (20.0)

.554

2 (0.4)

0 (0.0)

1.000

124 (22.2)

7 (23.3)

.883

3 (0.5)

0 (0.0)

1.000

Bold value signiﬁes p < 0.05.
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Table II.
Preoperative and Postoperative NOSE Scores by Spreader Graft Method.
Mean (SD) Score Preoperative

Postoperative

Mean (SD) Change in Score

Clinically Signiﬁcant?*

Release

63.7 (22.3)

20.4 (19.5)

43.3 (25.4)†

Yes

Nonrelease

65.2 (19.1)

21.4 (16.0)

43.8 (18.7)†

Yes

.681

.895

Release

63.4 (22.3)

20.4 (20.2)

43.1 (25.1)†

Yes

Nonrelease

65.0 (4.6)

20.6 (17.2)

44.4 (19.9)†

Yes

.368

.950

Release

62.0 (22.8)

20.8 (21.4)

41.3 (25.0)†

Yes

Nonrelease

58.8 (9.5)

15.0 (14.7)

43.8 (21.8)†

Yes

.553

.514

Release

63.4 (22.5)

20.5 (18.9)

42.9 (25.6)†

Yes

Nonrelease

65.0 (19.7)

21.5 (16.4)

43.5 (19.4)†

Yes

.362

.397

All patients

P-value‡

.282

Follow-up ≥6 mo

P-value‡

.280

Follow-up ≥12 mo

P-value‡

.501

All functional SRP patients

P-value‡

.458

MCID = mean clinically important difference; NOSE = Nasal Obstruction Symptom Evaluation; SD = standard deviation; SRP = septorhinoplasty.
*
Clinical signiﬁcance was determined by a change greater than the NOSE score MCID of 30.
†
Statistically signiﬁcant change within each cohort (P < .001).
‡
The P-value rows indicate the statistical difference between the spreader with release and spreader without release cohorts.

cosmetic SRP, compared to 2 (6.7%) patients in the nonrelease cohort (P = .010).
In addition, use of PDS plate as an additional graft
source was signiﬁcantly higher in the release cohort
(111 [19.9%] patients in the release cohort, compared to
3 [10.0%] patients in the nonrelease cohort; P = .028).
Use of columellar strut/septal extension graft as an additional graft source was also signiﬁcantly higher in the
release cohort (196 [35.1%] patients in the release
cohort, compared to 2 [6.7%] patients in the nonrelease
cohort; P = 0.001). Otherwise, cohorts were well-matched
with no statistically signiﬁcant differences in patient
characteristics.

Outcomes
Among the release cohort, there was a clinically and
statistically signiﬁcant improvement in NOSE scores in
all patients (at their time of last follow-up), those with
follow-up of at least 6 months (n = 315), those with
follow-up of at least 12 months (n = 186), and those who
underwent functional SRP (n = 404) (mean [SD]: 43.4
[25.4], 43.1 [25.1], 41.3 [25.0], and 42.9 [25.6], respectively; P < .001) (Table II). FACE-Q Satisfaction with
Nose, FACE-Q Social Functioning, and NIF scores also
had statistically signiﬁcantly improvements at time of
last follow-up, with a mean (SD) change of 19.1 (24.1), 8.8
(11.2), and 20.9 (35.8), respectively (P < .05). The changes
in FACE-Q Satisfaction with Nose and NIF scores were
clinically signiﬁcant, while the change in FACE-Q Social
Functioning was not (Table III).
Among the nonrelease cohort, there was a clinically
and signiﬁcant improvement in NOSE scores in all
patients, those with follow-up of at least 6 months
Laryngoscope 00: 2021
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(n = 10), those with follow-up of at least 12 months
(n = 4), and those who underwent rhinoplasty for functional purposes (n = 28) (43.8 [18.7], 44.4 [19.9], 43.8
[21.8], and 43.5 [19.4], respectively; P < .001) (Table II).
FACE-Q Satisfaction with Nose, FACE-Q Social Functioning, and NIF scores also had statistically signiﬁcant
improvements at time of last follow-up, with a mean
(SD) change of 16.5 (24.6), 7.9 (15.5), and 25.9 (34.8),
respectively (P < .05). The changes in FACE-Q Satisfaction with Nose and NIF scores were clinically signiﬁcant,
while the change in FACE-Q Social Functioning was not
(Table III).
Pre- and post-operative mean NOSE scores, as well
as mean change in NOSE score, were not signiﬁcantly different between the release and nonrelease cohorts at time
of last follow-up, follow-up of at least 6 months, or followup of at least 12 months, or between the release and nonrelease functional rhinoplasty patients. Both cohorts also
had signiﬁcant statistical and clinical improvement from
baseline (Table II).
Pre-operative mean FACE-Q Satisfaction with
NOSE and FACE-Q Social Functioning scores and postoperative FACE-Q Satisfaction with NOSE, FACE-Q
Social Functioning, and NIF scores were not signiﬁcantly
different between the release and nonrelease cohorts at
time of last follow-up. However, the mean (SD) preoperative NIF score was signiﬁcantly higher in the
release cohort, compared to the nonrelease cohort (71.9
[33.8] and 52.7 [25.2], respectively; P < .001). There was
no statistically signiﬁcant difference in mean (SD) change
in FACE-Q Satisfaction with Nose (19.1 [24.1] points in
the release cohort, compared to 16.5 [24.6] points in the
nonrelease cohort; P = .576), FACE-Q Social Functioning
(8.8 [11.2] points in the release cohort, compared to 7.9
Weitzman et al.: To Release or Not To Release?

Table III.
Preoperative and Postoperative FACE-Q and NIF Scores by Spreader Graft Type.*
Mean (SD) Score Preoperative

Postoperative

Mean (SD) Change in Score

Clinically Signiﬁcant?†

FACE-Q satisfaction with nose
Release

57.5 (21.6)

76.5 (21.5)

19.1 (24.1)‡

Yes

Nonrelease

61.0 (16.2)

77.5 (18.1)

16.5 (24.6)‡

Yes

.266

.772

Release

73.5 (20.3)

82.3 (20.4)

8.8 (11.2)‡

No

Nonrelease

76.9 (21.9)

84.8 (21.2)

7.9 (15.5)‡

No

.412

.533

Release

71.9 (33.8)

92.8 (43.5)

20.9 (35.8)‡

Yes

Nonrelease

52.7 (25.2)

78.6 (39.2)

25.9 (34.8)‡

Yes

P value§

.576

FACE-Q social functioning

P-value§

.756

NIF

P-value§

<.001

.063

.450

MCID = mean clinically important difference; NIF = negative inspiratory force; SD = standard deviation.
*Reported are the mean (SD) preoperative and postoperative FACE-Q and NIF scores at time of last follow-up, by those with spreader with release
(n = 559) and those with spreader without release (n = 30).
†
Clinical signiﬁcance was determined by a change greater than the MCID for each scale: FACE-Q Satisfaction with Nose MCID, 11.0; FACE-Q Satisfaction
with Nostrils MCID, 13.6; FACE-Q Social Functioning MCID, 10.2; and NIF MCID, 20.
‡
Statistically signiﬁcant change within each cohort (P < .05).
§
The P-value rows indicate the statistical difference between the spreader with release and spreader without release cohorts.
Bold value signiﬁes p < 0.05.

[15.5] points in the nonrelease cohort; P = .756), and NIF
(20.9 [35.8] points in the release cohort, compared to 25.9
[34.8] points in the nonrelease cohort; P = .450) scores
between the release and nonrelease cohorts (Table III).

DISCUSSION
Internal nasal valve narrowing is a common cause of
symptomatic nasal obstruction. More recently, using computational ﬂuid dynamic modeling, our group has demonstrated the internal nasal valve to be an area of increased
resistance, which can be reversed by the placement of
spreader grafts (publication pending—accepted to PRS).
The traditional approach to SRP with spreader graft
placement involves release of the upper lateral cartilages
from the dorsum of the septum.8 Our group has previously reported on the functional and aesthetic outcomes
of the placement of spreader grafts with the release, and
demonstrated improvement in nasal obstruction without
a negative impact on patient-perceived nasal appearance.9 However, as there is a shift toward preservation
rhinoplasty to improve NAO while maintaining natural
structure of the dorsum, release of the upper lateral cartilages may be reconsidered. The impact of avoiding release
of the upper lateral cartilages in patients undergoing
SRP with spreader graft placement has not been demonstrated using patient-reported outcome measures, and
results of nonrelease have not been compared to release.
It is important not only to evaluate improvement in NAO
in patients who have undergone SRP with spreader graft
placement with release versus without release of the
upper lateral cartilages, but also to analyze aesthetic
results, as patient perception of nasal appearance after
surgery is a critical part of surgical outcomes. Every
Laryngoscope 00: 2021

maneuver in rhinoplasty should be carefully considered a
release of nasal soft tissue and cartilaginous connections
has the potential to lead to long-term negative structural
issues caused by lack of support. Demonstrating that
SRP with spreader graft placement with and without
upper lateral cartilage release both provide clinically and
statistically signiﬁcant improvement, and no signiﬁcant
difference in functional outcome, suggests that upper lateral cartilages do not need to be released to achieve functional improvement. Surgeons should consider whether or
not the upper lateral cartilages need to be released to
achieve the goals of the surgery.
This study demonstrates that SRP with spreader
graft placement without release of the upper lateral cartilages results in improvement in NAO and patient perception of nasal appearance. Avoiding release of the upper
lateral cartilages produces statistically and clinically signiﬁcant improvement in NOSE and NIF scores at time of
last follow-up, follow-up at 6 months, and follow-up of
12 months. In addition, the nonrelease cohort demonstrated statistically and clinically signiﬁcant improvement in FACE-Q Satisfaction with Nose and statistically
signiﬁcant improvement in FACE-Q Social Functioning
scores at time of last follow-up. In fact, even in purely
functional cases, there is statistically and clinically significant improvement in aesthetic outcomes. When comparing the nonrelease and release cohorts, there is no
statistically signiﬁcant difference in mean change in
NOSE, FACE-Q Satisfaction with NOSE, FACE-Q Social
Functioning, and NIF scores, suggesting comparable
improvement.
Despite no statistically signiﬁcant difference in mean
change of NIF scores between cohorts, mean preoperative NIF score was signiﬁcantly higher in the
Weitzman et al.: To Release or Not To Release?
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release cohort, compared to the nonrelease cohort. We
theorize that this is due to the smaller sample size of the
nonrelease cohort. We also previously showed that NIF
values lack a strong correlation with NOSE scores, which
limit’s NIF’s utility as a diagnostic tool for NAO. Rather,
NIF is most useful when pre- and post-operative values
are compared to detect clinically signiﬁcant objective
improvements in nasal airﬂow following SRP (i.e., with
change in NIF score).22 Despite having lower nasal airﬂow at baseline, as measured by the PNIF, this study
demonstrates statistically and clinically signiﬁcant
improvement in NIF scores at time of last follow-up for
patient undergoing placement of spreader grafts without
release of the upper lateral cartilages. This, combined
with the statically signiﬁcant improvement in NOSE
scores in the nonrelease cohort, demonstrates that upper
lateral cartilages do not need to be released for successful
spreader graft placement.
It is important to consider differences in patient
demographics between the release and nonrelease
cohorts. There was a statistically signiﬁcant difference in
reason for SRP between groups, with signiﬁcantly more
patients undergoing cosmetic SRP in the release cohort
(P = .010). This is consistent with the need to release the
upper lateral cartilages from the cartilaginous dorsum for
completion of a component cosmetic dorsal hump reduction.23 It is also important to note that placing spreader
grafts in a tight tunnel between the dorsal septum and
the upper lateral cartilage without release can tension
the upper lateral cartilage and open the internal nasal
valve improving air ﬂow. Furthermore, use of PDS plate
and columellar strut/septal extension graft as an additional graft source was signiﬁcantly higher in the release
cohort (P = .028 and P = .001, respectively). PDS plate is
often utilized in cases with signiﬁcant caudal and dorsal
septal deviation, so it is expected that use of PDS plate
often necessitates release of the upper lateral cartilages.24 The release cohort, therefore, represents a
patient population with signiﬁcant caudal or dorsal septal
deviation or one that required dorsal hump reduction.
Although these underlying characteristics differ, comparing the groups provides increased power and level of evidence to study patient perception of NAO and aesthetic
outcomes in the nonrelease cohort.
While this study demonstrates that both patientperceived nasal function and aesthetics improve following
SRP with spreader graft placement without upper lateral
cartilage release, limitations exist. The study was performed at a single tertiary academic center with a single
surgeon, so selection bias may have been introduced.
Patients were only included in the NOSE, FACE-Q, or
NIF score correlation portions of the study if they completed a pre-operative survey and agreed to have their
information used for research purposes. Patients completed the baseline NOSE, FACE-Q, or NIF on the day of
initial clinic visit, which may have caused patients to
focus on their disease and rate their disease as having a
more negative impact on their QOL compared to their
average baseline, but this should be true for patients in
both the release and nonrelease cohorts. In addition, this
study does not directly measure the width of the nasal
Laryngoscope 00: 2021
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dorsum before or after surgery and does not assess
patient satisfaction with nasal dorsum in isolation. We
did not employ the Standardized Cosmesis and Health
Nasal Outcomes Survey to examine speciﬁc questions
related to midvault reconstruction.
Because release of the upper lateral cartilages is performed in a different patient population from that without release, this is not a direct comparison. Still, this
comparison provides useful clinical insight into patient
perception of NAO and aesthetic appearance and shows
that release of the upper lateral cartilages during SRP
with spreader graft placement is not necessary to
improve nasal breathing without negatively affecting
patients’ overall perception of nasal aesthetics. Patient
selection is important when deciding whether or not
upper lateral cartilage release is needed. Patients with a
dorsal septal deviation and/or undergoing a component
dorsal hump reduction will most likely require release.
However, the senior author recommends that upper lateral cartilage release should not be performed by default
for all patients requiring spreader grafts, and careful consideration should be given prior to release to preserve the
native middle vault structure if possible.

CONCLUSION
This study demonstrates that SRP with spreader
graft placement with upper lateral cartilage release and
without upper lateral cartilage release provides a clinically and statistically signiﬁcant improvement and no signiﬁcant difference in functional outcome. Both surgical
techniques can be effective, and release of the upper lateral cartilages should not be the default in all patients.
The reason for SRP and etiology of NAO and/or deformity
should inform clinical decision-making when considering,
which technique to perform.
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