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Abstract 

Rhinophyma is a rarely seen benign, chronic disease of nasal skin, characterized by nodular 

growing of sebaceous glands that affect the distal half of the nose and cause several functional and 

aesthetic problems. This uncommon disease is especially seen in Caucasian males between the 

ages of 45-60 and the incidence is 12 times higher in men than in women. There are different 

methods for treatment of rhinophyma, and surgical treatment is accepted as gold standard. In this 

study, we reported a case with rhinophyma that was followed and surgically treated with excision 

and full-thickness skin graft in Cumhuriyet Universty School of Medicine Hospital.  
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Özet 

Rinofima burun derisinin nadir görülen, benign, kronik bir hastalığıdır. Burun distal kısmında 

sebase glandların progresif nodüler hipertrofisiyle karakterize bir hastalıktır ve çeşitli estetik ve 

fonksiyonel sorunlara neden olmaktadır. Nadir görülen bu hastalık özellikle 45-60 yaş aralığındaki 

Kafkas ırkı erkeklerinde izlenmektedir ve insidansı erkeklerde bayanlara oranla 12 kat daha 

fazladır. Rinofima tedavisinde farklı metodlar uygulanmakta ve cerrahi tedavi altın standart olarak 

kabul edilmektedir. Bu çalışmada biz Cumhuriyet Üniversitesi Tıp Fakültesi Hastanesinde takip ve 

cerrahi olarak eksizyon ve tam kat deri grefti ile tedavi edilen bir olguyu bildirdik. 
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Introduction 

Rhinophyma is a rare and benign disease of nasal skin, affecting middle aged and elderly 

males. It is a disease characterized by the progressive nodular hypertrophy of sebaceous 

glands and soft tissues at the distal part of the nose [1]. The surface of the nasal skin 

becomes erythematous and telangiectatic, and the pores grow large [2]. Surgical treatment 

options in cases with rhinophyma are surgical excision, electrocautery, cryosurgery or 

laser ablation [3, 4]. There are several disadvantages such as bleeding, postoperative pain, 

ineffective cosmetic results for each of these treatment options [5, 6].  

In this study, the treatment results are presented for the patient who was performed full-

thickness surgical excision by surgical scalpel and was reconstructed with full-thickness 

skin graft.  
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Case report 

Our case is a 76-year-old male patient who applied to our clinic with complaints of 

enlargement, itching and bleeding at the tip of his nose and nasal obstruction. There were 

complaints of thickening and coarsening on the nasal skin for about a year. There was not 

a family story about rhinophyma. The patient did not have a history for alcohol use, 

allergy or chronic disease, but he has been using a pack of cigarettes in a day for about 50 

years. The other routine ear, nose and throat examination and laboratory findings were 

normal. When the patient was admitted to our clinic, his nasal skin was observed to be 

hypertrophic and its outer surface was appearing like a telangiectatic mass. Multiple 

sebaceous gland pores on the skin of the nose was prominent and when pressure was 

applied upon it, a seborrheic effluent was seen. Both prenasis were obstructed due to the 

mass effect, so the patient was suffering from the nasal congestion. Additionally, this 

situation poses a problem in terms of cosmetics for the patient (Figure 1a-b). For the 

purpose of rhinophyma excision and repair with primary graft, the patient was operated 

under general anesthesia. 1% lidocaine and epinephrine 1:100000 were injected to the 

surgical field with the aim of keeping the bleeding minimal. Excision was made with a 

scalpel on the nasal cartilages for the purpose of protecting the pericondrium and nasal 

aesthetic units were carefully removed as blocks. The deeply infiltrating mass was 

removed by total excision and sent to the pathology and evaluated histopathologically 

(Figure 2-3). The pathology report of the patient came as demodex folliculitis showing 

sebaceous hyperplasia (rhinophyma).  

 

Figure 1a and b. Preoperative view of rhinophyma case that contains distal part of the nose, 

ala nasi and nasal tip and that narrows the nares. 

 

 

Figure 2. General view of the histopathology of rhinophyma; keratinized stratified squamous 

epithelium on surface, pilosebaceous units (40x;HE). 
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Figure 3. Endo-and peri-folliculitis having foreign body reaction around in deep dermis 

(100x; HE).  

 

The defect occuring in the area of excision was repaired with a hairless full-thickness 

graft as a single piece that was taken from the right supraclavicular region. The skin graft 

was fixed to the defective nasal area with 4/0 prolene suture and small incisions were 

made on the graft to prevent hematoma. As doing mesh with Terramycin, it was suturated 

in the form of bundle to make pressure on the graft. Afterwards, the defect in the shoulder 

was closed with 4/0 prolene suture. Postoperative first day, medical dressing was changed 

and there was no graft loss or hematoma under the graft. In the postoperative period, the 

patient who did not experience any complications was discharged. In the next one year 

control period no problems occured, and the result was satisfying for both aesthetic and 

functional view (Figure 4a and b).  

 

Figure 4a-b. Postoperative 4th month view of the patient treated with full-thickness excision 

of rhinophyma and reconstructed with a full-thickness supraclavicular skin graft. 

 

Discussion  

The rhinophyma term is derived from the words “rhis” which is a Greek term meaning 

“nose” and from “phyma” word that means “growing” and refers to the deformation 

according to the abnormal growing of nasal soft tissue [7]. Rhinophyma affecting the 

middle-old age group is a variant of rosacea [8]. It is also known as “potato nose” or 

“whiskey nose” in public [9]. This uncommon disease is especially seen in Caucasian 

males between the ages of 45-60 and the incidence is 12 times higher in men when it is 

compared to women [10-12]. Genetic factors, alcoholism, and increased steroid hormon 

levels are being accused in etiology but there is no proven relationship between them. In 

addition, microorganisms such as Demodex folliculorum were isolated in many cases, but 

their exact role in the etiology is not proven yet [1]. The only etiologic relation confirmed 

is the one with rosacea. Rhinophyma is a seldom chronic disease characterized by nodular 

growing of sebaceous glands that affect the distal half of the nose and cause several 

functional and aesthetic problems [13]. Other skin findings can be considered as 
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erythema, telangiectasia and enlarged pore diameters. Further, tumor-like nodules can 

cause nasal obstruction and sleeping apnea. Bad smelling sebaceous discharge and 

superficial infection caused by debris accumulation in dilated acinar ducts are 

characteristic for rhinophyma. Rhinophyma is analyzed into two groups by 

histopathologically; the most common form is associated with acne rosacea. In this type, 

slowly improving but progressive hypertrophy and hyperplasia of sebaceous glands with 

fibrosis and telangiectasia is seen [14]. Additional to the inflammatory state, fibrovascular 

proliferation and epithelial acanthosis can be seen. As well as the hypertrophied glands, 

the ducts are dilated with sebum, keratotic debris and bacteria. Nasal cartilages are 

weakened. In a recent study, “transforming growth factor beta-2 (TGF-β2)” and the 

number of receptors were shown to be elevated in tissues with rhinophyma. This situation 

suggest that fibrogenesis is very important in pathogenesis of rhinophyma [15]. 

Rhinophyma must be separated from the malignant lesions, especially from basal cell 

carcinoma and squamous cell carcinoma. Although the malignant degeneration of 

rhinophyma is very rare, it should be kept in mind that it can be seen with these two 

malignancies with a rate of 15-30%.  

There are different treatment approaches of rhinophyma. Medical treatment does not give 

good results except the early period of phymatous changes. Topical metronidazole and 

systemic antibiotics are alternative treatment methods in patients with active 

inflammation. It is not certain that medical treatment methods can prevent development 

of rhinophyma or provide regression [13]. 

Surgical treatment is accepted as gold standard for rhinophyma [9]. There are many 

surgical approaches to rhinophyma:  

1. Closing the defect with a flap or graft after total excision  

2. Partial excision and secondary healing  

3. Carbon dioxide (CO2), Neodymium-Yttrium-Aluminum-Garnet (Nd-YANG) and 

argon laser ablation  

4. Cryosurgery  

5. Electrosurgery.  

There is not a common concept on which method should be preferred. Tetracycline and 

topical antibiotic treatment for 2 weeks before surgery help to reduce swelling and 

sclerosis [16].  

Recently, argon laser, Neodymium-Yttrium-Aluminum-Garnet (Nd-YAG), Erbium-

Yttrium-Aluminum-Garnet (E-YAG) and carbon dioxide (CO2) laser using are 

recommended for the treatment of rhinophyma. CO2 laser have been reported for the first 

time for treatment of rhinophyma in 1980. It serves up excellent sensitivity, significant 

haemostatic effect, minimal complications and provides satisfying cosmetic results. It 

provides evaporation of water and loss of tissue by aiming intra-and extracellular water. 

Besides, provides an effective hemostasis at blood vessels with diameter up to 0.5 mm 

[13]. In the Hoasjoe and Stucker‘s study in which they treated the patients using CO2 

laser, it has been noted that laser use is restricted because of the cost, safety conditions 

and requirement for special education to use laser [17]. Among the reported side effects 

of CO2 laser include erythema, hypopigmentation, hyperpigmentation, bleeding  and 

fistula formation [18]. Furthermore, deep thermal damage can occur at adjacent normal 

tissues [4]. Argon laser affects only 0.5mm depth of the tissue in each application. 

Therefore, argon laser can heal the telangiectasia, erythema and the surface. It is not 

practical for the treatment of a massive rhinophyma in the cause of over much repetition 

of the seances [19]. E-YAG laser is a new method performed at a wavelength of 2.940 

nm. It does minimal thermal damage with highly effective ablation of soft tissue. Thermal 

damage area is just a few microns deep [20]. There are some publications related to the 

combination of E-YAG and CO2 laser together [19].  

Bogetti et al. [1] treated 7 patients with rhinophyma with different techniques. They used 
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scalpel in 3, electrocautery in 2, CO2  laser in 2 patients. They reported good results with 

all types of techniques and emphasized the advantages of excision with scalpel because it 

allows a sharp removal of the tissue and protects the underlying tissues for reepitelization 

and is cheap. They reported only one case with scar tissue because of the thermal injury 

who was treated with electrocautery. Rørdam et al. [9] treated 3 patients with 

electrosurgery and reported very good results. 

In another study Lim et al. [8] used Carbon dioxide laser in 9 patients and obtained good 

results. 

Redett et al. [19] reported 9 cases treated with different surgical techniques and the results 

were satisfactory only except in one case treated with electrocautery due to the scarring. 

Seven of them underwent partial-thickness excision, one underwent full-thickness 

excision and forehead flap reconstruction, and one had full-thickness excision with a full-

thickness skin graft placement. 

Intensive bleeding during the excision makes it hard to make accurate resection in hyper-

vascularized tissue diseases such as rhinopyhma. For this reason,  it is recommended to 

ensure a good control of hemostasis with a minimal thermal damage to the underlying 

sebaceous gland tissue, to allow spontaneous re-epithelialization with a quick and 

minimal scar tissue, and in order to minimize the risk of hypopigmentation; performing 

local dilute epinephrine injection and using bipolar cautery before the excision with a 

scalpel are also recommended [13-19]. Cauterization of the great vessels will take a long 

time, can give thermal damage to the underlying perikondrium and cartilage, and can also 

delay the healing, desiccate the cartilage and terminate with a likely deformity of the 

nose. Cauterization might be used for the hemostasis of small blood vessels [19]. Surgical 

reduction can be performed in two forms, either partial-thickness excision or full-thicness 

excision. In partial excision method the rhinophyma is shaved off tangentially and the 

residual deep pilosebaceous appendages produce re-epitelization [1, 19, 21]. At the time 

of surgical excision, particularly in patients with deep infiltrating advanced rhinophyma 

as in our case, with the presence of a neoplasm, complete layer excision of rhinophyma 

fibrous variant may be preferable and could be better to get more decent results in terms 

of cosmetics and recurrence. Following the full-thickness excision, it is recommended 

that the skin defect is closed with a full-thickness skin graft or flap. Grafts from auricula 

or nasal septum can be used in patients who underwent cartilage excision. Subtotal 

excision protects the underlying sebaceous glandular tissue and allows spontaneously re-

epithelialization. Complete recovery is provided within two or three weeks [22-25]. 

Spontaneous re-epithelialization after subtotal excision requires an uncomplicated surgery 

but carries a risk of recurrence [13].  

Results 

Rhinophyma is caused by the benign hypertrophy of sebaceous glands in the skin of the 

nose.It not only precludes the function of the nose, but also causes a cosmetic deformity. 

We performed a reconstruction procedure with a full layer of scalpel excision and full-

thickness skin graft and achieved a normal skin cover that is compatible with the skin 

around the face in an advanced rhinophyma case which expanded the whole nose. 

Functional and cosmetic results were satisfying. We wanted to share our case in the 

literature to give an idea about the guide followed in the treatment of rhinophyma.  
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