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 Nasal dorsal augmentation is popular among Asian population compare 

with Caucasian where they more towards reduction and corrective 

rhinoplasty. The implants can be autografts (derived from the patient’s 

own tissues); homografts (derived from tissues obtained from a different 

donor of the same species) and alloplasts (implants that are either 

semisynthetic or entirely synthetic). We present a case of infected 

cosmetic nasal implant in a 35-year-old female. She presented with nasal 

pain and discharge which started with nasal tip discomfort and redness 

almost 6 months with history of nasal surgery for one year. After she 

failed to response to multiple courses of antibiotics, a computed 

tomography revealed a nasal prosthesis at the nasal dorsum with possible 

sign of infection. Due to COVID-19 pandemic, there was delay seeing 

specialist for revision rhinoplasty. Later the nasal implant was removed 

under general anaesthesia by an otorhinolaryngologist considering the 

delay with the risk of ascending infection to cavernous sinus and 

osteomyelitis. The clinical features, imaging and urgency to be treated 

were reviewed. 
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1. INTRODUCTION 

Rhinoplasty is one of the most common cosmetic surgery done which change, correct or repair the nose that 

intends to improve individual’s appearance. Nasal dorsal augmentation is popular among Asian population 

compare with Caucasian where they more towards reduction and corrective rhinoplasty. The implant can be 

from autogenous tissue such as cartilage, bone, dermis or fat grafts. It is preferred than alloplastic implant 

because it can readily fuse into the beneficiary site, but donor-site morbidity (e.g., pneumothorax from rib 

harvest), longer operative times, and the potential for contour change over time limit it usage [1]. There are 

many choices available for alloplastic implants such as silicone, expanded polytetrafluoroethylene (Gore-

Tex), and porous high-density polyethylene (Medpor) [2]. Their usage is intended to avoid donor-site 

morbidity and decreasing operative time3, but the safety and efficacy of it need further research. 
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2. CASE REPORT 

A 35-year-old previously healthy female presented to the otorhinolaryngologist (ORL) with nasal pain and 

discharge which started with nasal tip discomfort and redness for almost 6 months. She gave a history of 

cosmetic nasal surgery one year ago and had no complications until now. She had multiple courses of 

antibiotics including intravenous 3rd generation cephalosporins. However, referral to ORL or to contact and 

reach her original nasal cosmetic surgeon was delayed due to the COVID-19 pandemic. She was continued 

to be treated by family doctors and emergency physicians. Eventually she was seen by ORL and computed 

tomography scan (CT) was requested which showed a nasal prosthesis in place at the nasal dorsum and 

possible prosthesis infection, suggested by fat stranding (Figure 1). 

 

 
Figure 1: The axial cut of CT nose showed nasal prosthesis in place with fat stranding. 

 

A referral was made to facial plastic surgeon for revision rhinoplasty. Again, there was a delay in seeing the 

specialist due to travel restrictions and self-isolating rules. In the meantime, the patient developed 

serosanguineous discharge from the nasal tip. A pus swab was sent and the culture showed scant growth of 

Methicillin-resistant Staphylococcus aureus (MRSA). Subsequently nasal discharge formed a sinus tract 

and foul-smelling discharge was evident. Repeated culture and culture-directed antibiotic did not improve 

the condition. The nasal tip discharge continued with redness and pain around the nasal bulb (Figure 2). 

There were absent of systemic signs of infection. 

 

 

https://www.teikyomedicaljournal.com/


   ISSN: 03875547 

Volume 44, Issue 05, October, 2021 

  

2017 
 

Figure 2: Swollen nasal tip with ulcerated nodule containing serosanguineous discharge. 

 

Repeated cultures showed continuing presence of MRSA growth. Since the chronic infection has past 

almost 4 months and failure of conservative measures to curtail the infection. We decided to remove the 

prosthesis in the operative room. She was placed on Doxycycline 100mg OD medication. 

 

An informed consent was obtained outlining the potential need for revision or staged surgery for cosmetic 

reasons, lack of projection and failure to remove the implant in full due to intra operative fracture of 

implant. 

 

Under general anaesthesia (GA) the implant was accessed via the sinus tract and there were significant 

adhesions to soft tissue envelope of the nose. Intra operatively, it was difficult to mobilize the implant at the 

nasal bone level, it made to wonder whether there was any osteo-integration of the implant. Eventually the 

implant was delivered in one piece with minimal bleeding (Figure 3). 

 

 
Figure 3: The implant removed successfully in one piece. 

 

The wound was washed thoroughly with antiseptic solution and a small, improvised catheter was placed in 

the wound bed and secured to the columella for post op irrigation with Betadine. The sinus opening at the 

nasal tip was closed with one single suture. The Betadine irrigation was continued for 48 hours, catheter 

was removed after and patient was discharged with follow up. 

 

The implant was sent for culture and specimen were sent also for fungus, gram stain and mycobacterium. 

The implant culture grew Serratia marcescens. She made good cosmetically satisfactory recovery with 

disappearance of her symptoms (Figure 4) and expressed no desire for implant re-insertion revision surgery. 
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Figure 4: Post-operative after removal of infected nasal implant. 

 

3. DISCUSSION 

For a quite some time, alloplastic nasal implants have been utilized in rhinoplasty, but their use remain 

controversial. The most common alloplastic implants used in rhinoplasty are polymeric silicone, expanded 

polytetrafluoroethylene (ePTFE; Gore-Tex, W.L. Gore and Associates Inc., Flagstaff, Arizona, USA), 

porous high-density polyethylene (pHDPE; Mepor, Porex Technologies, Fairburn, Georgia, USA), and 

polydioxanone plate (PDS Flexible Plate, Johnson & Johnson Company, Langhorne, Pennsylvania, USA) 

[4]. 

 

The choices of the implants to be use is crucial as the indications is vary from correction of traumatic or 

developmental abnormality, to improve functionally or cosmetic enhancements. The usual goal of the 

implant is to avoid complications and produce long term patient satisfactions. 

 

The complications vary and depends on which type of implants usage. They include movement/contour 

irregularities, infection/seroma, extrusion or inadequate augmentation [4]. Infection is a universal potential 

complication of an implant, as occurred in our case. The most common organism is Staphylococcus sp.; 

however, Proteus and Escherichia coli infections have also been reported in the literature following 

rhinoplasty [5]. 

 

The swab culture from the nasal tip serosanguineous discharge from our case also showed scant growth of 

Staphylococcus, unfortunately it was MRSA thus makes it difficult to treat with usual penicillin- related 

drugs. Treatment of MRSA at home usually includes a 7-to-10-day course of an oral antibiotic such as 

trimethoprim-sulfamethoxazole (brand name: Bactrim), clindamycin, minocycline, linezolid, or 

doxycycline. For our case we choose oral doxycycline 100 mg daily. 

 

The decision to remove an infected implant is a controversial one. The overwhelming majority of facial 

implants used have a fairly low rate of infection and rarely require removal [2]. However, in our case we 

decided to remove the prosthesis as we felt that the risk of ascending infection to cavernous sinus and risk 

of osteomyelitis to facial bone is a real threat. 

 

It was justified that this procedure needs to be undertaken by general ORL as the wait to see a facial plastic 

surgeon may place the patient in adverse situation with above complications. Later revision surgery may be 

needed for her. Many experts recommend to wait from 6 to 12 months post removal of the alloplast as to 

achieve a sterile surgical bed [6]. 
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4. CONCLUSION 

This case illustrates the health impact caused by COVID-19 pandemic preventing or delaying access to 

expert health care. The hospital restriction and prioritizing health service is a major factor but also the 

quarantine rules between province or state also played a part. 

 

We should not lose sight of dealing with common emergencies such as infection and abscess. We should 

take the opportunity to practise our learned skills in common procedures. Lack of confident arises when 

there is lack of practice. We should take up the opportunity to keep up with our basic skills in all aspect of 

our speciality. 
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