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Wry nose, or campylorrhinus lateralis, is a congenital deviation of the, nasal bones, vomer 

bone, maxillae, premaxillae, and nasal septum.1 Some investigators have speculated that inability of 
the uterus to expand to accommodate growth of the fetus may be responsible for the anomaly,2  
whereas others believe this anomaly to be heritable 3  

Most affected foals nurse without difficulty, but a severely affected foal may nurse 
ineffectively. A horse affected with wry nose may have dyspnea, the severity of which is correlated 
to the severity of septal deviation.  The cheek teeth wear abnormally because lateral excursion of the 
mandible is restricted. Horses with wry nose usually need little special care to survive, but horses 
severely affected may require a permanent tracheostomy to relieve severe dyspnea.1 Horses with 
severe deviation require radical surgical treatment to permit normal mastication, to resolve nasal 
obstruction, and to improve cosmesis.  Surgical treatment consists of excising the nasal septum and 
transecting the facial bones and stabilizing them in a more normal position 1  
The horse should be examined for associated congenital defects, such as cleft palate, that might 
make surgery unfeasible. The horse should receive antimicrobial therapy and a non-steroidal anti-
inflammatory drug before surgery. A cuffed endotracheal tube is inserted into a tracheostomy 
created before or after the horse is anesthetized. The facial region is desensitized, after the horse is 
anesthetized by anesthetizing the infraorbital nerves with a long-acting anesthetic agent. The horse 
should be administered a balanced electrolyte solution intravenously during surgery, Administration 
of blood is likely to be unnecessary.  

The following procedures are performed to correct the deformity: transection, realignment, 
and fixation of the premaxillae/maxillae; harvesting a section of rib for grafting at the site of the 
maxillary/premaxillary osteotomy; transection, realignment, and fixation of the nasal bones; and 
excision of the nasal septum. The bone graft should be harvested first so that it can be harvested 
aseptically, but the order in which the other procedures are performed is not critical. Less force is 
required to properly realign the facial bones if the nasal septum has been excised. If the nasal 
septum is excised last, loops of wire used to excise the septum could become ensnared on pins or 
wires used to anchor the facial bones, which may protrude inadvertently into the nasal cavity.  
Whether the graft is harvested with the horse in lateral recumbency or dorsal recumbency depends 
on which procedure follows the harvest.  The graft is harvested with the horse in lateral recumbency 
if excision of the nasal septum is the first procedure to be performed after the graft is harvested. The 
graft is harvested with the horse in dorsal recumbency if straightening the premaxillae/maxillae is to 
be the next procedure.  

A longitudinal incision is created over a rib located in the caudal half of the thorax. The 
incision begins at the costochondral junction and extends dorsally and through the periosteum, 
which is elevated circumferentially. A 2- to 4-cm section of rib is excised by using obstetrical wire 
or an oscillating bone saw. The section of rib is stored in sponges soaked in isotonic saline solution 
until it is used later as a graft.  
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To excise the nasal septum and straighten the nasal bones, the horse is positioned in lateral 
recumbency, with the concave side of the deformity uppermost and with the dorsal aspect of its 
head elevated 45o. The septum is excised with obstetrical wire by using a technique similar to that 
described by Doyle and Freeman 2005.4 To straighten the nasal bones, a longitudinal, curved, 
incision, centered over the point of maximum deviation, is made between the right and left nasal 
bones taking care not to incise the ligament connecting the nasal bones. The periosteum over each 
nasal bone is incised longitudinally, and its edges reflected. The nasal bones are transected at their 
point of maximum curvature with an oscillating bone saw. The gap created on the concave side of 
the deformity when the bones are realigned is eliminated by performing a wedge osteotomy on the 
convex side of the nasal bones, at the site of transection.  

The transected end of each nasal bone is fixed to its parent bone with a 6- to 12-hole, 2.7-
mm, dynamic compression plate or reconstruction plate using 6- to 8-mm long, 2.7-mm cortical 
screws. Fixing only one nasal bone to its parent bone stabilizes both nasal bones because they are 
attached firmly to each other by a ligament, but loss of fixation from loosening of the screws may 
result in collapse of both nasal bones. To decrease the likelihood of collapse of the nasal bones, each 
nasal bone should be fixed to its parent bone. The incision is closed in 2 layers. 

The horse is positioned in dorsal recumbency to straighten the premaxillae/maxillae. Its 
mouth is opened by inserting a wedge between the mandibular and maxillary dental arcades, and the 
upper lip is fixed to the skin of the bridge of the nose with towel clamps. A  longitudinal, incision, 
centered over the point of maximum deviation, is created at each interdental space. The incision 
extends through the gingiva and periosteum. After elevating the periosteum from the medial and 
lateral surfaces of the bone, the premaxillae/maxillae and palatine processes are transected though 
the incisions using an oscillating saw. The transected segment of the jaw is rotated toward the 
sagittal plane of the head until the premaxillary and mandibular incisors are aligned properly, and 
the graft is packed tightly into the gap created on the concave side.  

The transected segment of jaw is stabilized with a, 4- to 6-mm diameter Steinmann pin  
inserted dorsal to the interproximal space between the central and intermediate incisors on the 
convex side of the deformity and driven, using a high-speed drill,  through the transected segment of 
jaw into the ipsilateral maxillary bone. A similarly-sized pin or 2 to 3, 2-mm diameter Kirschner 
wires are inserted in similar fashion, through the graft into the maxilla on the concave side of the 
jaw. Anchoring the graft with 2 or more small wires, rather than one large pin, prevents the graft 
from rotating. Exit of a pin or wire into the nasal cavity is common.  

The pins and wires are cut flush with the gingiva and driven below the gingiva. The sites of 
gingival penetration by the pins and wires are left unsutured , and the gingival incision at each 
interdental spaces is closed with absorbable suture . 

The endotracheal tube is removed and replaced with a tracheostomy tube. The horse should 
receive antimicrobial therapy and a non-steroidal, anti-inflammatory drug for at least 5 days. 
Providing more potent analgesia is not usually necessary. The nasal packing and tracheostomy tube 
are removed the day after surgery. Removing the packing may be difficult if the packing becomes 
impaled on the point of a pin or wire inserted inadvertently into a nasal cavity. Staples or sutures are 
removed at 12 to 14 days. Pins and wires used to stabilize the premaxillae/maxillae are removed 
between 4 and 5 weeks, but most are spontaneously shed at about this time. Failure to remove the 
pins and wires may retard growth of one or both sides of the upper jaw. Plates used to stabilize the 
nasal bones are not removed.  

The time of anesthesia varies from 2 to 4 hours. Horses generally show no signs of severe 
discomfort after recovering from anesthesia. The age and size of the horse does not seem to affect 
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the ease of surgery or outcome. Postoperative complications include infection of tissue surrounding 
a plate ; collapse of nasal bones into the nasal chamber; sequestration of the bone graft; retardation 
or uneven growth of the premaxillae/maxillae resulting in brachygnathism or deviation of the 
premaxillae/maxillae; and production of abnormal respiratory noise at exercise caused by collapse 
of the alar folds or  the alar cartilages. This abnormal noise can be alleviated by excising the alar 
folds or by permanently elevating an alar cartilage with a non-absorbable mattress suture inserted 
through the lateral edge of the cartilage and tendon on the dorsal midline. 
 These techniques improve cosmetic appearance, permit normal prehension and mastication 
of feed, and provide sufficient respiratory capacity to permit horses to be used for their intended 
athletic purpose. The client should be informed before surgery that although the horse’s appearance 
after surgery is likely to be greatly improved, its appearance is unlikely to be normal. The owner 
should also be advised that additional surgery, such as removal of the alar folds, may be necessary 
to eliminate abnormal respiratory noise and to improve respiratory capacity. The owner should be 
advised of all other possible complications associated with the surgery.  
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