Proposal of a new surgical technique to
repair gauge earlobe defect

Nova proposta cirurgica para reparacdo de I6bulo de orelha apds o
uso de alargador

DOT: https://www.dx.doi.org/10.5935/5cd1984-8773.20201243741

ABSTRACT

Earlobes deformities caused by adornments and ornaments are prevalent. The use of plugs and
piercings in this topography generates a large partial cleft in the earlobes, which causes aes-
thetic and social damage when abandoning its use. The literature has already proposed several
surgical techniques to correct defects in the earlobes. This case report describes a new, simple,
and fast surgical approach, which had satisfactory aesthetic results in significant partial cleft
cases: the adapted "L-plasty" technique.
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RESUMO

As deformidades nos lobulos das orelhas causadas por adornos e ornamentos sdo muito comuns. O uso de
alargadores e piercings nessa topografia gera uma fenda parcial de grandes dimensdes, além do alongamento, o
que causa prejuizo estético e social quando no abandono de seu uso. Varias técnicas cinirgicas ja foram propos-
tas para a corregio de defeitos nos lobulos das orelhas. Nesse relato de caso, foi descrita uma nova abordagem
ciriirgica, simples, rapida e com resultado estético satisfatério nos casos de fenda parcial de grandes dimensaes:
a técnica em “L” adaptada

Palavras-chave: Deformidades Adquiridas da Orelha; Orelha Externa; Procedimentos Cinirgicos
Ortologicos; Procedimentos Cinirgicos Ambulatoriais

INTRODUCTION

Deformities acquired in the ear lobe through the use of
piercings, extenders, trauma, surgery, or aging are much more
frequent than congenital ones, observed in 1:1500 births.! The
acquired defects can be divided into partial or total cleft, when
the lobe separates into two or three ends. The total cleft correc-
tions are divided into two large groups: with or without preserv-
ing the earring orifice when a new orifice can be made after six
months of healing.?

There are several techniques for reducing and correcting
the earlobe, but most of them result in a scar on the anterior or
inferior portion of the lobes.! Historically, different techniques
have been proposed for auricular lobuloplasty. Miller first intro-
duced simple wedge excision to reduce the earlobe in 1925.3
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In 1954, McLaren suggested a slight scarring of the gap
edges and simple suturing of the margins. In 1961, Boo-chai*
proposed the excision of part of the cleft edges and suture below
the original orifice. Pardue, in 1973, developed the technique of
resection of the cleft edges, leaving a piece of skin on the upper
portion of one side to constitute the orifice of the lobe. Despite
trying to maintain the orifice, these two techniques favor the
formation of a gap in the lower margin of the lobe.

In 1975, Hamilton and La Rossa described a technique
similar to Pardue’s, associated with a zetaplasty in an attempt to
minimize the formation of the notch. Argamasso, in 1978, re-
ported a similar technique that left intact skin close to the orig-
inal orifice and, in each half of the lobe, created two triangular
details to suture them later.>® Harak, in 1982, proposed excision
of tissue on the anterior surface of one of the edges, followed by
excision of the same amount of tissue on the posterior surface
of the other edge.This technique also does not preserve the lobe
orifice.® Kalimuthu et al. proposed the “V” flap technique, in
which a “V” incision was made at the end of the lobe, followed
by de-epidermization at the medial edge, and another “V” in-
cision at the end of the lateral edge to fit after the suture.” Fa-
tah,® in 1985, and Fearon & Cuadros,” in 1990, presented the “L”
flap technique, which again does not preserve the lobe orifice.
At first, techniques that do not preserve the surroundings seem
safer.’

This report proposes a new surgical technique that is
simple to perform: the adapted “L-plasty” technique to correct
lobes with significant defects, such as those caused by gauge
ear-piercing use.

A 38-year-old man with no previous comorbidities re-
ported using an ear reamer for about ten years. He decided to
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abandon the ornament use and correct the defect for aesthetic
and self-esteem reasons. There was no interest in using orna-
ments again in the short term.

After studying the defect, we noted that the lobe had a
vertical elongation, requiring a reduction in this dimension for a
more aesthetic result (Figure 1).

We performed the procedure on an outpatient basis us-
ing local anesthesia with infiltration of lidocaine 2% without
vasoconstrictor in the ear lobes. An incision was made with a
scalpel blade number 11, simultaneously in the anterior and pos-
terior part of the lobe (Figure 2). The incision had a triangular
shape around the defect caused by the gauge ear piercing, divid-
ing the lobe into two halves (Figure 2). Then, we excised a frag-
ment from the lower border of the proximal lobe half. The other
intact half underwent a rotation of approximately 90° so that it
would fit correctly in the space left by removing the quadrangu-
lar fragment (Figures 2 and 3). The suture was performed with
5-0 mononylon (Figure 4). Micropore tape was used for the
primary dressing applied directly to the wound and secondary
dressing with gauze fixed with micropore tape for replacement.

RESULTS

The primary dressing remained for seven days. The pa-
tient was reviewed on the 14th and 60th day after the operation
(Figure 5).

As a final result, we observed a shortening of the lobes
compared to the preoperative period, a small central scar, no
gap in the area corresponding to the suture in the lower region
of the lobe, a round shape, and a final natural appearance. The
patient was satisfied with the outcome.

FIGURE 1: Preoperative: partial cleft and
lobes with vertical elongation
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FIGURE 2: Schematic illustration of the
adapted "L" technique:

1. Lobe with partial cleft and vertical
elongation.

2. Triangular incision around the
defect.

3. Removal of a small rectangular
fragment from the proximal half of the
defect.

4 and 5. Distal half pulled up and
forward.

6. After suturing and correction of the
defect resulting in shortening of the
lobe

DISCUSSION

The earlobe is a crucial structure of the face, with several
causes and/or changes requiring surgical correction.

Auricular lobuloplasty is performed to correct clefts in the
earlobe, congenital deformities, aging, keloid formation, or auric-
ular tumors. 19 The satisfaction rate related to the results of lob-
uloplasty is about 92% to 100%.11:12 Good local vascularization
allows the surgeon greater freedom in manipulating local tissues
for making flaps and overlapping them, if necessary."” The rate of

FIGURE 3: Perioperative: final aspect
of the defect after performing the
adapted "L" technique

postoperative complications is low, around 0 to 33.3%. The re-
ported complications were hypertrophic scar, depressed scar, wide
scars, recurrence of the cleft, and surgical wound infections.'*'>
The use of ornaments and jewels in this topography has
been traditional throughout the centuries and cultures. Cur-
rently, this trend continues. Also, a study showed that individuals
with gauge ear-piercing deformities in the earlobes are more

prone to negative image effects. These findings corroborate pa-
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tients” motivation to seek correction for these conditions.'

Consequently, there is a high demand for specialized
treatments for aesthetic earlobe correction.’

Many techniques have already been described, including
direct suture, zetaplasty, lobe correction rhytidoplasty, “V” flaps,
“L” flaps, and others that use combined techniques or a variation
of these, as in the case reported, which describes the adapted “L”
technique.®
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FIGURE 4: Immediate postoperative:
simple suture with 5-0 mononylon

FIGURE 5: 2 months after the procedure

The lobe size and the cleft type should be considered
when choosing the best surgical option: partial, typically bilateral
and associated with the prolonged use of heavy ornaments, as
in the case shown; and complete, usually unilateral, and occurs
when the adornment is pulled abruptly.>® Given the existing
surgical possibilities, the choice is generally for the technique
that makes the lobe more similar to the original, with a rounded
shape, no indentations or unevenness. If the orifice is performed,
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it must be centered.?

In the case presented, we reported a modified technique
for reducing and remodeling the earlobe. The L-plasty® divides
the lobe into two parts by an “L” incision in both the distal and
proximal halves.

In the adapted “L” technique, the lobe was divided by a
triangular incision around the defect, dividing it into two halves.
A small quadrangular fragment was excised from the lower bor-
der of the proximal lobe half, and the other half remained intact.
It was pulled upwards and forwards (Figure 2), resulting in a fit
in the space left by removing the quadrangular fragment. This
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