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Secondary correction of prominent ears with 
closed otoplasty
Correção secundária da orelha em abano com otoplastia fechada

ABSTRACT
Prominent ears are a common congenital deformity, affecting around 5% of the population, in addition 

to harming self-esteem and psychological well-being. To report a case of closed otoplasty in a 37-year-old 

patient who was dissatisfied with the results of an open otoplasty performed in childhood, with recur-

rence and erasure of the antihelix. The closed, incisionless technique was performed with local anesthesia 

and Mustardé percutaneous sutures, creating the antihelix with no need for incisions. The procedure 

was performed in an outpatient setting, with sutures buried under the skin and no apparent stitches, 

followed by the use of an immobilization bandage at night for 2 months. The surgery was completed in 

approximately 30 minutes per ear, with no complications. The patient reported mild to moderate pain in 

the first few days, which was relieved with analgesics. No complications, such as hematomas or keloids, 

were observed at the 2- and 24-month follow-up visits. The patient was highly satisfied with the aesthetic 

result and modeling of the antihelix. Closed otoplasty proved to be an effective and safe alternative for 

correcting prominent ears, with significant aesthetic and psychological benefits. It is suitable for cases of 

mild to moderate deformity.

Keywords: Surgery, Plastic; Anesthesia; Minor Surgical Procedures.

RESUMO
A orelha em abano é uma deformidade congênita comum, afetando cerca de 5% da população, além de prejudicar a 

autoestima e o bem-estar psicológico. Relatar um caso de otoplastia fechada em uma paciente de 37 anos, insatisfeita 

com o resultado de uma otoplastia aberta realizada na infância, com recidiva e apagamento da anti-hélice. A técnica 

fechada, sem incisão, foi realizada com anestesia local e suturas percutâneas Mustardé, criando a curva anti-helicoidal 

sem necessidade de incisões. Procedimento realizado em ambiente ambulatorial, com suturas enterradas sob a pele e 

sem pontos aparentes, seguido de uso noturno de faixa para imobilização por 2 meses. A cirurgia foi concluída em cerca 

de 30 minutos por orelha, sem intercorrências. A paciente relatou dor leve a moderada nos primeiros dias, aliviada 

com analgésicos. Não foram observadas complicações, como hematomas ou queloides, nos retornos de 2 e 24 meses. A 

paciente apresentou alta satisfação com o resultado estético e modelação da anti-hélice. A otoplastia fechada mostrou-se 

uma alternativa eficaz e segura para correção de orelhas proeminentes, com benefícios estéticos e psicológicos significati-

vos, sendo adequada para casos de deformidade leve a moderada.

Palavras-chave: Cirurgia Plástica; Anestesia; Procedimentos Cirúrgicos Menores.
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INTRODUCTION
Prominent ears are the most common congenital defor-

mity of the outer ear, affecting approximately 5% of the general 

population. A harmonious face goes far beyond skin care alone. 

Correcting prominent ears to their ideal anatomy makes all the 

difference in improving the appearance of the face, in addition to 

alleviating psychological issues, boosting self-esteem, and increa-

sing self-confidence. Several authors have described techniques 

for treating prominent ears. Prominent ears are mainly caused 

by the absence of an antihelix and/or conchal hypertrophy and 

anterior rotation of the lobe. More than 200 techniques have 

been suggested to surgically correct prominent ears. The exis-

tence of so many approaches highlights that no single technique 

can correct all cases and that new techniques and modifications 

will continue to be developed. There are 3 main groups of sur-

gical techniques used to correct prominent ears: cartilage-cut-

ting techniques (CCT), cartilage-sparing techniques (CST), and 

incisionless or closed techniques. Mustardé
1
 and Furnas

2
 were 

pioneers in the use of concha-scapha and concha-mastoid su-

tures with little or no cartilage incision, forming the basis for 

incisionless otoplasty, which inspired Fritsch
3
 and Peled

4
 to des-

cribe the incisionless otoplasty technique, in which permanent 

sutures are used to recreate the antihelix, placed percutaneou-

sly and buried through the needle holes along the way, making 

surgical treatment more versatile, simpler, and safer. In recent 

years, there have been increasing requests for minimally invasive 

methods to perform otoplasty. The reasons behind this develo-

pment are the search for methods to minimize invasive surgical 

techniques and, on the other hand, to reduce postoperative risks, 

including hematoma and increased scarring. Peled
4
 published 

the idea of knifeless otoplasty and Fritsch
3 
described incisionless 

otoplasty in 1995. Fritsch applied his technique to prominent 

ears, a suture-only technique, creating a new antihelix fold with 

horizontal mattress sutures placed percutaneously and subcuta-

neously. A modification of this technique is described by Peled as 

“incisionless otoplasty,” combining a suture technique similar to 

Fritsch’s with blind puncture of the anterior antihelix through a 

small skin incision in the anterior tail area of the antihelix. Ser-

dev
5
 stated that “Serdev Suture

®
 transcutaneous closed approach 

lifts encompass the main concept of suspension and/or sutu-

re repositioning.” Nikolay uses a Deschamps aneurysm needle 

(30G), which is more traumatic than the custom curved syrin-

ge needle (28G) used in the reported technique. Both needles 

could be used to pass sutures and score the cartilage. Merck
6
 

adopted Peled’s method with modification of the guide wire, 

dorsal placement of the knots, and no cartilage processing, but 

this technique, 4 in 1 mattress suture to fold the poorly defined 

antihelix, did not correct other ear deformities such as conchal 

hypertrophy or concha-mastoid angle. The choice of surgical 

technique should be customized for each patient according to 

a meticulous preoperative evaluation. Therefore, we report the 

case of a 37-year-old female patient who had previously under-

gone open otoplasty at the age of 7. Even so, she was still dissa-

tisfied, as the open surgery did not provide complete correction 

of the prominent ear. We opted for a secondary approach using 

the closed otoplasty technique to treat the antihelix.

METHODS
The closed otoplasty technique consists of a closed 

surgical approach to correct prominent ears. We perform tu-

mescent anesthesia to promote anterior and posterior displa-

cement of the cartilage, performing permanent percutaneous 

subcutaneous horizontal nonabsorbable sutures via the ante-

rior approach and no incision. Percutaneous Mustardé mattress 

sutures are appropriately placed, forming the antihelix. To en-

sure that each suture is buried under the skin, the needle must 

re-enter the skin at the exact point where it exits. (Figure 1) 

The main indication is to correct the changes that caused the 

antihelix of the auricle to disappear without the need for in-

cisions. After undergoing anamnesis, the selected patient, in an 

outpatient setting, with no need for sedation or general anes-

thesia, underwent rigorous antisepsis and placement of dispo-

sable sterile drapes. A surgical pen with a fine/thick double tip 

Figure 1: Principle of closed otoplasty: whenever the suture 
needle enters, it must exit the skin between the surface 
and the perichondrium through the same puncture site and 
needle tract
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and methylene blue ink was used to mark the new antihelix, 

and 3 marks were made. The anesthesia injected into the an-

tihelix was a 1% lidocaine solution with 1/200,000 adrenaline, 

achieving adequate blanching and distribution of the solution 

in the anterior and posterior aspects of the ear, with one of 

the objectives being the expansion and displacement of the 

skin from the cartilage. A 10-minute wait was observed bet-

ween the application of the anesthetic in order to increase the 

efficiency of the vasoconstrictive action. A 22G hypodermic 

needle is then used on the previous markings to percutaneou-

sly mark the cartilage at the level where the antihelix fold is 

to be created, being placed percutaneously following a type 

of horizontal Mustardé mattress suture, which we numbered 

points 1-2-3-4, to recreate the antihelix fold and reduce the 

prominence of the concha. The first point was transfixed into 

the skin of the posterior surface of the auricle at point 1 and 

passed through the subcutaneous tissue, emerging in the skin at 

mark 2. It then re-entered the same puncture site, now trans-

fixing the cartilage deeply, going to point 3, emerging at 3, 

re-entering the same puncture site, and going to point 4 in the 

subcutaneous tissue. It exits at point 4, passes the suture deeply 

through the cartilage, without exiting the skin anteriorly, con-

tinuing to point 1, closing the suture, and ending by cutting the 

knot. Transfixing only the skin, it returns to the initial region, 

forming a “rectangular design,” Mustardé U-shaped sutures  

(Figure 2) and (Figure 3). It is important to note that the suture 

needle always enters and exits the skin between the surface and the 

perichondrium through the same puncture site and needle tract  

(Figure 1). Transfixation of the subdermal needle to hide the 

stitch and cut close to the skin. Note the positioning and pos-

terior displacement of the auricle and formation of the new 

antihelix. We performed 2-3 sutures in the posterior region 

and in the anterior region along the erased antihelix. Com-

pressive gauze and sterile micropore tape were inserted into 

the dressing. This technique does not involve skin resection, 

scraping, or incisions in the cartilage, nor does it leave visible 

stitches or require stitch removal. Postoperatively, the use of 

bandage is recommended to immobilize the ear against the 

head to prevent accidental folds, only at night for 2 months. 

Follow-up was performed through photos and patient visits to 

assess changes and complications, such as recurrence and in-

fections, at 15 days, 2 months, and 24 months. The entire pro-

cedure is performed with a minimally invasive needle. For this 

reason, complications are minimized, as no dissection planes or 

skin flaps are created, nor is there any skin resection, scraping, 

or incisions in the cartilage, nor are there any visible stitches, 

and no need for stitch removal. Postoperatively, the use of ban-

dage is recommended to immobilize the ear against the head 

to prevent accidental folds, only at night for 2 months. For this 

reason, postoperative care is minimal.

Figure 2: Marking where the new Mustardé U-shaped 
sutures will be made on the erased antihelix, to create the 
new curvature in the cartilage

Figure 3: Demonstration of the technique (beginning in the 
posterior region, where 4 marks are made to perform Mus-
tardé’s U-shaped suture. The procedure is initiated at point 
1, an entry puncture is made with a 22G needle, the black 
3.0 nylon suture is inserted into the subcutaneous tissue 
at mark 1, exits with the needle at 2, enters the same exit 
puncture as 2, passes the surgical thread deeply through 
the cartilage, exits at 3, enters the same exit point at 3, 
now passes the suture thread into the subcutaneous tissue, 
exits at 4, enters the same exit point, now passing the su-
ture deeply into the cartilage, without transfixing the skin 
in the anterior portion, and closes the suture at 1, finishing 
with surgical knot amputation)
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RESULTS
The otoplasty was performed with no incisions and, the-

refore, no scars, with a mean operative time of 30 minutes per 

ear. The entire procedure was performed with local anesthesia 

and no sedation. The patient reported mild to moderate pain in 

the first 3 days postoperatively, which was alleviated with anal-

gesics. Healing ointment was applied to the wire entry sites for 

15 days, and oral antibiotics were prescribed for 7 days. At the 

2-month follow-up, no complications or adverse events such as 

ecchymosis, edema, necrosis, hyperesthesia, keloid, recurrence, 

exposure of stitches, or asymmetry were observed. Good mode-

ling of the antihelix was observed even after 24 months, and the 

patient was very satisfied.

DISCUSSION
There are more than 200 techniques for correcting pro-

minent ears. The main treatment is to correct the hypertrophic 

concha and shape the antihelix. In 1992, Fritsch modified the 

techniques from open to closed otoplasty. This surgical treatment 

provides many advantages for patients and surgeons due to its 

lower risk of complications and minimally invasive approach to 

correcting the ears. This new surgical approach has simplified 

otoplasty and made it more versatile in treating a wide range of 

ear deformities, especially those requiring antihelix correction. 

This study reports a secondary surgical case using the closed 

otoplasty technique in a 37-year-old female patient who had 

previously undergone unsuccessful open otoplasty surgery. At 

the time, the patient did not seek repair of the open otoplasty 

surgery because she had experienced trauma from the surgery 

in childhood, had experienced severe pain for 3 months, and 

had edema in her ear. She learned about this new approach and 

sought clarification. During the consultation, the patient was 

wary of the new surgical approach, but as her prominent ears 

still bothered her, it was explained to her that it would be a dif-

ferent technique, which reassured her, making her feel safe and 

satisfied. A new surgery was scheduled, now secondary with a 

closed approach. No complications occurred during the surgi-

cal procedure, and postoperatively, the patient only experienced 

pain within 24 hours of the procedure, which was resolved with 

analgesics. The results were evaluated subjectively after 15 days, 

2 months, and 24 months, using preoperative and postoperative 

photos (Figures 4, 5, and 6), and the patient was very satisfied. 

(Figure 7)

CONCLUSIONS
We believe that different ear deformities should be cor-

rected by different techniques, thus providing greater natural-

ness and harmony to overall appearance. The closed otoplasty 

technique is not a solution for all types of prominent ears, but 

rather for the correction of antihelix erasure, mainly in mallea-

ble cartilage with no conchal hypertrophy. This is a conservative 

procedure, easy to perform, easily reproducible, with low pa-

tient discomfort, and relatively no major complications. It has 

Figure 4: Before performing secondary open otoplasty 
repair and immediately after antihelix correction using the 
closed otoplasty technique, i.e., incisionless

Figure 5: Lateral view of the ear before closed otoplasty 
and immediately after closed otoplasty

Figure 6: Postoperative results 2 months after closed oto-
plasty
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excellent applicability in all age groups. Otoplasty goes beyond 

facial aesthetics. It is a procedure that promotes the patient’s wel-

l-being, restoring their self-esteem, self-confidence, and quality 

of life. Considering the benefits of a rapid and painless postope-

rative period, incisionless otoplasty clearly represents a valuable 

tool for promoting the individual’s overall health. This technique 

is intended to be another asset in the arsenal of dermatological 

surgery. l

Figure 7: Postoperative results 24 months after closed 
otoplasty
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