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ABSTRACT

There are many techniques that aim to corvect lop ear; a very common deformity. All of them seck to corvect
the scapho-conchal angle and to reduce the conchal portion size, positioning the fiee bovder of the auricle
uniformly regarding its incision into the skull.

Our technique was first published in 1969, and its originality consisted in the detachment of the posterior
perichondrium from the ear cartilage. Based on Ely, McEvitt and Luckett’s principles four meridian inci-
sions were performed in order to obtain 3 strips that, once superposed, created a vounded shape anthelix. By
shortening the pevichondrium, it was possible to maintain the new angle because the cavtilaginous memory
had been broken by such incisions.

Nowadays, advances in surgical equipment (detacher and special abrasive scratches for the auricle) the
technique was simplified by the abolishment of the cartilaginous strips.

Using an auricle detacher we create a tunnel in the posterior face of the cartilage along the entire stretch of
the anthelix. Through a small incision in the cartilage the scratcher is introduced performing debridement
maneuvers in the anterior face of the cartilage to break its memory. As in the previous technique, the poste-

rior perichondrium of the ear was properly detached; by suturing with absorbable stitches it is possible to

shorten the perichondrium maintaining the ovtho-positioning of the anthelix in the entive extent of the

auricle: upper pole, medium portion and lobule.
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INTRODUCTION

Lop ear is a deformity that arises from an abnormal
development of the auricle, being characterized by
many anatomostructural changes, among which:

1. Increase of the scapho-conchal angle.
2. Erasing of the anthelix.

3. Repellence of the auricle free border of the
skull.

4. Increase of the conchal portion.

Aesthetical surgery for this deformity was first re-
ported in the XIX Century. In 1845 Dieffenbach'”
preconized the correction of this deformity simply
by the excision of the retroauricular skin. Elv' in
1881, Monks?* in 1891 and Cocherill'® in 1894 rec-
ognized that the cartilaginous conchal portion should
be excised, as published by Morestin®* in 1903 and
Luckett*” in 1910, who firstly paid attention to the
scapho-conchal angle, considering it the main ele-
ment in the correction of the deformed auricle.

Later, Baxter® in 1942 , McEvitt'®® in 1947 and
Barsky'" in 1938 improved the principles established
by Luckett. More recently Converse”™® in 1938,
Tanzer®”, Mustardé®”® and Sperli®*3* in 1969 in-
troduced modifications in their own techniques with
great contribution to the treatment of the lop ear.

TECHNICAL COMMENTS

Modern techniques, as far as properly employed, have
satisfactory results. However, not all of them cover
all the essential needs for the correction.

Note that:

¢ Few techniques intend to dissect and front
the anatomical elements.

€ The anthelix shape is not always satisfactory.

4 Little attention has been paid to the ortho-
pedic maintenance of the scapho-conchal
angle.

L 2 Relapse is not uncommon.

€ Unsatsfactory results, in most extreme cases,
lead to secondary deformities such as “ear-
phone”, where the upper pole and the lob-

ule remain distant from the skull, as long as
the auricle’s medium portion approaches.

€  The retroauricular sulcus may be wiped out
due to excessive skin removal.

Fig. 1 - Marking details and surgical steps of our previous tech-
nique.
Fig. 1 - Detalhes demarcatorios e passos civiérgyicos da técnica anterior:

Fig. 2 - Principle of perichondrial shortening by approaching both
borders of the derached perichondrium.

Hpg. 2 - Principio do encurtamento pericondrial através da aproxima-
¢do das duas bovdas do pevicondrio descolado.

| 7
| q

Fig. 3 - Scheme illustrating the Tﬁg 4 - Marking of the pos-
marking of the anthelix in the terior skin meridian of the
anterior face of the auricle, with auricle (scheme).

transfixing of the needles to the Fig. 4 - Demarcagéo do fuso
posterior face. de pele da face posterior do
Fig. 3 - Esquema demonstrando a  pavilhao auricular (esque-
demarcagio da anti-hélix na face  ma).

anterior do pavilhdo auricular, com

transfixagdo de agulhas para a face

posterior:
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Fig. 5 - Needles transfix the ear through Fig. 6 - Schematic representation
18 posterior face allowing the projection  of the perichondrial incision until
of the anterior face marking into the carti- it reaches the cartilaginous plane.
laginous and perichondrial planes. Fig. 6 - Esquema demonstrando a
Hg 5 - Agulbas transfixando a ovelba até  incisdo do pericondrio, até se atingir
sua face posterior; permitindo a transposicio o plano cartilaginoso.

da marcagio da face anterior para os planos

cartilaginoso ¢ pericondrial.

Figs. 7a & 7b - Derachment of the auricle’s posterior perichondrium, showing
the neat cartilage.
Figs. 7a e 7b - Descolamento do pericindrio posterior do pavilhao, expondo a cartila-

gem limpa.

Fig. 8 - Detachment of the anterior cartilaginous
plane of the ear. Approximately 8 mm wide, using
an appropriate cartilage detacher.

Fig. 8 - Descolamento do plano cartilaginoso anterior
da orelha, numa laygura de aproximadamente 8 mm,
utilizando o descolador proprio de cartilagem.

¢ Inafew techniques, in which strings
are left transfixed in the cartilage, there
may be relapse by the section of the
cartilage due to its excessive traction.

€ In some cases we can find chondritis
caused by the presence of stitches in
the cartilage. However, this is a tran-
sitory complication.

PREVIOUS CONDUCT

After an extensive bibliographic review we
looked forward to applying certain basic
principles of surgical technique and me-
chanics to employ a technique that has been
emploved in our service for 26 years with
a long term follow-up.

The original technique (Fig. 1) consisted
of classical ear surgery principles and the
following additions:

1. The anthelix 1s marked in the ante-

rior face of the auricle using methyl-
ene blue or green stain pen.

2. Marking of the skin meridian at the
retroauricular sulcus. It can be as long
as necessary.

3. Incision of the previously marked

auricle’s posterior skin (meridian).

4. Removal of the meridian by means
of a thin skin laver.

o

Placement of needles through the au-
ricle according to the previous mark-
ing of the anthelix.

6. The points of the transfixed needles
are drenched with methylene blue or
green stain pen. The needles are re-
moved through the anterior face of
the auricle. This maneuver transfers
the ink into the structure of the peri-
chondrium and cartilage.

7. Incision of the perichondrium until
it reaches the cartilage, along the me-
ridian area marked with the stain.

8. Detachment of the posterior peri-
chondrium from the auricle, expos-
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10. Removal of the cartilaginous conchal por
9. Four meridian incisions are made in the car- F]()Y-Lr Smr{lf‘g & th? l-mm ot e m‘tcrn-::
¢ R ‘ Aol at ; e incision. This meridian must be as wide a
tllagg, parallel to thc_mnrkmg. With this we T ——
obtain three cartilaginous strips, measuring '
2 mm wide each.

ing the neat cartilage.

11. Double breasted suture of the perichon

Fig. 9a - Scheme of the scratching of the Fig. 9b - Scratching of the cartilaginous ante-
anterior face of the auricular cartilage aim-  rior face in the entire marked region.

ing to weaken and “break”™ the cartilaginous Fig. 96 - Raspagem da fiace antevior da cartilagem
memory. em toda extensdo demarcada.

Fig. 9a - Esquema da raspagem da face ante-

rior da cartilagem auricular, visando seu

enfraquecimento ¢ “quebra” da mola

cartilaginosa.

Figs. 10a & 10b - Double breasted suture of the ear posterior perichondrium in order to
shorten the perichondrium, positioning the auricle in its definitive position and keeping the
scapho-conchal angle corrected. Final suture of the shortened retroauricular perichondrium.

Figs.10a ¢ 10b - Sutura do pericondrio posterior da orelba em jaguetio. Dessa maneira, encurta-se
o pericondrio, posicionando o pavilbio em sua posigio definitiva ¢ mantendo o angulo escafo-conchal
corvigido. Sutwra final do pericondrio vetro-auvicular devidamente encurtado.

Fig. 11c - Semi-compressive curative with

Fig. 11a - Repositioning of the corrected  Fig. 11b - Normal stabilization of the au-

auricle. ricle. gauze support.
Fig. 11a - Reposicionamento do pavilhdo cor-  Fig. 11b - Estabilizagdo normal do pavilbdo  Fig. 11c - Curativo semi-compressivo, com
rigido. auricilar suporte de gaze.
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ricle must be in its definitive position.

ing the anterior face of the auricle and
just passing by its border to the poste-
rior face.

SENT CONDUCT

idering the recent evolution of surgical in-
ents and the refinements of micro-abra-
es, we decided to abolish the confection of
cartilaginous strips in benefit of the slender of
cartilage in the entire extent of the anthelix.
tion in the technique as follows:

1. Anthelix is marked in the anterior face
of the auricle using methylene blue or
stain pen (Fig. 3).

2. Skin meridians are marked at the height
of the retroauricular sulcus, being wider
or thinner as necessary (Fig. 4).

3. Inasion of the previously marked pos-
terior skin meridian.

4. Removal of the skin meridian.

5. Placement of needles transfixing the
auricle, according to the anterior mark-
ing of the anthelix (Fig. 5).

6. The points of the transfixed needles are
drenched with methylene blue or green
stain pen. The needles are removed
through the anterior face of the auricle.
This maneuver transfers the ink into the
structure of the perichondrium and car-
tilage.

7. Incision of the perichondrium untl it
reaches the cartilage, along the merid-
1an area marked with the coloring (Fig.

6).

8. Detachment of the posterior perichon-
drium from the auricle, exposing the
neat cartilage (Fig. 7).

drium, shortening it as necessarv. The au-

12. Skin suture, with special attention to embed
the suture in the auriculotemporal angle to
avoid erasing of the retroauricular sulcus.

Placement of a thin layer of plaster, contour-

9. Detachment of the cartilage from the ante-
rior skin of the auricle, measuring approxi-
mately 8 mm wide. Use an appropriate car-
tilage detacher (Fig. 8).

10. Scratching of the anterior face of the carti-
lage, along the entire marked region. Use a
special ear cartilage rasp (Fig. 9).

Figs. 12a & 12b - Patient 1: Anterior view, pre and postoperative.

Fig. 12a ¢ 12b - Paciente 1: pré e pos-operatorio, vista antevior:

Figs. 12¢ & 12d - Patient 1: Profile view; pre and postoperative.

Fig. 12¢c ¢ 12d - Paciente 1: pré e pos-operatorio, vista lateral.

Figs. 12e & 12f - Patient 1: Posterior close-up view, pre and postop-
erative.

Fig. 12¢ ¢ 12f - Paciente 1: “Close-up” pré e pos-operatdrio posterior:

‘Rev. Soc. Bras. Cir. Plist. Sdo Paulo v13 n.3 p. 7-18 sep

/dec. 1998 11



Revista da Sociedade Brasileira de Cirurgia Plastica

11. Removal of the cartilaginous conchal por-
tion meridian when necessary.

12. Double breasted suture of the perichondrium
to shorten it whenever necessary. The auricle
is now placed in its definitive position (Figs.
10a & 10b).

13. Skin suture.

DISCUSSION

The adequate skin removal preserving the perichon-
drial plane propitiates the detachment of a thick peri-
chondrium that once shortened will keep the auricle
in its new position.

The detachment of the perichondrium is very easy

Figs. 13a & 13b - Patient 2: Anterior view, pre and postoperative.

Fig. 13a ¢ 13b - Paciente 2: pré e pds-operatorio, vista anterior.

Figs. 13c & 13d - Patient 2: Posterior view, pre and postoperative.

Fig. 13c ¢ 13d - Paciente 2: pré ¢ pos-opevatirio, vista posterior.

Figs. 13e & 13f - Patient 2: Profile close-up view, pre and postopera-

tive.

Figs. 13¢ ¢ 13f - Paciente 2: “Close-up” pré ¢ pos-operatorio lateral.

and must be performed with a delicate scalpel or scis-
sors to an extent necessary to free the posterior face
of the cartilage.

Then a 5 mm incision is made in the marking of the
future anthelix. Through this incision the anterior face
of the cartilage is detached using an auricular detacher.

Once derached, the entire extent of the anterior carti-
lage 1s scratched to be separated from the perichon-
drium and thinned enough in order to weaken the
cartilaginous memory.

The removal of the cartilaginous conchal portion—
which may be as wide as necessary — aims to avoid
the projection of the conchal portion bevond the de-
sired limir, as it may happen in acute cascs. Besides
that, its shape may vary in order to correct a promi-
nent position of the lobule that is fixed exclu-
sivelv by the excess of conchal cartilage. We must
never try to approach the lobule to the skull
through the removal of its skin and soft tissues.
We reinforce that the determining factor for the
projection of the lobule is the excess of the lower
conchal portion.

When the perichondrium is double breasted su-
tured, the desired scapho-conchal angle 1s 1m-
mediately achieved. In this step it is possible to
balance the distantness of the auricle from the
mastoidal region in three portions: upper pole,
medium portion and lobule.

Poliglycolic acid absorbable string or catgut may
be used. Only the perichondrium is sutured, in
a double breasted shape. The cartilage is never
sutured.

Late results are persistent and lop ear has not
relapsed.

CONCLUSION

In order to correct the scapho-conchal angle (an-
thelix) by means of the weakening of the cart-
laginous memory and willing to reconstruct a
normal anthelix — with rounded borders and
no relapse — six new principles were added to
the technique to enable good results without
much difficulties, as follows:

1. The future anthelix is marked using needles
to transfix the auricle from its anterior to
the posterior face.

12
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Marking of the future anthelix in the poste-
rior face. Incision of the perichondrium onto
this marking.

- Detachment of the posterior face perichon-
drium from the cartilage.

. Slenderness of the cartilage in its anterior face
through scratching.

Removal of the cartilaginous conchal por-
tion whenever necessary.

- Double breasted suture of the perichondrium
~in order to shorten and achieve the desired
scapho-conchal angle.
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