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I1Jere are mallY techlliques that aim to con-eet lop ear, a Vet)' commo/l. defonllity. All ofthem seek to con-cet
the scapho-collchal allgle alld to reduce the cOllchal portiOIl size, positiollillg the fi'ee border of tbe auricle
1/lIijiml/ly regardillg its illcisioll ill to the skull.

Gllr techlliqlle was jim published ill 1969, alld its origillality cOlISisted ill the detachment ofthe posterior
pericholld'i1l1l1 fi'om the ear cartilage. Based 011 EI), McEvitt alld LlIckett's p,-iuciples jiJur meridiall i"ci­
SiOllS llIere perfimned ill order to obtai" 3 strips thnt, once supetposed, crented ,J, rounded shape amhelix. By
shOlteni'l!J the perichondrium, it llIas possible to maintai" the 1'lClV angle beca1lse the cartilaginous mmlOry
had been broken by such incisiollS.

Nowadays, advauces iu sll1lJieal equipment (detacber aud special abrasive scratches fm' the "''''icle) tbe
technique was simplified by the abolishmem ofthe cartilagi'lOlIs mips.

Usi'l!J a1l allricle detacher llIe create a tll1l1lel ill the posteriorface ofthe cartilage alollg the eutire stretch of
the anthelix. Throll!Jh a small illcisi01l ill the cattilage the scratcher is illtroduced petjimuill!J debtidement
matlCl/vers ill the a"miorfirce ofthe cartilage to b1'Cak its memOl)'. As iu the prel'ious technique, the poste­
rior pcriehondri1/11t of the ear llIas propet'ly detached; by SUt1lrill!J llIith absorbable stitches it is possible to
shorten tbe perichOl'ldri1lm maintaiui/l!J the ortho-positioni'l!J of tbe anthelix in the enti/'e extmt of tbe
a1lriele: upper pole, medi1lm pOltion alld lobule.
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Fig. 4 - Marking ofthe pos­
terior skin meridian of the
auricle (scheme).

Fig. 4 - Demanllftio tW filS(J
de pele da face posterior do
pa",'/biio auricular (esque­
ma).

uJe 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. 3 - Scheme illustrating the
marking of the anthelix in the
anterior face of the auricle, with
transfixing of the needles to dle
posterior face.
Fig. 3 - Esquema demmlStmndo (J.

demarca¢o tin, anti-bi/ix lin fnee
a11te1W- do pnvi/btio mmi:ulmj com
tramfixafiW de agu/bas para. a face
posteri01:

Fig. I - Marking details and surgical steps of our previous tech­
IUque.

Fig. 1 - Detn/bes demarcattfrios epassos cin'7Jicos da. fe,,,i,a anterior.

Fig. 2 - Principle ofperichondrial shortening by approaching both
borders of the detached perichondrium.
Fig. 2 - Pl'indpio do C1lcurtnmeuto pm7colllfn'nl fltravis dn- apl'oximn­
fnD das duns bo,-dns do pe~·ico"d,...io descolndo.

• Few reclmiques intend to dissect and front
the anatomical clements.

Modern techniques, as far as properly employed, have
satisfactol)' results. However, not aU of them cover
aU the essential needs for the correction.

TECHNICAL COMMENTS

Later, Baxter(2) in 1942 , McEvitt(15) in 1947 and
Barsk)~l) in 1938 inlproved the principles established
by Luckett. More recently Converse(7,8) in 1938,
Tanzer39), Mustarde(27,28) and Sperli(33,34) in 1969 in­
troduced modifications in their own techniques witll
great contribution to the treatment of the lop ear.

• The antllelix shape is not always satisfactOlY

• Little attention has been paid to ti,e ortho­
pedic maintenance of the scapho-conchal
angle_

• Relapse is not uncommon.

ate tI,at:

4. Increase of the conchal portion.

Aesthetical surgery for this deformity was first re­
ported in the XIX Century. In 1845 Dieffenbach(lO)
preconized the correction of this deformity simply
by the excision of the retroauricular skin. EIV<I4) in
1881, Monks(23) in 1891 and CocheriW6) in 1894 rec­
ognized that the cartilaginous conchal portion should
be excised, as published by Morestin(24) in 1903 and
Luckew22) in 1910, who firstly paid attention to the
scapho-conchal angle, considering it the main ele­
ment in the correction of the deformed auricle.
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I. Increase ofthe scapha-conchaI angle.

2. Erasing of the anthelix.

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

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

• Unsatisfactory results, in most extreme cases,
lead to secondary deformities such as "ear­
phone", where ti,e upper pole and the lob-

INTRODUCTION
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3. Incision of the previously marked
auricle's posterior skin (meridian).

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
employed in our service for 26 years with
a long term follow-up.

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

1. The anthelix is marked in the ame­
rior face of the auricle using methyl­
ene blue or green stain pen.

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

Fig. 6 - Schematic representation
of the perichondrial incision wuil
it reaches the cartilaginous plane.

Fig. 6 - Esquema demowtmndo n,
iJicisno do pen·clJutfrio.. ate se atillgir
() plano cnrtilngilloso.

• In a few techniques, in which strings
are left rransfLxed 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.

Fig. 5 - Needles rransfLX the car through
its posterior filec allowing the projection
ofthc amcrior face marking into the cam·
Iaginous and perichondrial planes.

Fig. 5 . Agu/bas trnmfixnlldo a urellm ate
RUJ flue posterior, penllitindo a trnnsposiftW
u mnrcapio dnIace fJlltmar para os pianos
umiJagimJ1(} l periamdrinl.

Figs. 73 & 7b - Dl:t3chmcnr of the auricle's posterior perichondriwn, showing
me ncar cartilage.
Figs. 7a l 7b - Descolmmmto do pen"colldrio postennr do pm~/brio.. e>.:polldo a cflI-riln.­
grm {imp..

It

as

l-ig. 8 - Detachment of the anterior cartilaginous
plane of the car. Approximately 8 mm wide, using
an appropriate cartilage derocher.

Fig. 8 . Desco!nmcnto do plrmo crtrtilagilloso anterior
da orc/ba, mwm /argurn de aptwdnurdmue1Jte 8 wm,
utiliznudo 0 descolador prOprio de cani/agem.

4. Removal of the meridian by means
of a dlin skin layer.

5. Placement of needles dlroUgh the au­
ricle according to the previous mark­
ing of d,e andlelix.

6. The points of the transfixed needles
are drenched with methylene blue or
green stain pen. TI,e needles arc re­
moved through the anterior face of
d,e auricle. This ma.neuver transfers
d,e ink into d,e structure of the peri­
chondrium and cartila.ge.

7. Incision of the perichondriwll until
it reaches d,e cartilage, along d,e me­
ridian area marked widl d,e stain.

8. Detachment of the posterior peri­
chondrium from the auricle, expos-
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ing the neat cartilage.

9. Four meridian incisions are made in the car­
tilage, parallel ro the marking. With this we
obtain three cartilaginous strips, measuring
2 mm wide each.

Fig. 9a - Scheme of the scratching of the
anterior face of the auricular cartilage ;\,il11­

ing to weaken and l(brca~ the cartilaginolls
memory.

Fig. 9n - Esquema ria rrrspngem dnInce allte­
rior tin. cnrti/agem tTlI1";culm; v;sfllldo Jell

eufrnquecimeuto e «quebrn» tin. mala,
carrilngil1osn..

10. Removal of the cartilaginous conchaJ pOl
tion, starting at the limit of the last interna
incision. This meridian must be as wide a
necessary.

11. Double breasted sllture of the perichon

Fig. 9b . Scratching of the cartilaginous ante­
rior face in tile entire marked region.

Fig. 9b - l?Ilspagem finface anterior'na ,anilagem
em toda extcmflO ne11lnrcndn.

Figs. lOa & 1Db . Double breasted suru.rc of the ear posterior perichondrium in order to
shorren the perichondrium, positioning the auricle in irs definitive position and keeping the
scapha-conchal angle correcred. Final suture ofthe shortened rerroauricular perichondrium.

Figs. lOa e JOb - Sutllm do pen'wlIdno posterior da. tn'elba em ja'llletiio. Dessa ma"eira) ellCltrta..se
operiailldrro, pos;eumamw 0papilbtio em sua posifno dcfillitiva e mamendo a"ligula escafo-colldJal
eOY1-igido. Stttllmfillal do pe1uolld,.,,-o 1"etro·l11n;elllar dcvidnmcute encurtndo.

Fig. lla - Repositioning of the corrected
auricle.

Fig. 11a - ReposiewlInmento do pnvilhiio cor­
rigido.

Fig. lIb - Normal stabilization of me au­
ricle.

Fig. lIb - EstnbiliZllfiio IIm111nl do pfwilbiio
auricular.

Fig. llc· Semi-compressive curati\'c with
ga= support.

Fig. lIe· Curntivo semi-compressiJ1o) com
51lporte degaze.
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drillJ1l, hortening it as necessan, The au­
ricle must be in irs definitive position.

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).

Fig. /2e e J2f- Pllcicntel: ({Close-up» pre e pos-opc'l'nrOrio posterior.

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

Figs. 12c & 12d - Patient 1: Prof1..Ic view, pre and (X>StOperarive.

Fig. /2, e J2d - Pneie",! J.- pre e ptk-operfJtOrio, vista Interal.

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

fig. JIn. c /2b - F'nc;Jmtel: pre epos-opernun'io} lJisrn. nmenor.

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

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

7. Incision of the perichondrium until it
reaches the cartilage, along the merid­
ian area marked with the coloring (Fig.
6).

13. Placement ofa thin layer of plaster, contour­
ing the anterior face of the auricle and
just passing by irs border to the poste-
rior [,ce.

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

4. Removal of the skin meridian.

PRESENT CONDUCT

12. Skin suture, with special attention to embed
the suture in the aurimlotemporal angle to

avoid erasing of the retroauricular sulcus.

Considering the recent evolution ofsurgical in­
sttumenrs and the refinements of micro-abra­
sives, we decided to abolish the confection of
cartilaginous scrips in benefit of the slender of
the cartilage in the entire extent of the anthelix.
These facrors allowed an important simplifica­
tion in the technique as foUows:

I. 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 necessa,y (Fig. 4).

3. Incision of the previously marked pos­
terior skin meridian.
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1L Removal of the cartilaginous conchal por­
tion meridian when necessary.

12. Double breasted suture ofthe perichondrium
to shorten it whenever necessa,y The auricle
is now placed in its definitive position (Figs.
lOa & lOb).

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
. . . .
1Il ItS new position.

The detachment of the perichondrium IS very easy

Figs. 133 & 13b - Patient 2: Amerior view, pre and postoperative.
Fig. 13a e 13b - Pnciente 2: pre epOs-oprrattil'io, l,;,rra anterior.

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

Fig. J3, e J3d - Pacientc 2: pre e pos-opemtth-io, vista posteJ1or.

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
n'ture anthelix. Through this incision the amerior face
of the cartilage is detached using an auricular detacher.

Once detached, the entire extent of the amerior carti·
lage is scratched to be separated from the perichon·
driLUTI 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 limit, as it may happen in acute cases. Besides
that, its shape may vary in order to correct a promi-

nent position of the lobule that is fixed exclu·
sively by the excess ofconchal 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 [,ctor 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 is im­
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 sunll'ed, in
a double breasted shape. The cartilage is never
sutured.

Late results are persistent and lop ear has nOt
relapsed.

CONCLUSION

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

Figs. 13e e 13f- Plleiente 2: "CIfJse-IIP» pre e p6s-opemttirio lnteml.

In order to correct the scapho-conchal angle (an­
thelix) by means of the weakening of the carti­
laginous memory and willing to reconstmct 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 irs amerior to
the posterior face.

12 Rev. Soc. Bras. Cit. Plast. Sao Paulo 1'.13 11.3 p. 7-18 scp/doc. 1998



2. Marking of the fuNre anthelix in the poste­
rior face. Incision of the perichondrilml onto
this marking.

3. Detaclmlent of the posterior face perichon­
drium from the cartilage.

4. Slenderness ofthe cartilage in its anterior f:lce
through scratching.

5. Removal of the cartilaginous conchal por­
tion whenever necessary.

6. Double breasted SUnlTe ofthe perichondrium
in order ro shorten and achieve the desired
scapho-conchal angle.

technique aims to execute the basic principles of
ry in which anatomical elements must be prop­

dissected and fronted.
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