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Abstract: Through the analysis of 300 cases of promi-
nent ears operated by Pitanguy’s technique with a
follow-up of 1-15 years we observed the preserva-
tion of the aesthetic aspect as well as the cephalo-
auricular angle. We call attention to its easy perfor-
mance and almost no incidence of early or late
complications.
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Prominent ears are the most common congenital
deformities of the auricle." ~ In its normal devel-
opment, the auricle increases its protrusion from
the cephalic wall during the third month of preg-
nancy, and at the end of the sixth month, the
helical border bends over itself; the body of the
anthelix is then definitely angulated and its in-
ferior and superior portions are formed.* © Fail-
ure of development of the anthelix fold and an
excessive development of the conchal cartilage,
alone or associated, is responsible for the embry-
ologic genesis of this anomaly.” ~? The size of the
ear in this deformity corresponds to the patient’s
body development, growing rapidly during the
first 2 years of age; its vertical axis reaches 5 cm,
after which the growth slows down, reaching its
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maturation around 17 years of age when the auri-
cle usually attains 6 to 6.5 cm.° 2 Certain pa-
rameters that determine a pattern of normality of
the auricle attachment to the skull (the cephalo-
auricular angle) is normally between 20° and 30°,
and between the scapha and the concha (scapho-
conchal angle), it is approximately 90°.3 16 Al-
though of utmost importance for a precise evalua-
tion of each deformity, any surgical correction
based only on angles and measures would lead
to a less natural auricle shape.'” 23 Luckett, in
1910 was the first to recognize an important fac-
tor regarding this deformity: the insufficient def-

‘inition of the anthelix, yielding a wide-opened

scaphoconchal angle and consequent separation
of the auricle from the head. Thus, Luckett devel-
oped incisions on the medial aspect of the auricu-
lar cartilage and on the scaphoconchal junction
for reconstruction of the anthelix fold. This tech-
nique produces a less natural aspect, since the
thin edges of the incised cartilage bulge under the
skin on the anterior aspect of the auricle. To avoid
this drawback, Barsky?* made two more parallel
incisions beside Luckett’s incision, attempting to
tube instead of angulate the anthelix. Barsky was
followed by Becker,?>2¢ Converse et al.,>”?® and
Erich,?® who discarded the central incision.
Straith3° overlies the incision margins, Cloutier®!
narrows by bevelling them, whereas Pitan-
guy®2 38 hides them behind a cartilaginous “is-
land.”

MATERIALS AND METHODS

Analyzing 300 consecutive cases of prominent
ears operated on at the Ivo Pitanguy Clinic and
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38th Infirmary of the “Santa Casa de Misericor-
dia” General Hospital, we focused on the follow-
ing: the aesthetic result and the cephaloauricular
angle at long-term, as well as the early and late
complications. The aesthetic result was evaluated
on a four-value scale, such as excellent, good,
adequate, and unfavorable, taking into considera-
tion the degree of pre-existent deformities docu-
mented by preoperative photographs. The cepha-
loauricular angle was evaluated by measuring
the distance from the helix, at its medial third to
the retroauricular sulcus and the distance of its
projection on the lateral aspect of the head; we
transposed these measures to paper, calculating
the corresponding angle.?® 4! Among the early
complications, we researched hematomas, infec-
tions, dehiscences, and necroses. Among the late
complications, we focused on recurrence, asym-
metry, hypertrophic scars, and problems of sen-
sitivity and growth.

We conclude from this research that the aes-
thetic result in the long run is satisfactory and, as
for the cephaloauricular angle, we observed mea-
sures slightly larger than those judged as ideal in
the world literature, i.e., instead of 30°, the aver-
age was 35°. Nonetheless, the operation produced
an improvement of the pre-existent pathology,
the least valued angle being 60°.

As for the early complications, we found only
one case of partial dehiscence of the cutaneous
suture line; it was treated conservatively, leading
to the only case of hypertrophic scar. Regarding
late complications, asymmetry was found in 1% of
the cases (when there was a difference of 5° or
more) and recurrence in 1%.

PSYCHOLOGICAL ASPECTS

We consider preschool age the ideal time for sur-
gery (around 6 years of age). At that time, the child
usually expresses the desire to be operated on,
so as to diminish the psychological problems
evolving from nicknames and schoolmates cen-
sure. 246

Postponing the operation results in serious
changes of the child’s personality and psychic
structures, whereas correction of the deformity
will procure a perfect adaptation of the child to
his environment and society, avoiding later psy-
chic traumas. 4748

SURGICAL CONSIDERATIONS

Pitanguy’s technique consists of the creation of an
island of cartilage for construction of the anthelix
and the superior crux, conveying a more definite
shape to the triangular fossa and correcting the
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scaphoconchal angle.?®”® The cartilaginous is-
land, completely released and adherent to the an-
terior aspect of the skin is projected forward, re-
constructing the anthelix.

As the cartilage is incised throughout its
thickness, transfixing contention sutures become
unnecessary as it loses its elastic strength.

Correction of the cephaloauricular angle is ob-
tained by resecting a retroauricular skin ellipse
and, eventually, by rotating the concha.

The operation can be performed under local or
general anesthesia; in both cases the posterior
aspect of the ear, the mastoid region, the ra-
dix of the helix, and the lobule are infiltrated
with a solution of 1% xylocaine and adrenalin
1:100,000.

PITANGUY’S ISLAND TECHNIQUE

The patient is placed in a supine position, on an
anti-Trendelenburg position of 25°. The ear is
folded posteriorly with the thumb and the index
finger, thus defining the appropriate site for
drawing the island that will reconstruct the an-
thelix. The drawing is elliptical in shape, slightly
concave anteriorly, and of variable measures. A
skin ellipse is resected from the posterior aspect,
its width being determined by the degree of the
ear protrusion. A fine layer of tegument should be
resected, leaving sufficient amount of connective
tissue and perichondrium. The demarcated skin
island is transferred from the anterior surface of
the auricle to the posterior surface of the cartilage
by means of straight needles soaked in methylene
blue. The cartilage is incised following the tat-
tooed points and the edges of the cartilaginous
island are undermined. This maneuver allows the
approximation of the cartilage margins without
tension, being sutured with absorbable stitches.
The cartilaginous island is thus immediately pro-
jected forward, simulating the anthelix. The con-
cha, which may contribute to or even be responsi-
ble for the deformity, is treated by undermining of
its posterior aspect at the level of the external
acoustic meatus. The concha is rotated and se-
cured to the mastoid region by a few stitches of
absorbable material. This rotation is performed
according to the surgical judgment of the surgeon,
who must avoid any excessive rotation that could
lead to a narrowing of the external acoustic
meatus*® (Fig. 1). A correct ear position must be
assessed before suturing the retroauricular skin.
The cephaloauricular angle should be approxi-
mately 30° and the anthelix should never be more
prominent than the helix, especially in its
superior position. If the lobule remains markedly
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FIGURE 1. (A) Marking the island with methylene blue. (B) Resection of the retroauricular skin. (C) Drawing transfer to the
posterior aspect by means of a straight needle dipped in methylene blue. (D) Cartilaginous island incision. (E) Small undermining
freeing the cartilaginous borders that envelop the island. (F) Approximation of the cartilaginous borders that envelop the
island, projecting it forward, including just subcutaneous tissue and perichondrium. (G) Diagram illustrating the approximation

points. (H) Diagram illustrating the island projected forward. (I) Undermining the concha till the acoustic meatus. (J) Rotating the
concha and its fixation to the mastoid bone.
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FIGURE 1 (continued)

protrused, or depending on the case, an elliptical
or triangular resection should be effected on its
posterior aspect. If the ear remains prominent, it
is usually caused by an ill-positioning of the tail
of the helix, which must be undermined and pos-
teriorly fixed to the concha. If the antitragus is
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bulging in excess, it can be undermined and eas-
ily resected. The dressing consists of moistened
cotton-wool, which shapes the anterior aspect of
the auricle, Vaseline gauze on the retroauricular
sulcus, and padded gauze and elastic bandage
completing the dressing®”*® (Figs. 2—4).
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FIGURE 2. (A,B) Patient presenting the asymmetry of the auricle, more prominent on the left side, with complete effacement of
the upper crux and of the horizontal fold of the auricle on its upper third. (C,D) Three years postoperatively.
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FIGURE 3. (A,B) Patient with effacement of the upper crux and of the horizontal fold of the auricle on its upper third. (C,D)
Eighteen months postoperatively.
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FIGURE 4. (A—-C) Patient presenting effacement of the upper crux and of the horizontal fold of the auricle on its upper third. (D—
F) Five years postoperatively.
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FIGURE 4 (continued)

DISCUSSION

Pitanguy’s island technique for correcting promi-
nent ears is a safe procedure, with practically no
early postoperative problems, and easy to perform.
The low rate postoperative problems are probably
due to the limited manipulation of tissues, small
undermining, and reduced operative time. The
low incidence of asymmetry is secured as the
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