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Abstract

The earlobe represents an important element in the aesthetic appearance of the entire ear. Reconstruction of the earlobe is
challenging. The authors present a reconstructive option following wide excision of melanoma of the earlobe that facilitates
sentinel lymph node biopsy from the neck without further incision. We report satisfactory results obtained using this technique for
immediate earlobe reconstruction. We present two cases of malignant melanoma of the earlobe. Both cases were treated with a 1-
cm wide local excision of melanoma scar of the ear lobe and reconstruction with double opposing local transposition flaps and
sentinel lymph node biopsy (SLNB) of the neck via the skin flap incisions without further need for incision extension. This is a
technique for earlobe reconstruction that provides satisfactory results that can be performed in a single stage procedure simul-
taneously allowing access for sentinel lymph node biopsy from the cervical, pre- and post-auricular lymph node basins. We feel

this technique is an option to be considered when treating melanoma of the earlobe requiring SLNB.

Level of Evidence: Level V, therapeutic study.
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Introduction

The earlobe represents an important element in the aesthetic
appearance of the entire ear. Its reconstruction is challenging
due to difficulty obtaining a natural appearance and durable
outcome. Many techniques have been described for earlobe
reconstruction with reconstruction performed either immedi-
ately or delayed. The authors present a reconstructive option
following wide excision of malignancy of the earlobe that
facilitates sentinel lymph node biopsy (SLNB) from the neck
without further incision. We report satisfactory results obtain-
ed using this technique for immediate earlobe reconstruction.

Operative technique

All melanoma cases are discussed at skin cancer multidisciplin-
ary team (MDT) meeting prior to surgery. Preoperative
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lymphoscintigraphy is performed with technetium 99-m colloi-
dal albumin injected into the primary melanoma excision scar. A
skin surface marking was made overlying the sentinel node.
Prior to surgical prep administration, the melanoma scar is
injected with patent blue dye intra-dermally to facilitate identi-
fication of the sentinel node. The melanoma scar is then excised
with a 1-cm margin, resulting in lobectomy of the earlobe. A
pre-auricular transposition flap is then raised with its base at-
tached inferiorly. Another post-auricular transposition flap is
raised with its base attached superiorly extending inferiorly to
the neck along the posterior border of the sternocleidomastoid.
The SLNB is then performed through the incisions used to raise
the transposition flaps. The pre-auricular flap and post-auricular
flaps are then transposed and inset to reconstruct the anterior
surface and posterior surfaces respectively (see Figs. 1 and 2).
The flaps are then inset and donor areas closed with 5-0 Nylon
sutures. The sutures are removed two weeks post procedure.

Representative cases
Case 1

An 83-year-old gentleman presented with a pigmented lesion
on the dorsal aspect of his left earlobe for several years. He
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Fig. 1 Case 1

Fig. 2 Case 2
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then more recently developed a further smaller lesion to the
medial aspect of the initial lesion which the patient reported as
gradually increasing in size. On clinical examination, there was
a 6 X 6 mm nodular lesion with telangiectasia and pigmenta-
tion; adjacent to this was a 2 x 2 mm pigmented flat lesion
without telangiectasia. His past medical history consisted of
asthma, prostatism, abdominal hernia repair and polymyalgia
rheumatica. An excisional biopsy of both pigmented lesions
was performed under local anaesthetic. The histology results
showed a nodular malignant melanoma with Breslow thick-
ness of 3-mm Clark level 4 with no ulceration. The mitotic rate
was 9 per mm?. A wide local excision (WLE) was performed
with a 1-m margin followed by earlobe reconstruction with
double opposing local transposition flaps. SLNB was per-
formed through existing skin incisions. Histology revealed
no residual melanoma of the excised tissue. Three sentinel
lymph nodes were taken at the time of SLNB, all of which
were negative for metastatic melanoma. Following surgery,
the case was once again discussed at skin cancer MDT meet-
ing. The decision was made to follow up the patient without
any further surgery. The wounds healed without complication.

Case 2

A 70-year-old lady presented with a pigmented macule over
her right earlobe over several months. Her past medical history
consisted of a previous superficial spreading melanoma with
0.9 mm Breslow thickness excised with a 1-cm margin from
the right shoulder 4 years earlier, hypertension and hypercho-
lesterolaemia. Excision biopsy of her earlobe lesion confirmed
a non-ulcerated superficial spreading melanoma invading to a
Breslow thickness of 4.1 mm, Clark level 4, mitotic activity
over 1 per mm®. A 1-cm WLE of the melanoma scar of the
right ear lobe was performed and reconstruction with double
opposing local transposition flaps as described. SLNB of right
parotid region was performed via the existing incisions. Two
sentinel lymph nodes were taken at the time of SLNB from the
right neck, all of which were negative for metastatic melano-
ma. Following further MDT discussion, the decision was made
to follow up the patient without any further surgery. She made
an unremarkable recovery with no complications.

Discussion

The earlobe not only has aesthetic importance but also may
have a role in gathering sound [1]. Many techniques have been
described in the literature thus far for earlobe reconstruction.
Options include one local flap folded to cover both surfaces
[2, 3], a combination of local flaps [4], chondrocutaneous
flaps [5, 6], skin grafts [7] and tissue expansion [8]. The tech-
nique described follows the concept of two opposing skin
flaps similar to that described by Sleilati in 2006 [4]. The

technique has been slightly modified by moving the
retromandibular flap posteriorly so that its anterior margin
runs in line with the posterior border of the
sternocleidomastoid, as well as basing the flap in a more ceph-
alad direction making the base of the flap post-auricular. This
technique has several advantages to other methods of earlobe
reconstruction. Primarily it is a single stage technique, reduc-
ing the number of procedures on the patient as well as reduc-
ing healthcare costs for provision of care. Furthermore, the
two flaps provide a robust anterior and posterior surface
of the earlobe negating the need for a chondrocutaneous
graft and its associated donor morbidity. No skin grafts are
required for this technique. This technique also allows ad-
equate access to perform sentinel lymph node biopsy with-
out the need for further skin incisions. Although the lym-
phatic drainage of the external ear is often unpredictable, it
has been shown most commonly drainage is to cervical
level II and the pre-auricular and post-auricular lymph
node basins in the ipsilateral neck [9]. Once skin flaps
are raised parotid, pre-auricular, post-auricular and cervical
lymph nodes can easily be accessed through these inci-
sions. The size and thickness of the flaps can be tailored
to meet the needs of the soft tissue defect. The final result
in our case provided a satisfactory outcome without the
need for further surgery. The donor site scars are well tol-
erated and fall within natural skin creases.

Conclusion

This is a technique for earlobe reconstruction that provides
satisfactory results that can be performed in a single stage
procedure simultaneously allowing access for sentinel
lymph node biopsy from the cervical, pre- and post-
auricular lymph node basins. We feel this technique is an
option to be considered when treating melanoma of the
earlobe requiring SLNB.
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