ABREREMBER
Vol 7, No. 1, Jun. 2001

Oz d 0O

G AAET AL Earlobe Keloid 13

2edgz 93de oHAFHRaa
EOEEOEX

= Abstract=

A Case of Recurrent Earlobe-Keloid

Eui-Cheol Nam, MD., Jun Yeon Won, MD.
Department of Otolaryngology, College of Medicine, Kangwon National University, Chunchon, Korea

Keloid of earlobe is one of the most common complications of ear-piercing. Various
modalities of treatment have been tried to relieve frequent recurrences of the disease, not
showing complete success. We have experienced a case of earlobe keloid, which had
recurred after primary surgery, and was treated with secondary surgical excision and
intra- and post-operative topical injections of triamecinolone acetonide.
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Fig 1. (A) Earlobe keloid which recurred after primary excision. The keloid was attached to both sides of right earlobe,

showing a 2x2x 3cm sized, round and hard mass, covered with pinkish skin.
and triamcinolone injections. There is no evidence of recurrence.

Fig 2. Cut surface of the keloid mass. The mass is

skin-covered, pedunculated, and composed of grayish
white, firm and fibrotic tissues with whorl-like pattern.
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(B) Twelve months after secondary excision
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Fig 3. Microscopic demonstration of the keloid. Collagen bundies are thick and hyalinized with interlacing (A), or nodular
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