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Two Cases of Auricular Salvage after Wide Excision

of Malignant Tumor at Periauricular Area
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Wide excision for curative treatment of malignant tumor on periauricular area often leads to loss of the ex-
ternal ear. But the auricle has rich vascular supply, Conservation of auricular contour is possible through salvage
and engineering of remained auricular tissue. We experienced two cases of auricular salvage after wide excision
of malignant tumor. In the first case, we performed two-staged technique. In first step, we covered soft tissue
defect on periauricualr area with the anterolateral thigh free flap and remained auricle was floating over the flap
after split-thickness skin graft was applied on it’s posterior raw surface because it's survival was not confirmed.
Second step was reposition of remained auricule on the anterolateral thigh flap. In the second case, we packed
in periauricular dead space and external auditory canal with temoporalis muscle and temporoparietal fascial
flap and then covered the flap with split thickness skin graft. In these two cases, there were no recurrence of

tumors and we obtained cosmetically & functionally satisfactory results.
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Fig. 1. A : Preoperative computed tomographic scan finding : tumor mass(arrow) widely spread along the left superficial fascia of
temporalis muscle. B : After wide excision. C : After first step operation, defect of posterior auricular area was covered with an-
terolateral thigh free flap and remained auricular tissue was only helix and ear lobule. D : After remained auricle was fixed to
previous transferred flap. E : Postoperative follow up view after 24 months.

Fig. 2. A : Temporoparietal fascia(black arrow) and temporalis muscle flap (white arrow) were elevated. B : After flaps were tran-
sferred. C : Postoperative follow up view after 1 week. D : Postoperative follow up view after 7 months.
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