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K
Keloids are dense, fibrous tumors that 

result from the dysregulation of normal 
wound healing and classically “outgrow” the 
original traumatic lesion.1 Typically, keloids 
occur around the ears and high tension sites 
(e.g., chest, upper back, shoulders, neck).1 
Studies have indicated that there is a familial 
predisposition for developing keloids, which are 
more commonly found in individuals of African 
and Asian descent.2 Ear piercing is a common 
inciting factor in forming dumbbell-shaped 
keloids of the earlobe, especially in menarcheal 
or postmenarcheal women.3 

Dumbbell-shaped keloids visually take 
after their namesake: there are two spheroidal 
ends (i.e., buttons) that are connected by a 
narrower, elongated cylindrical core positioned 
anteroposteriorly through the earlobe (Figure 
1). A surgical technique for the “core excision” 
of dumbbell-shaped keloids of the earlobe 
described by Salasche et al4 requires the use 
of a curved blade (#67 Beaver blade) and 
considerable surgical finesse. Here, we present 
a modified technique using tools common to 
every dermatologist’s office that, when paired 
with compression earrings and intralesional 
corticosteroids, has yielded excellent cosmetic 
outcomes and minimal recurrence in our clinical 
experience.

DESCRIPTION OF TECHNIQUE AND 
FOLLOW-UP 

After initial cleansing with an alcohol 
swab, the anterior and posterior buttons 
are anesthetized with 1% lidocaine with 
epinephrine. The area is then recleansed with 
chlorhexidine gluconate. After allowing for 
adequate time for anesthesia, a #15 blade is 
used to shave both buttons from the earlobe, 
leaving the central core in the earlobe flush with 
surrounding nonlesional skin (Figure 1). At this 
point, a disposable wooden tongue depressor 
is placed behind the earlobe for stability and 
a punch excision is made through the entire 
thickness of the earlobe to the tongue depressor 
(Figure 2A). This punch excises the remaining 
core with at least a 1-mm margin around the 
core to obtain negative margins (Figure 2B). 

Prior to closure, 0.5mL of triamcinolone 
acetonide 40mg/mL is injected circumferentially 
into the walls of the defect. The anterior and 
posterior aspects of the remaining circular 
defect are then closed separately using a 4-0 
Prolene (Johnson & Johnson, New Brunswick, 
New Jersey) or nylon suture. To avoid creating 
an angulated defect on the inferior aspect of 
the earlobe, the anterior portion is closed with 
two simple sutures parallel to the long axis of 
the ear, while the posterior defect is closed with 
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two simple sutures parallel to the short axis 
of the ear, perpendicular to the closure on the 
anterior defect (Figure 3). Hemostasis is obtained 
intraoperatively using manual pressure with 
woven 4×4 gauze.

Immediately following the excision, patients 
are instructed to wear compression earrings 
continuously for up to 12 hours a day for upwards 
of six months until the surgical site lies flat 
without evidence of elevation or extension past 
the surgical site.5 Two weeks postprocedure, 
patients are instructed to return for suture 
removal and administration of intralesional 
triamcinolone acetonide 40mg/mL. Four weeks 
postprocedure, patients again are asked to return 
for intralesional triamcinolone acetonide 40mg/
mL. At this point, patients can return monthly 
for up to six months for repeat intralesional 
injections as needed until the lesional site lies 
flat with adjacent normal skin and is without 
protuberance or other signs of recurrence.

DISCUSSION
Recent studies suggest that complete surgical 

excision of the keloid is thought to remove 
the inflammatory nidus, thereby decreasing 
chance of recurrence. Chong et al6 found that 
complete removal of a keloid with negative 
margins confirmed with dermatopathology 
results in a smaller defect and no recurrence. 
The authors suggest that complete removal of 
the proliferative, inflammatory core with clear 
margins reduces recurrence rates and improves 
cosmesis.6 

A previous technique published by Salasche 

et al4 achieved the same result, albeit using 
more specialized instrumentation and surgical 
finesse. The use of a #15 blade (e.g., DermaBlade 
from AccuTec Blades, Verona, Virginia, or other 
preferred flat excisional tool) and punch biopsy 
allow for the procedure to be conducted in the 
average dermatologist’s office using common 
tools. Combined with early and repeated 
intralesional corticosteroids and at least 12 hours 
of continuous daily use of pressure earrings, we 
have observed low incidence of recurrence.5

CONCLUSION
Core excision of dumbbell-shaped keloids 

with negative margins, continuous use 
of compression earrings, and repeated 
intralesional corticosteroids appears to provide 
an efficacious therapy with low incidence of 
recurrence. The pairing of a #15 blade and 
punch biopsy represents a more user-friendly 
treatment method that could be performed by 
dermatologists and clinicians without advanced 
surgical training.
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FIGURE 1. Anatomy of a dumbbell keloid and shave-
removal of buttons—Dumbbell keloids usually comprise 
an anterior and/or posterior button connected through 
the earlobe by a central core; surgical removal begins 
with a shave of the button(s) using a #15 blade. FIGURE 2. A) Core excision—A tongue depressor is placed behind the earlobe and a punch biopsy is taken through the 

earlobe;  B) Punch biopsy is taken with a 1mm margin around the keloid core to ensure clear margins. 

FIGURE 3. Closure and repairing defect; anterior and 
posterior defects are closed perpendicular to each other 
to prevent an angulation defect of the earlobe


