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Dear Editor,
Torn ear lobe surgeries need great precision due to 
small size, less working space and cosmetic concern. 
Skin incision by surgical blade causes bleeding which 
obscures the field and reduces precision. Control of 
bleeding is cumbersome for the surgeon because of 
the small size of lobule, lack of support and firmness. 
Repeated attempts for haemostasis traumatises the 
tissues and ultimately causes adverse effects on wound 
healing and cosmetic outcome. Various methods to 
control bleeding in ear lobule surgery are ‑ epinephrine 
infiltration, electrocautery, haemostatic clips and key 
chain method.[1]

In medical field, laser is being used for photocoagulation 
of retina, in fields like dentistry and oral surgery, 
dermatosurgery, etc. The various lasers used include CO2 
laser, Neodymium: Yttrium Aluminium Garnet (YAG), 
Holmium: YAG, Erbium, Chromium Doped Yttrium 
Scandium Gallium Garnet, Neodymium doped Yttrium 
Aluminium Perovskite, Gallium arsenide (diode) and 
Argon laser. Diode laser has advantage of relatively low 
cost, small size, portable and ease to use.[2,3]

Utility of Laser in Lobuloplasty

Suter et al. compared use of CO2 laser and diode laser 
in the oral cavity. Both lasers showed almost equal 
advantages but CO2 laser was associated with high 
intraoperative bleeding as compared to diode laser.[4]

A 38‑year‑old female presented with bilateral torn ear 
lobule [Figure 1]. Surgical repair was planned by Pardue 
method. We used diode laser of the frequency of 2.5 W 
and a wavelength of 850 nm [Figure 2] for skin incision 
instead of surgical blade [Figure 3]. Rest of the procedure 
was completed in a usual manner. It was noticed that 
the bleeding was very minimal, fine suture line was 
obtained, both surgeon and assistant were comfortable, 
time taken to complete the procedure was significantly 
less, use of epinephrine was avoided and dose of local 
anaesthetic was less [Figures 4 and 5]. The wound 
healed completely without any complications resulting 
in almost invisible scar [Figure 6].

We found various advantages of diode laser for skin 
incision‑Sharp cutting edge allowing precise cut, better 
coagulation, instant sterilisation reduces bacterial 
load, less operative and anaesthesia time, minimum 
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Figure 1: Pre‑operative photo of patient Figure 2: Picture of diode laser console and probe used for 
skin incision

Figure 3: Intraoperative picture demonstrating laser being 
used for incision

Figure 5: Post‑operative picture showing posterior layer repair Figure 6: Delayed picture showing good healing and almost 
invisible scar

Figure 4: Post‑operative picture showing anterior layer repair

discomfort to surgeon and assistant, better healing, less 
scarring. Use of laser in lobuloplasty is not described in 
literature our case demonstrates successful use of diode 
laser in lobuloplasty.
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Angiolymphoid Hyperplasia with Oeosinophilia Showing Promising 
Result with Intralesional Radio‑frequency Ablation Therapy: A New 
Cost‑effective and Hassle‑Free Modality of Treatment

Dear Editor,
A 32‑year‑old female presented with itchy erythematous 
papules and nodules of varying sizes over the scalp for 
the past 7 years. Lesions were progressive and bled on 
manipulation.

Dermatological examination revealed multiple, firm, 
non‑tender, scaly, erythematous papules and nodules, 
ranging from 0.5 cm × 0.5 cm to 1.5 cm × 2 cm, few of 
them arranged in clusters on the posterior aspect of the 
scalp. General physical and systemic examinations were 
normal. There was no lymphadenopathy [Figure 1a and b].

A provisional diagnosis of angiolymphoid hyperplasia 
with oeosinophilia (ALHE) was considered. Routine 
blood investigations were normal. Biopsy revealed 
numerous capillaries with prominent plump endothelial 
lining with surrounding dense inflammatory infiltrates in 
the dermis, consistent with ALHE [Figure 1c and d]. She 

was put on oral steroids (prednisolone 1 mg/kg/day) and 
topical imiquimod (3 days in a week) for 2 months, with no 
improvement, which led us to opt for a newer technique, 
intralesional radio‑frequency ablation (RFA). We 
employed ‘Mega Surg Gold’ high‑frequency radiosurgery 
unit (dermaindia) for the procedure [Figure 2]. After local 
infiltration with 2% lignocaine, a 22‑gauge needle was 
inserted with its distal 3 mm–0.5 cm (depending on the 
size of the lesion) inside the lesion. RFA was performed at 
high power.in coagulation mode by touching the needle 
at its proximal end [Figure 3] and needle was slightly 
lifted with help of forceps to avoid thermal damage 
to the uninvolved epidermis and dermis. With single 
epidermal entry point, fanning technique was employed, 
and energy was passed for an average of 15–20 s before 
the change of direction of the needle. Eight sessions were 
performed over a period of 4 months (at 2 week interval), 
treating 4–5 lesions in each session. By the end of the last 
session, there was remarkable resolution of lesions with 
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