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REPAIRING THE ELLIPSE: AN ALTERNATIVE 
APPROACH

BY NAVID MALAKOUTI, MD  
AND  PAVAN NOOTHETI, MD, FAAD, FACMS

T
he fusiform (elliptical) excision is a common surgical 
technique employed by dermatologists for the 
removal of benign and malignant lesions. Methods of 
approach and proper form are well documented.1,2,3 

Many dermatologists will approach closure of these wounds 
by placing the key dermal suture at the center of the ellipse, 
as this is the area of highest tension. This has been described 
in textbooks as the “Rule of Halves,” where one places the first 
suture at the center of the wound, then proceeds to halve the 
wound into smaller segments (Figure 1).4

We propose a supplementary technique in repairing 
the fusiform lesion by initiating closure at the apices and 
working toward the center of the defect. This method 
allows easier closure of wounds under high tension 
and mitigates the need for extensive undermining as 
typically experienced when working on the scalp or back. 
Additionally, ideal scar length can be secured by virtually 
eliminating apical standing cones, a consideration when 
working between sensitive cosmetic subunits such as the lip 
or the eye. 

The first suture will be 
placed at either apex of 
the ellipse using standard 
techniques of interrupted 
buried dermal sutures 
(Figure 2).  Sutures are then 
placed in an alternating 
pattern approaching the 
center of the defect. With 
each subsequent suture 
placement, the surgeon 
will be able to appreciate 
reduction of tension at 

the center of the wound and can therefore minimize the 
amount of undermining that is necessary for approximation. 

One important consideration when utilizing this meth-
od is that standing apical cones are not likely to occur, 
since the apices are closed first. A standing cone at the 
center of the lesion is still possible, and if that cone needs 

Figure 1

Figure 2
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to be corrected, a small perpendicular scar will be created 
upon repair. The formation of a perpendicular scar may be 
preferable in some situations when working around cos-
metically sensitive areas where anatomic function would 
otherwise be compromised, such as the formation of an 
eclabium or ectropion. 

Although it may not be suitable for all situations, this 
supplemental technique may prove useful for repairing 
defects under high tension or when scar length must be 
preserved. n
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Resident Salaries: How Do You Measure Up?
Since 2015, the average resident salary has 

increased by about seven percent to $59,300, the 
latest Medscape Residents Salary and Debt Report 
shows (available at Medscape.com). 

Whereas dermatologists are among the high-
est paid specialist physicians overall, dermatology 
residents do not lead in terms of earnings for 
phsyicians in training. In fact, at $58,600 averge 
salary, dermatologists earned less than the overall 
resident average and were among the bottom 10 
specialties in terms of earnings, along with Internal 
Medicine, Family Medicine, and Public Health and 
Preventative Medicine. 

The gender wage disparity begins in residency, 
apparently. On average, female residents earned 
$900 less than men. 

Although half of residents feel they are fairly 
compensated, nearly one-third of residents believe their pay-
check should be 11-25 percent higher, while 36 percent of 
respondents would like to see 26-50 percent more pay. The 
top cause for salary dissatisfaction is a perceived mismatch 
between compensation and hours worked (82 percent), fol-

lowed by perception that compensation is not comparable to 
other medical staff (69 percent) and compensation does not 
reflect required level of skill (68 percent).

Data reveal that residents find many aspects of their career 
rewarding. See the chart for more.

Have an interesting case to share? Practical Dermatology® 
is seeking submissions for the 2018 Resident Resource 
Center. A panel of physician editors will select a best 
paper for the year. The winner will be recognized in 
Practical Dermatology® magazine and DermWire.com and 
receive a reward of a $200 American Express gift card.

Send submissions or questions to: 
Dmann@bmctoday.com 
Editor@bmctoday.com

CALLING ALL DERMATOLOGY RESIDENTS!


