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Preauricular Sinus as Recurrent Postaural Abscess: 
A Rare Presentation
Sharanabasappa Rudragouda Malipatil

ABSTRACT
Preauricular sinus (PAS) is not uncommon congenital anomaly. 
It is usually asymptomatic and does not require any treatment. 
Patient presenting with discharge, recurrent infections and 
preauricular abscess will require management with antibiotics 
and surgical extirpation of the sinus tract. Here, it is a rare case 
report of PAS presenting as a recurrent postaural abscess. 
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INTRODUCTION

Preauricular sinus (PAS) is not uncommon congenital 
anomaly. It is usually asymptomatic and does not require 
any treatment. Patient presenting with discharge, recurrent 
infections and preauricular abscess will require management 
with anti biotics and surgical extirpation of the sinus tract. 
Here, it is a rare case report of PAS presenting as a recurrent 
postaural abscess. 

CASE REPORT

An 8-year-old boy presented with swelling and pain in the 
left postaural region of 1 week duration. He also gave history 
of six episodes of abscess in the left postaural region since 
the past 2 years for which he was treated by incision and 
drainage with antibiotics. There was no history of hearing loss, 
discharge from ear or trauma. On ear, nose and throat (ENT) 
examination, the patient had a PAS just below the ascending 
limb of the helix. Pinna was swollen and tender. The external 
auditory canal and tympanic membrane were normal. The 
postaural region showed a soft, fluctuant and tender swelling 
with scars and sinus on the surface (Fig. 1).
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The audiological examination was normal, and the X-ray 
mastoid Schüller’s view showed a normal pneumatized 
mastoid air cells. He was provisionally diagnosed as a case of 
recurrent postaural abscess with perichondritis. The patient 
was treated with culture and sensitivity based antibiotics 
and analgesics.

After control of perichondritis, the patient was taken up 
for debridement of the postaural abscess and sinus under 
general anesthesia. A postaural incision was placed after 
infiltration with lignocaine and adrenaline. It was seen that, 
on meticulous removal of the fibrotic tissue and infected 
sinus tissue, the main sinus tract was visualized extending 
anteriorly through the conchal cartilage (Fig. 2). Methylene 
blue stain was injected in the PAS opening which filled and 

Fig. 1: The postaural region—soft, fluctuant and tender swelling 
with scars and sinus on the surface

Fig. 2: The main sinus tract  extending anteriorly through the 
conchal cartilage
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spilled into the postaural abscess area (Fig. 3). The tract was 
followed and was seen to be extending into the PAS. The 
sinus pit and tract was removed in toto in combination with 
a preauricular wedge incision around the PAS pit (Fig. 4). 
Wound was closed in layers (Fig. 5), and mastoid bandage 

Fig. 3: Methylene blue stain injected in the PAS opening which 
filled and spilled into the postaural abscess area

Fig. 4: Removal of sinus pit and tract in toto in combination with 
a preauricular wedge incision around the PAS pit

Fig. 5: Wound closure in layers

given. Postoperative period was uneventful, and the patient 
has been asymptomatic since last 6 months.

DISCUSSION

Preauricular sinus is a common congenital ano maly in 
children which was first described in 1864 by Heusinger.1 
Various terms like preauricular pit, preauricular fistula, pre
auricular tract and preauricular cyst are used synony mously 
with this condition. It has an estimated incidence of 0.1 to 
10% with higher incidence among Asians and Africans.2

Preauricular sinus is formed during 6th month of ges-
tation and closely related to the development of the auricle. 
The most accepted theory of development states that it is 
formed by the incomplete or defective fusion of the six 
mesenchymal proliferations called the hillocks of his. 
The other theory describes it as an isolated ectodermal 
folding which forms an inclusion dermoid during auricular 
development.

Fifty percent cases of PAS are unilateral, occur sporadi-
cally and are on the right side.3 Bilateral cases are usually 
inhe rited and the pattern is of autosomal dominance with 
reduced penetrance and is linked to chromosome 8q11.1 to 
q13.3.4 Preauricular sinus may also be related to branchio-
genic fistulas, hearing loss and renal malformations, and 
a extensive evaluation is necessary to rule out any other 
malformations.

Due to its embryology, it is closely related to the groove 
between ascending limb of helix and the tragus and pre-
sents as a small opening. The opening can also be along 
the posterosuperior margin of the helix, the tragus or the 
lobule. It may be multibranching and ramifying within the 
preauricular soft tissue and is usually closely related to the 
perichondrium of the auricle.

In the classical cases of PAS, the pits are located anterior 
to an imaginary line extended from tragus to the posterior 
margin of the ascending limb of the helix, and the patients 
may present with recurrent abscess in the preauricular 
region. Variant presentations as seen in our case, the pit is 
located posterior to the imaginary line with the patient pre-
senting with postauricular abscess which may be confused 
with other pathology.5

It is a common anomaly which is usually asymptomatic 
and is noted during routine ENT examination but it may also 
present as discharging sinus, recurrent infec tions with abscess 
and facial cellulitis. The most common pathogens causing 
infection are Staphylococcus epidermidis, Staphylococcus 
aureus, Streptococcus viridans, Peptococcus sp. and 
Proteus sp.6 Postauricular abscess is an uncommon 
presentation of the PAS with few references in literature.7,8 
It can be mistaken for other postaural pathology, like 
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postaural lymphadenitis, sebaceous cyst, epidermoid cyst, 
mastoid abscess, perichondritis and branchial cleft cyst. 
Our patient had reported with recurrent postaural abscess 
which was treated earlier with incision and drainage and 
antibiotics elsewhere.

The principles of treatment are complete excision of 
the pit and sinus sac during the period of quiescence after 
treating active infection with culture and sensitivity based 
anti biotics. Various techniques of excision of classical PAS 
include anterior and supra-auricular approaches, injection of 
methylene blue for delineation of tract and use of microscope 
for magnification. In our case, the tract was seen extending 
through the conchal cartilage and had to be excised by a 
combined anterior and posterior approach with the help of 
operating microscope.

The standard technique for excision has a recurrence 
of 19 to 42% with the supra-auricular approach reporting a 
low rate of 5%.9,10 The cause of recurrence is usually due 
to difficult identification of tract in patients with recurrent 
infections, with scarring and fibrosis of the preauricular soft 
tissue leading to inadequate removal of all the ramifications 
of the tract.11 The case is being reported as it is a rare 
presen tation of a common congenital anomaly. The history 
of recurrent infections and swellings around the ear along 
with presence of a PAS should alert the otolaryngologist 
regarding the diagnosis.
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