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Objective: To determine the role of operating microscope in excision of preauricular sinus. Design: A retrospective study.
Place and duration of study: From January 2005 to July 2006 at Mayo Hospital, Lahore. Patients and methods: All the
patients who underwent preauricular sinus excision under operating microscope were studied. Patients reviewed in follow
up for recurrence of sinus and other complications. Results: A follow up of all operated patients for a period of minimum
of 8 months revealed good results without any recurrence. Conclusion: Magnification employed during surgery minimizes

the risk of recurrence of preauricular sinuses.
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Preauricular sinus (ear pit) is a common congenital
abnormality described by Van Heusinger in 1864'. It is
defined as a congenital lesion m which a small skin
opening located in front of the external ear communicates
with a subcutaneous network of cysts’ (Fig. 1). It arises
from the anterior aspect of the helix. preauricular sinus is
not branchial cleft remnant related. Preauricular sinus can
be either inherited or sporadic. When inherited, they show
an incomplete autonomic domimant pattern with reduced
penetrance’ and variable expression. Recently a locus was
found to map to chromosome 8gll1.1-g13.3". The
mcidence of preauricular sinus vares from 0.9% in whites,
5% in blacks and 10% in asian’. s may be bilateral;
usually these lesions are as ° The vast majority
is benign in nature and requires mo mtervention. However,
some patients complain of discharge and/or infections,
recurrent infection may lead #o development of a pre-
auricular ulcer. Recurrent mfecton 1s a clear indication for
complete excision. Complete excision of the sinus tract
and ' > associated cyst down o the temporal is fascia effect
a cure. Patients with preauricular sinuses present to the
clinician vith persistent discharge, recurrept ctions or
recurrence after surgery. Sursery has always been regarded
as the tr*tment of choice. Sc@ral metheds have been
vsed to improve the swccess rates, including the use of
probes or preoperative mjection of methylene blue into the
iract”’. The objective ¢f this study is to analyze our
methods and results with preauricular sinus excisions.

Patients an< methods ;

This is a hospitai based study carried out at the department
of Otorhinolaryngology and Head and Neck Surgery,
Mayo Hospita., Lahore. All the patients of preauricular
sinuses who presented to our department from to are
included. The method of sampling is purposive type. The

study design is de. .iptive type. Infection is controlled °

prior to surgery with appropriate antibiotics. Investigations
necessary for anaesthesi. were carried oat and after
informed consent surgery performed. Generai
anaesthesia was used in al. ... Local infiltration of 2%
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lignocaine and adrenaline 1 in 160000 around the
preauricular sinus is done to provide a bloodless field. An
elliptical incision including the sinus opening was used.
Magnification with an operating microscope was always
used to excise sinus tract and all its ramifications
completely (Fig. 2). A wound was closed primary closure
after securing the homeostasis. There was no drain used in
any patient... Postoperative antibiotics are used and
patients were discharged on the fifth day after removal of
stitches. All the patients were followed to date. :

Nine patients were operated, of which 3 were females
(Table I). Eight of them were less than 16 years while one
was 68 years old (table II). Sinuses were more common on
the left (5 cases) than on the right (3 cases). One patient
had bilateral preauricular sinuses (Table III). Eight of our
patients were primary preauricular sinus excisions while 1
had had a previous sinus incision and drainage. Sinus
tracts were single in 7 patients and multiple in 2. All
patients were followed up for a minimum period of 6
months, the longest being 14 months. There are no signs of
recurrence in any of the above patients.

Fig. 1

Table I: pr distribution (n=9)

Sex & Frequency Yage
Male ¢ 6 66.7
Female 3 & 333

5




Table II: Agé distribution (n=9)

Group Frequency " %age
<l6Years 8 889
>10Years 1 1.1
Table I1I: Site
Frequency Yeage
Right 3 333
Left 5 55.6
Bilateral 1 11.1
Fig. 2
Discussion

A preauricular sinus is a common congenital anomaly that
does not always cause symptoms. It is defined as a
congenital lesion in which a small skin opening located in
front of the external ear communicates with a
subcutaneous network of cysts. The vast majority is benign
in nature and requires no intervention. It may be an
inclusion dermoid resulting from epithelium trapped
between the developing auricular tubercles or it may be a
remnant of first bronchial groove epithelium, which has
failed to resort. Sinuses may become infected, most
commonly with gram-positive bacteria recurrent infection
1s a clear indication for excision. Complete excision of the
pit and sinus tract provides the only definitive cure,
surgery done in the presence of infection results in higher
recurrence. Guru and co-workers (1998) have reported a
recurrence of 8.22% without any infection as compared to
15.79% in patients with active infection present at
surgery”. Surgical treatment of preauricular sinus is
characterized by high recurrence rates. Recurrence rates
ranges from 9% to 42% *'°. If complete excision of the
gland and duct is done, the recurrence rate should be
substantially reduced. Meticulous excision by an
experienced head and neck surgeon minimizes the risk of
recurrence. Recurrence in preauricular sinus can manifest
in the form of persistence of sepsis, resurgence of swelling,
repeated sinus discharge or recurrence of a prea?ricular
mass. There is higher chances of recurrence "in the
presence of previous surgery, the use of a probe to
delineate the sinus and operating under local anaesthesia''.
Postoperative wound asepsis is also mandatory to facilitate
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good healing without recurrence. There is also higher

~recurrence in patients who developed postoperative wound
* sepsis. Results. ere always better in primary preauricular

sinus excisions. Magnification employed during surgery,
“and identifying the branching tracts’ of the sinus may
further minimize the risk of recurrence’>. Magnification
with an operating microscope enables precise dissection
without any epithelial breach'”. With the use of operating
microscope, in our series; we have had extremely
gratifying results without a single recurrence in any of the
nine patients operated so far.

Conclusion

It is concluded that operating microscope is very helpful to
minimize the chances of recurrence after surgical excision
of preauricular sinus. Surgery should be avoided during
incipient infection. Appropriate antibiotics should be
administered prior to surgery. During surgery
magnification with operating microscope greatly enhanced
the identification of the sinus tract and its branches so
enables the surgeon to excise the sinus tract completely.

References

1. Heusinger CF. Halskiemen-Fisteln von noch
beobeachter form. Virchows Arch 1864;29:358-65.

2. Robert J. Beatenburg de Jong. A new surgical technique for
treatment of preauricular sinus. Surgery 2005;137:567-70. .

3. GurE, Yeung A, Al-Azzawi M, Thomson H. The excised ..
preauricular sinus in 14 years of Experience: Is there a
problem? Plast RecongliSurg 1998; 102: 1405-8. :

4. Zou F, Peng Y, Sun A| Liu W, Zhu H; Gao B, Feng G. A
locus for congenital  preauricular fistula maps to
chromosome 8q11.1-q13.3. J Hum genet 2003; 48; 155-8.

5. Leung AKc, Robson WLM. Association of preauricular
sinuses and renal anomalies. Urology 1992; 40:259-61

6. Lau JT. Towards better delineation and complete excision of
preauricular sinus. Aust N Z J Surg 1983; 53:267-9.

7. Joseph V1 Ja’hn' sen AS. Single stage excision of

icular sinus. Aust N Z J Surg 1995; 65:254- y, ;
eung A, Al-Azawwi M, Thomson H. The excised
preauricular inus in 14 years: Is there a probleﬁ; Plastic
Reconstr Surg 1998;102:1405-8 ;

9. O'Mara W, guarisco L. Management of the preauricular”
sinus. J La State Med Soc. 1999 Sep; 151(9): 447-50. = -

10. .Ellies M, Laskawi R, Arglebe C.. Clinical evaluation and
surgical management of congenital preauriculas fistulas. )
Oral Maxillofac Surg 1998;56:827-30.

11. Currie AR, King WW Viantis AC, Li AK. Pisfalls in the
management of Preauricular = sinuses.’ Br.- J Surg
1996;83:1722-4 .5t - Y

12 Tan’T, Constantinidgs? H, Mitchell, TE. Thiz preauricular
sinus: A review of .its aetiology; clinical presentation and.
management. Int J Pediatr @torhinolaryngol. 2005 Nov;
69(11): 1469-74. = = s .

13. Kumar Krishna K, Narayanamurthy VB, Sumathi V, Vijay

R. Preauricular sin'ps: Operating ‘microscope improves -

outcome. Indian Journa! of Otolaryngology and Head and

 Neck Surgery. 2006; 5.7 Q, ' - ¥

nicht

8. GurE,

ANNALSVOL. 13 NO.1 JAN - MAR- 2007 125



