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A 22-year-old female presented in the Department of 
Otorhinolaryngology, Institute of Medical Sciences, BHU, Varanasi 
with complaints of recurrent painful swelling, itching and discharge 
from left postauricular area for ten years, for which she was operated 
five year back and the swelling was excised. But her symptoms 
persisted after surgery. She had history of incision and drainage 
twice in the left ear after that. On careful examination a sinus opening 
was found just below the intertragic notch since birth. Scar mark of 
previous incision and scarring present in postauricular area [Table/
Fig-1a,b]. During the surgery, local anaesthesia was given around 
sinus opening located below intertragic notch and in retroauricular 
area. Methylene blue dye was injected in the sinus tract. An elliptical 
incision was made around sinus tract and in retroauricular area and 
the sinus tract was dissected from surrounding structure under visual 
guidance. On tracing the sinus tract, the sinus tract was seen to be 
passing through the conchal cartilage [Table/Fig-2a,b].  Hence, a 
piece of conchal cartilage was excised along with the tract and the 
sample was sent for histopathological examination. The sinus tract 
was not related to parotid tissue and facial nerve. Histopathology 

confirmed that the excised tissue was a sinus tract lined with 
squamous epithelium [Table/Fig-3]. The patient was followed up for 
six months and no any further complains were reported. 

DIscussIon
The development of pinna begins during the fourth week of 
gestation and adult configuration is achieved at approximately 
five months. Developmental process of pinna is independent 
of development in middle and inner ear. Pinna develops from six 
mesenchymal proliferations, known as the hillocks of His; three from 
the first branchial arch and three from the second branchial arch [1]. 
Defective fusion of the hillocks of His during development of pinna 
leads to formation of preauricular sinus [2]. Preauricular sinus is an 
occasional finding found during examination of ear as a small pit 
close to the anterior margin of the ascending portion of the helix or 
in front of tragus [3].

Choi et al., divided the sinuses into two type depending up 
on the relation of the sinus opening with extended tragal line -a 
perpendicular line passing posterior to the tragus and ascending 
limb of the helix. Sinus was classified as preauricular or postauricular 
depending upon location of sinus opening in front of or behind the 
extended tragal line [4].

In preauricular sinus the most common site of fistula opening is 
anterior to ascending crux of helix or just in front of tragus with 
sinus tract lies anterior to ascending crux of helix and in majority 
of cases attached to its perichondrium. In postauricular sinus, the 
most common site of fistula opening is at the root of helix with the 
sinus tract directed towards the posterior or postero-inferior portion 
of the pinna. Sinus tract of postauricular sinus passes through 
auricular cartilage.
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[Table/Fig-2a,b]: Intraoperative photograph of patient showing the excised tract 
along with the opening just below intertragic notch.

 

 

[Table/Fig-1a,b]: Clinical photograph of patient showing: a) fistula opening just 
below intertragic notch; b) Post auricular scarring.

[Table/Fig-3]: Histopathological picture showing sinus tract lined by inflammatory 
granulation tissue.



Rakhi Kumari et al., Fistular Opening Below the Intertragric Notch: A Rare Variant of Pre-auricular Sinus Www.Jcdr.Net

Journal of Clinical and Diagnostic Research. 2016 Sep, Vol-10(9): MJ01-MJ0222

In the present case, a sinus opening was present just below the 
intertragic notch. On tracing the sinus tract, the sinus tract was seen 
to be passing through the conchal cartilage. So, we procceded by 
giving an elliptical incision around the sinus tract and in retroauricular 
area. The sinus tract was dissected from surrounding structure and 
it was confirmed by histopathological findings also. 

Work classified first brachial cleft anomaly in two type: type I and 
type II [5]. Sinus  tract of type I first brachial  cleft  anomaly ends 
in bony  meatus without any external opening and closely related 
to inferior division of facial nerve and parotid tissue [6]. External 
opening formed only after sinus tract becomes infected, whereas 
sinus opening of type II first brachial cleft anomaly generally located 
in upper part of neck with sinus tract closely related to parotid tissue 
and facial nerve [7]. In the present case sinus opening was present 
since birth and sinus tract was not related to parotid tissue and 
facial nerve. So we suggest it was not a variant of brachial cleft 
anomaly. Sinogram may be ordered to find out length, branching 
and depth of sinus tract but the actual differentiation from branchial 
arch anomalies lies in the knowledge of the regional embryology 
and peroperative findings [8].

Preauricular sinus generally remains asymptomatic and was found 
during examination of ear as an incidental finding. When it remains 
asymptomatic it does not require any treatment. Symptoms 
appear when it gets infected. Infection of preauricular sinus leads 
to recurrent discharge, pain, itching, swelling around pinna and 
abscess formation. The most common pathogens causing infection 
of preauricular sinuses are Staphylococcal species followed by 
Proteus, Streptococcus and Peptococcus species [9]. Once 
infected, excision of sinus tract becomes necessary. Sinus opening 
away from post auricular swelling in post auricular sinus is frequently 

misdiagnosed. In postauricular sinus, the sinus opening is located 
in the center of the crus of helix, or its surrounding; and the sinus 
tract passes through the cartilage. Therefore, the portion of auricle 
cartilage needs to be removed; along with the sinus tract and 
removal via anterior-posterior approach of the auricle is necessary 
to completely remove the postauricular sinus [10]. In case of 
periauricular swelling and discharge careful search of sinus opening 
in and around auricle is necessary to avoid misdiagnosis of these 
rare findings. The significance of our case was the rare location of 
fistula opening just below the intertragic notch on the earlobe.
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