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Congenital Auricular Fistula Confined to an Ear Lobule

Kyung Wook Heo, MD
Department of Otorhinolaryngol ogy-Head and Neck Surgery, College of Medicine, Inje University, Busan, Korea

—ABSTRACT —

Congenital anomalies of the external ear are rare, and can have negative effects on children due to unaesthetic
appearance and repeated infection. Surgical management is required to correct the deformity. Of the external
ear deformities, congenita fistulae are rare and manifest as blindly ending narrow tubes, sometimes mere pits
or dimples. The fistular opening can be located in various regions of the periauricular area. The present case
involved 3-year-old girl with two congenital openings at the intertragic incisura and the middle of the free
border of ear lobule, which caused frequent odorous discharge. A fistulogram showed that the two openings
were interconnected via a fistular tract. The patient underwent fistulectomy under general anesthesia. The
author reports this case with review of aliterature. (J Clinical Otolaryngol 2007:18:125-127)

KEY WORDS : External Ear - Fistula - Congenital.

=

-

N

oINE B 47 Al 1AL S EYR 8
2N gellx] 2HAs 6712 ©
zgitt, o7l §715S A 5~67°l AA ¥
Fajo] o] )Z ALY B4 5097 9A1F
o] o7t %"éﬂ‘ﬂ ok} 233l wet 2717 A3 B
oJo] wHA wH, Bl 205l 1 Age] gddrt!

Blgz71el) Z@e ol stot 2919] vl 1A/}
5t sjolo] 4] wet o} TR0 R o)l
R4 £ 2007 49 39
ArtekE Y 120079 59 7Y
SAAAL 879, 614-735 YA FAAT ARLE

633165 AAciskL Sjstolat ooy 73 ol s et
A3} : (051) 890—6375 - A% : (051) 892—-3831
E—mail : heokw96@kornet.net

125

B4 20 Aot olhel makst $1X1% 71
ok olefe 319 ol vhrt A 2 9)5el QoIS
3 ol7hel 7190 s, 7192 theser olpe
Soll IR 7150] o] FALE A T SE

3%2):9 o]grof| FEhE MHA F& AAAZRCE AL

{o i,

¥

o

W37k ek ool AR 3A] oolellA] ol et
of WAIE A o) FES NS Felada
71 sk oo,
|

34 o7t 42 olfe] EAlsks Y FEORN
B 2 54 BulES F47 29 ol s
Rk W R Pol AEROR FAUT
oplel Huat Al glsleh. 23 o) F3e 24
ARE EAROR, 24 F oF 6712 FHE 3ol



JClinical Otolaryngol 2007;18: 125-127

o

)

"

ool 1] AR gtkar Firk. o|ghA AR &
1712] oi==(antitragus) 9} F7HEE R} ofgf F&E
SHE o F1oH, F 9] rEol stk uiS
FIPAES] vts ofefiFe] SI%laL, 915 Fae
o pEE: A1) St F-2lel ASITh(Fig. 1A).
7S Agsta @Al AR AxpPE Eo] Py KX gi
9,31‘3}. A sk A3y
T getaly] S8l v Ve A]ﬁg‘i'i‘?}. lﬁé -+
TOoE FUH YA oK A% tF O o]F
o, A50E °oF 2 em AE X} oKL ol
2 sl 9% reo® Ze Usith(Fig. 1B and O). 1L
AT ZAF R oS3 AR A ollom, Al
U}-ﬂ—e‘ A3t AL A M T Bo] A7 Itk
ol =gtElo] 1 AAlE wheh A A3 o))
5] At gl =4 ARE A]ﬁg‘i'i‘i}. 713 Ak
I

(3

=4 rlo e 2>
o

o,
I ok

‘Tﬂ
o Lr1°

A T Qs (Fig. 2). 785

= Alolel] 2 cm L] Iy
2919 tiFAEy} AA FETE U 3}04 (en bloc)
AR T Bl ARl Wiy Bofol3lar 1.8
X1.9%1.2 cm I719oH, A= dxpEsh

Ve A9
chFig. 34). Wel2ARAE FERE el T
5718 7R 5% BRI gel 99l BAel 9

23l Wk o] Al 7)8o) fg 3 2710191
3B). 65 25 o9 o7 R $57} g ]
7 Z9lon e

TEF 5°WH a5 FIAE Al

126

Fig. 1. A : Preoperative photograph
showing two openings in the left au-
ricle. The medial opening (arrow) is
located at the skin just below the in-
tertragic notch, while the lateral open-
ing (arrow head) is at the middle of
free lateral border of the lobule. B
and C : Anteroposterior (B) and la-
teral (C) fistulogram shows that the
medial (black arrow) and lateral (whi-
te arrow head) openings are inter-
connected. Dye entering the medial
opening (black arrow) flows out to the
lateral opeining (white arrow head) .

Fig. 2. The fistular tract within the antitragal cartilage is
opened by a skin incision along the intertragic notch. The
penetrating point (black arrow head) from medial ope-
ning comes across the fistular tract from lateral opening
within the antitragal cartilage (black arrow). A metal pro-
be isinserted into the fistular tract from the medial opening
(white arrow head) and an intravenous catheter passes
through the fistular tract from the lateral opening.
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. Fig. 3. A : The excised fistular tract is
 11.8X1.9%1.2 cm in size and horse
| shoe-shaped. The central portion of
the tract is incorporated in the anti-
| tragal cartilage. B : Pathologic exami-
nation of the fistular tract reveals a
* | central lumen lined by squamous epi-
- | thelum and cartilage with normal
skin adnexa (H & E staining, X40).

B APLA 0% MASAT SR QA 9 E
A A, A B o) A9t eiA ek”

B915 AN AR JAshs Azl H]
654 o7l GAel wola bk Al 240 A
3T Wi R9E e Al 2R Sl 240
A R AR} AZAE B3} Dol s

of Bj87] 7ol
o717k BHEARRL” o] §715S Fuld e %
G FAo] FARE og7IEe] oW WHoR T4

SHldelM Az A DAL A TR

3} §3e o ol/le] 5% HEe Pk A 4
%Jelo] QA grow, Terst ol/)7]Ho] o)) we] v
NE Ags) Ao

o7le] 7t Fx2EE2] 71l talixle= o ATk
ol ti¥elzl 718 S0 A Park” & Fule) &
IRl wet o7l e] 719-& FAYE, ASTFETe
el Tk A %o] Al 24zl SJal A==
AA|skaL Fol7f sHle] Qs FEihe A9o] Al SAH%L
oﬂ 93 64/\4QL HEg) o]x]biﬂ H o}oﬂu} o]=
A= Park Al 1, 60]7H 717} olE, Al 4, 5017va
717F ol B tolEs, Al 20170 §717} ol 55, 18]
i A 3o7Hg717F 3 Ohrl.‘é et Xﬂ’\]?ﬂ‘?}.‘”
& FHelA FEFe] Fo] Fb AEolAM ol5=e A
07 oojz) 3 9o} Park” 7} Davis'? 9] #QkS 11
2laf & o, Al 13k A 20170 §717F =¢bd AgE o]
59 a5 B8k Al 58} Al 6ol §717F ek
AgE o] 959 FIFE FET Aow FHY 5 Sle
Zoltk. & o W2 o/l 7189 FelE KobA EAett
W ZF ol 717} ol7he] o= R91E Mok A E F

v Qo] o 4 9l Ao AREr: E & Salst 2
| SRR A7} AR

eyl A
el 74/\]~€ HEEA] A

o
:Oé
)
4w

REFERENCES

1) Altmann F. Normal development of the ear and its mecha-
nics. AMA Arch Otolaryngol 1950;52:725-66.

2) Kenna MA, Hirose K. Embryology and Developmental
anatomy. In: Charles DB, Sylvan ES, Cuneyt MA, Ellis MA,
Margaretha LC, Joseph ED, editors. Pediatric Otolaryn-
gology, 4th ed. Philadel phia, PA: Saunders; 2003. p.129-46.

3) Park C. Lower auricular malformations: Their represen-
tataion, correction, and embryologic correlation. Plast Re-
constr Surg 1999;104:29-40.

4) Karmody CS, Annino DJ. Embryology and anomalies of
the external ear. Facial Plast Surg 1995;11:251-6.

5) Harris J, Kallen B, Robert E. The epidemiology of anotia
and microtia. J Med Genet 1996, 33:809-13.

6) OliveiraCA, Pinheiro LC, Gomes MR. External and middle
ear malformations: autosomal dominant genetic transmi-
ssion. Ann Otol Rhinol Laryngol 1989;98:772-6.

7) Porter CJ, Tan ST. Congenital auricular anomalies: Topo-
graphic Anatomy, Embryology, Classification, and Treatment
Srategies. Plast Reconstr Surg 2005;115:1701-12.

8) Streeter GL. Development of the auricle in the human em-
bryo. Contrib Embryol 1922;69:111-39.

9) Wood-Jones F, Wen IC. The development of the external ear.
J Anat 1933;68:525-33.

10) Davis J. Surgical embryology. In: Davis J, editor. Aesthetic
and Reconstructive Otoplasty. 1st ed. New York, NY: Sprin-
ger-\erlag;1987. p.93-125.

127



