Retroauricular abscess from first bilateral
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DESCRIPTION

A 33-year-old man presented with a left retroauri-
cular swelling which was growing insidiously for
8 days. The patient has reported a similar episode
few years ago in his right ear. Examination revealed
a tract opening on a painful abscess behind the left
ear (figure 1), a right retroauricular external
opening without infection (figure 2), while CT scan
failed to demonstrate any fistula. This suggests a
left posterior abscess from bilateral first branchial
cleft sinus. The abscess was drained and treated by
broad-spectrum antibiotics. In case of relapse of
abscess on either side, a surgical procedure will be
considered.

Anomalies of the first branchial cleft typically
account for less than 8% of all branchial anomal-
ies.! Bilateral presentations are even less reported.
In embryogenesis, the branchial apparatus corre-
sponds to the head and neck region of the embryo
and is composed of branchial clefts, arches and
pouches. They are derived from ectoderm, meso-
derm and endoderm, respectively. The first bran-
chial cleft later develops into external auditory
meatus. When obliteration failure occurs, it forms a
fistula, sinus or cyst depending on how malforma-
tion communicates with the epithelium.? It can be
diagnosed by history and physical examination
alone, especially when a tract opening is present.
Preoperatively, relationship between the tract and
neck structures is difficult to assess even with high-
resolution CT scan. Permanent treatment requires
surgical exploration and excision of the tract. This
is complicated by the variable relationship with the
facial nerve and may require superficial parotidect-
omy and facial nerve monitoring.’

(A and B). This figure shows a tract opening
on a painful erythematous and fluctuant base behind the
left ear compatible with an abscess originating from first
branchial cleft anomaly.

Figure 1

Figure 2 Examination of the right side shows a
retroauricular tract opening without infection.

Learning points

» First branchial cleft anomalies are rare and
account for fewer than 8% of all branchial
anomalies and bilateral presentations are even
rarer.

» This condition can have variable presentation
(abscess, cyst or fistula), localisation and
relationship to the facial nerve (superficial or
deep). Preoperatively, high-resolution CT scan
often fails to assess relationship between tract
and neck structures.

» The permanent treatment is a surgical
exploration and excision of the tract after the
acute infection.
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