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Auricle 
 First and second 

branchial arches. 
 5th wk - six auricular 

hillocks of His, three
from the first arch and 
three from the second. 

 6th wk - hillocks have 
fused to form the 
auricle. 

EAC 
 Dorsal part of 1st 

branchial cleft 







 Congenital 
 Trauma 
 Inflammation and infection 
 Tumor 
 Miscellaneous condition 









 Darwin’s tubercle – 
small elevation on 
posterosuperior part 
of helix. Homologous 
with tip of mammalian 
ear & is inherited. 



 Antihelix is poorly formed 
with an excess of conchal 
cartilage. 







 The external ear 
stands away from the
head at a greater
angle (Normal angle
of the auricle to the 
median plane
averages 25 degrees
in boys and 18
degrees in girls). 





 Tags of skin with or without a
cartilaginous base. 

 May be sessile or
pedunculated & single or 
multiple. 

 Frequently located in the line
of junction of the tragus &
angle of mouth. MC seen just
anterior to tragus or ascending 
crus of helix. 











 Delayed upto 7 yrs – allows growth of rib 
cage 

 Autogenous cartilage is best, silastic
implants have extrusion rate >50% 

 First Stage ( Framework fabrication and
insertion) – harvest, sculpture & implant 
contoured rib graft 

 Second Stage (Lobule transposition) – 3 to 6 
m later 

 Third Stage (Atresia repair) 
 Fourth Stage (Tragal reconstruction) 
 Fifth Stage (Auricular elevation)    





                 Before After 1st stage 





 Wrestlers, boxers & 
rugbyfootball
players 

 Child abuse 

Treatment 
 Deeper burns – 

debridement 
 Simple lacerations – 

closure under 
aseptic condition 



 Closed trauma – 
boxing, rugby
football 

 Extravasation of 
blood b/w cartilage
& perichondrium – 
soft doughy
swelling 







 Acute localized 
infection 

 Symptoms – 
 Signs – 
 Treatment – 



 Swimmer’s ear, 
 Pseudomonas 

aeruginosa, Staph aureus 
 Staging

(1) Preinflammatory stage
(2) Acute inflammatory
stage
◦ Mild 
◦ Moderate 
◦ Severe 
(3)chronic inflammatory

Treatment 



 Otalgia (worse at 
night). 

 Purulent fetid 
otorrhoea. 

 Mild conductive 
hearing loss 

 Neurological
involvement – 40% 
- 60%- dysphagia, 
hoarseness, facial 
dysfunction. 



 Fungal infection of the skin of the EAC 
 Either primary pathogen or superimposed

on bacterial infections 

Etiology 
 Aspergillus niger (80 to 90% of cases) 
 Candida albicans 
Risk Factors 
 Extremely moist, hot environments 
 Chronic Bacterial Otitis Externa 
 Undergone open cavity mastoidectomy 
 Wear hearing aids with occlusive ear moulds 



Symptoms 

Signs 
Aspergillus niger – black 
specks in debris 
Diagnosis confirmed by 
microscopic examn of 
debris (10% KOH) or by 
culture 

Treatment 









 Parts of External ear 





 Pinna develop from? 





 Hematoma of pinna if not drain ? 





 Organism in otomycosis ? 



 Aspergillus niger (80 to 90% of cases) 
 Candida albicans 



 Skull base osteomyelitis – 

 Microorganism
 P aeruginosa (95%) -
 Aspergillus – begins in middle ear & mastoid as opposed to EAC 
 Proteus species
 Staphylococcus aureus
 Staphylococcus epidermidis
 Salmonella 

 Epidemiology 

 Causes 
◦ Diabetes (90% of patients) 
◦ Immunodeficiencies, such as lymphoproliferative disorders or

medication-related immunosuppression – chemotherapy &
steroids 

◦ AIDS 



 Leukocyte count -
 Erythrocyte

sedimentation rate 
-

 Serum chemistry -
 Culture and 

sensitivities from 
the EAC -

 Bx of granulation 
tissue - to exclude 
malignancy 



Tc 99 scan 
Gallium citrate Ga 67 

scan 



 Control of blood sugar 
 Pain control 
 Daily aural irrigations 
 Topical antimicrobial agents - controversial 
 Systemic antibiotics 
-Duration - 6-8 wks, objective parameter,
unanimous agreement still lacking.
Proposed criteria -

1. Healing of EAC skin.
2. –ve ear secretion culture. 
3. Return to normal ESR- most reliable. 
4. Continue therapy for 1wk after Ga-67 

Surgical Care 





 J. Ramsay Hunt described in
1907 

 Viral infection affecting
geniculate ganglion of facial 
nerve 

 Caused by varicella zoster 
Symptoms – 
 Early 
 Late (3 to 7 days): vesicles on

concha or pinna, facial 
paralysis 

 Vesicles dry up leaving crusts 
which persist for 7 to 10 days 

 Hearing loss, tinnitis, vertigo
Treatment 



 Mixture of secretions from 
ceruminous & 
pilosebaceous glands, 
together with squames of 
epithelium, dust & other 
foreign debris. 

Two types. 
◦ Dry wax -rice-bran wax, 

grey granular & brittle. 
◦ Wet wax -honey wax 

Function 
-antibacterial properties 
-protective fn of cerumen
is waterproofing effect on 
EAC 



How is ear wax treated ? 
 The best way: removal 

under direct vision by a 
doctor 

 Irrigation: saline at 37C 
ceruminolytics 







 Lipoma, fibroma, 
myoma,
chondroma, 
angioma 

 Papilloma 
 Adenoma 
- Sebaceous 
adenoma 



 Growth of cortical 
bone in EAC 

 Two forms 
- Exostosis 
- Single osteoma 





 Long standing CSOM 
 Chronic otitis externa 
 Radiation exposure 
 Human papilloma virus 
 Aflatoxin B produced by aspergillus flavus 
 Xeroderma pigmentosa, psoriasis 
 Actinic rays, trauma, frost bite 















 Other name of malignant otitis externa ? 
 Causes of malignant otitis externa ? 
 Investigation of choice 



 Skull base osteomylitis 
 Immunocompromised 
 Tc 99 scan 



 Herpes zoster caused by ? 



 Activation of virus in geniculate ganglion 
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