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บทคัดย่อ:  
 เชื้อวัณโรคก่อให้เกิดโรคได้แก่ทุกส่วนของร่างกาย การติดเชื้อของรูเปิดหน้าหูส่วนใหญ่เกิดจากเชื้อแบคทีเรีย รายงาน
ผู้ป่วยนี้เป็นกรณีของฝีหน้าหูที่เกิดจากเชื้อวัณโรค วัณโรคของฝีหน้าหูไม่เคยมีการรายงานมาก่อนและเกิดจากสาเหตุเดียวกัน
ของวัณโรคผิวหนัง การรักษาทำาได้ด้วยยาต้านวัณโรคสูตรมาตรฐานและการผ่าตัด รายงานผู้ป่วยรายนี้ทำาให้นึกถึงการติดเชื้อ
วัณโรคในฝีหน้าหูในกรณีที่การรักษาไม่ตอบสนองต่อยาปฏิชีวนะและการผ่าระบายหนอง

คำาสำาคัญ: รูเปิดหน้าใบหูแต่กำาเนิด, วัณโรคนอกปอด, วัณโรคผิวหนัง

Abstract:
 Tuberculosis (TB) can infect any part of the body. Preauricular sinus is a congenital anomaly of the external 
ear. Infection of the preauricularsinus is mainly caused by bacteria. This is a case report of TB of preauricular abscess 
which presented with an unresponsive abscess to an antibiotic. TB of preauricular abscess is extremely rare, and 
assumed to have the same etiology as cutaneous tuberculosis. Treatments are standard anti-TB drugs with excision 
of preauricular sinus. This case emphasizes the consideration of TB in a preauricular abscess that does not respond 
toantibiotics, incision and drainage. 
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Introduction
 Tuberculosis (TB) can affect any part of the body 
and the manifestations can be an imitation. About 18.0-
47.0% of TB in Thailand isextrapulmonary TB.1,2 Young 
age, female, Asian and African origin, and human immuno-
deficiency virus infection are independent risk factors for 
extrapulmonary TB.3 Lymphadenitis is the most common 
form of extrapulmonary TB1 and the sensitivity of sputum 
culture for TB lymphadenitis is 5.0-14.0%.4 TB of preauri-
cular abscess is extremely rare: only one case report 
has been found in a review of literature, and it happened 
to be a form of preauricular lymphadenitis due to TB.5 
Preauricular sinus is a benign malformation of the external 
ear. The incidence of preauricular sinus is 0.1-0.9% in the 
United States, 2.5% in Taiwan and 4.0% in Southwest 
Nigeria.6-8 The malformation of the auricle during the 
sixth week of embryologenesis and most of the preauri-
cular sinus are unilateral and usually occur on the right 
side. Most of them are sporadic.8 Preauricular sinus is 
usually asymptomatic. Most patients present with a 
history of infection of preauricular sinus. The most common 
pathogens are Staphylococcus epidermidis, Staphylococcus 
aureus, Streptococcus viridans, Peptococcus species, 
and Proteus species.9 Once it presents as an infection, 
a systemic antibiotic should be given, and if an abscess 
is formed, incision and drainage should be performed 
with pus culture and gram stain. 

Case report 
 A 31-year-old female with a previous history of 
preauricular abscess, off and on. The first episode of 
infection was 2 years ago. She came to the Otolaryngo-
logy Clinic at Panyananthaphikkhu Chonprathan Medical 
Center, Srinakharinwirot University (PCMC). She presented 
with preauricular swellingthat had started3 weeks previous. 
She had no discharge from the ear pit. She had no cough, 
no weight loss, and no fever or any night sweat. She has 
no history of exposure to TB, and no known systemic 
disease. The patient had been given oral amoxy-clavulonic 

acid for her preauricularsinus infection at a different out-
patient clinic. Two weeks later it had become progressively 
more swollen. On examination, she had no fever, blood 
pressure was 150/104 mmHg, with a pulse rate of 93/min 
and a respiratory rate of 20/min. She weighed 81 kg. 
The ear nose and throat examination revealed normal 
findings. The preauricularabscess was 2.0x2.0 cm with 
tenderness. She underwent an incision and a pus culture 
foraerobic bacteria, and a gram stain for bacteria and acid 
fast bacilli. She had wet dressing with gauze drain twice 
a day with oral clindamycin 900 mg daily, but the surgical 
wound was still full of pus discharge (Figure 1). The AFB 
stain resulted in AFB 1+ from a private clinic and 
AFB was positive 3 AFB/100 F from Otolaryngology Clinic 
PCMC (Figure 2). The patient was started on anti-tuber-
culosis therapy consisting of INH 300 mg OD, Ethambutoll 
200 mg OD, Pyrazinamide 1,500 mg OD and Rifampin 600 
mg OD. The HIV antibody was negative. The radiological 
view of thechest was normal. Resolution of the preauri-
cular infection occurred after one week of follow-up. The 
anti-TB drugs were continued for the following two months 
with another four monthsof INH and Rifampin. The surgical 
excision of the preauricular tract was scheduled after 2 
months of anti-TB drugs. Intraoperative finding: a sinus 
tract extended approximately 1.5 cm into the deep soft 
tissue, along the cartilage surface deep to the root of 
the helix. The sinus tract and surrounding soft tissue 
fibrosis were removed. The cyst was accidentally resected, 
and revealed a minimal amount of white creamy content. 
No lymph node was identified in the surgical field. The 
temporalis fascia appeared intact. Mycobacterium tuber-
culosisculture was negative after 8 weeks. Pathological 
report showed a cyst lined by stratified squamous 
epithelium with associated sebaceous glands with 
lamellate-keratin, which was surrounded with fibrotic 
connective tissue containing mild chronic inflammatory cell 
infiltration. No granuloma or malignancy was observed.
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Discussion
 Preauricular infection with TB is extremely rare 
even in endemic areas of TB. This is the first case report 
of TB of preauricular abscess. The most common presen-
tation of head and neck tuberculosis is cervical lymph 
node TB, and the second most common localization of 
head and neck TB is the larynx. Cutaneous TB is the least 
common head and neck TB.10 The treatment of head and 
neck TB is the same regimen as pulmonary TB and other 
extrapulmonary TBs, except TB meningitis and TB of the 
bone and joint.11  The etiology of TB of preauricular abscess 
is assumed to be the same as cutaneous TB, which is 
an invasion of the skin by Mycobacterium tuberculosis. 
We know as multibacillary forms which is a primary 
inoculation for TB (tuberculous chancre), typically following 
a penetrating injury, result is the direct introduction of 
Mycobacterium into the skin or mucosa of an individual 
with no previous TB infection.12 This case emphasizes 
that TB should be considered in an unresponsive pre-
auricular abscess after treatment as a usual bacterial 
infection, even though the patient has no history of immuno-
compromise hostor contact with TB.  
 The investigation is a demonstration of acid-fast 
bacilli (AFB) in pus stain, and the definitive diagnosis of 
TB is a culture of Mycobacterium tuberculosis organism 
from pus or any specimen obtained from the patient. The 
culture of TB takes 4-8 weeks and could cause a delay 
in treatment; thus, if AFB is found in the pus stain, 
treatment should be started immediately. This case, was 
bacteriologically confirmed, according case due to the 
WHO definition of a TB case (a biological specimen is 
positive by smear microscopy).13 Because there was only 
a small amount of AFB, only 3 cells presented in a high 
field at the time the culture was obtained, it became a 
culture negative case. Intraoperative finding and patho-
logical finding indicate preauricular sinus infection. There 
was no granulomatous change, which may be due to the 

Figure 1  One week after incision and drainage with 

 continuing clindamycin.

Figure 2 AFB stain from pus (Ziehl-Neelsen acid-fast 

stain, original magnification ×1,000).
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short period of infection. Nonetheless, the patient clinically 

responded well to the anti-TB drug.  

 Treatment is not only starting anti-TB drugs, but 

also an excision of the preauricularsinus. Surgical excision 

can confirm a valid diagnosis of the specimen. Furthemore, 

it can remove the cause of the infection and help with 

assessment of treatment outcome. The protective mecha-

nisms of TB involving granulomatous response, the bacilli 

can also survive, protected from killing by immune cells.14 

The fact that there is no granulomatous tissue left behind 

can be a direct indication that the infection is improving.

Conclusion
 TB of preauricular abscess is extremely rare. In 

cases of unresponsiveness to antibiotics and surgical 

drainage, AFB stain of pus should be considered for 

the diagnosis of TB preauricular abscess. Treatment 

of TB of preauricular abscess is a course of standard 

anti-TB drugs, plus surgical excision.
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