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Abstract
Objective: This paper reports a series of patients with sporadic pinna perichondritis who presented to a district general
hospital over a period of 10 years. The data examined included the causative organism, risk factors and pattern of
antibiotic use.

Method: A retrospective analysis of diagnosed cases of pinna perichondritis from 2001 to 2012 was performed. A
literature review of pinna perichondritis was carried out using Pubmed with the key words ‘pinna perichondritis’,
‘pinna abscess’, ‘pinna infection’ and ‘piercing’.

Results: Pinna perichondritis was more likely to result from chondral than lobe piercings. The majority of cases were
caused by Pseudomonas aeruginosa.

Conclusion: Most patients were not prescribed anti-pseudomonal antibiotics on presentation. This may result in
persistent infection and long-term cosmetic defects.
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Introduction
Pinna perichondritis can arise as a rare complication second-
ary to ear piercing. An increase in incidence in recent years is
associated with the rising popularity of chondral piercings,1

which cause stripping of the perichondrium and microfrac-
tures of the cartilage.2 This potentially deforming condition
affects a young age group that is likely to be sensitive to cos-
metic outcome.

We systematically examined cases of patients with spora-
dic pinna perichondritis associated with piercing who pre-
sented to a district general hospital over 10 years. The
study focused on causative organisms, antibiotic use and
cosmesis. A literature review of pinna perichondritis associ-
ated with piercing was undertaken.

Case reports

Case one

An 11-year-old girl presented to our department with a 4-
day history of a painful, swollen cartilage piercing. She
reported no significant co-morbidities. She had been pre-
scribed flucloxacillin by her general practitioner, which
she had taken for 48 hours prior to presentation. The pus
swab grew Pseudomonas aeruginosa. She was initially
started on intravenous co-amoxiclav and flucloxacillin by
the on-call ENT team; however, this was changed to oral
ciprofloxacin on the basis of the culture results.
Following incision and drainage, and the administration
of antibiotics, the abscess resolved without residual
deformity.

Case two

A 16-year-old girl presented to our department with an ear
cartilage piercing which had become infected 2 weeks pre-
viously after she accidentally pulled on the earring. She
had been prescribed a course of clarithromycin by her
general practitioner (flucloxacillin was avoided due to a
penicillin allergy), but this failed to relieve the symptoms.
On examination, a fluctuant abscess was present over the
site of the piercing. Incision and drainage of the abscess
was carried out. Culture of pus showed P aeruginosa. She
was prescribed a 7-day course of ciprofloxacin. There was
no cosmetic deformity of the pinna at follow up.

Materials and methods
We undertook a retrospective review of local patient notes
dating from 2001 to 2012 using the World Health
Organization International Classification of Diseases
version 10 code H60.0 (abscess of the external ear). Cases
with no history of associated piercing were excluded. The
diagnoses of excluded cases included sebaceous cyst,
infected pre-auricular sinus and spontaneous pinna perichon-
dritis. The data extracted from the notes included patient age
at presentation, gender, site of piercing, duration of symp-
toms, co-morbidities, first-line and second-line antibiotic
treatment, incision and drainage, duration of antibiotic use,
and cosmetic outcome at follow up (Table I).

A literature search was carried out using Pubmed with the
key words ‘pinna perichondritis’, ‘pinna abscess’, ‘pinna
infection’ and ‘piercing’. Sixteen studies reporting pinna
perichondritis secondary to piercings were identified, all of
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TABLE I

CASE SERIES SUMMARY∗

Pt sex, age
(y)

Symptom dur
(days)

Site of piercing Trauma Pre-admission
antibiotics

Micro-organism In-patient antibiotics Co-morbidities Cosmetic
outcome

F, 16 13 L high chondral Y Clarithromycin Pseudomonas Ciprofloxacin N Satisfactory
F, 14 14 L high antihelix N Flucloxacillin,

co-amoxiclav
Pseudomonas/mixed

skin flora
Ciprofloxacin N Pinna deformity

M, 17 28 R high chondral N Flucloxacillin,
penicillin

Pseudomonas BenPen/flucloxacillin, metronidazole Mild asthma Pinna deformity

F, 17 9 L high chondral N Amoxicillin Pseudomonas Ciprofloxacin Eczema Satisfactory
M, 5 7 L ear lobe N Flucloxacillin Not available Flucloxacillin, co-amoxiclav None Satisfactory
F, 22 2 L low chondral Y Co-amoxiclav Pseudomonas Gentamicin, ciprofloxacin None Satisfactory
F, 13 14 L high chondral N Flucloxacillin Pseudomonas Cephalexin, metronidazole Dermato-

fibromata
Satisfactory

F, 11 4 L high chondral N Flucloxacillin Pseudomonas Augmentin/flucloxacillin (IV),
then ciprofloxacin

N Satisfactory

F, 18 5 R high chondral N Flucloxacillin Pseudomonas Cefuroxime & metronidazole (IV),
then ciprofloxacin

Asthma Satisfactory

M, 34 21 L high chondral N Co-amoxiclav None isolated Tazocin (IV), then ciprofloxacin N Satisfactory

∗Patients with sporadic pinna perichondritis associated with piercing who presented to Colchester General Hospital between 2001 and 2012. Pt= patients; y= years; dur= duration; F= female; L= left; Y=
yes; N= no; M=male; R= right; BenPen= benzylpenicillin sodium; IV= intravenous
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which were case reports or case series.1,3–17 A total of 32
cases were reported. Six studies were excluded from the
analysis: one article was in Dutch and one was in Danish,
and the other four were available in abstract form only
(Table II).12–17 In addition, two studies reported outbreaks
of pinna perichondritis with an identifiable source of
Pseudomonas aeruginosa.18,19

Results and discussion
Ten cases of sporadic pinna perichondritis associated with
piercing were identified during the 10-year period (from
2001 to 2012). Ninety per cent of these involved piercings
through the chondral cartilage. The duration of symptoms
ranged from 2 to 28 days. Trauma to the ear was reported
in two cases. No predisposing factors were identified in the
other cases. Asthma was reported as a co-morbidity by two
of the patients, although none of the patients were on sys-
temic steroid therapy. For 8 of the 10 patients, pus swabs
grew P aeruginosa. In the remaining two cases, no organ-
isms were isolated. Prior to admission, all 10 patients had
been prescribed an antibiotic that did not have anti-pseudo-
monal activity. The most common pre-admission antibiotics
prescribed were flucloxacillin (60 per cent) and co-amoxi-
clav (20 per cent). Patients were started on an anti-pseudo-
monal antibiotic by the first on-call ENT clinician in only
50 per cent of cases. At follow up, 20 per cent of patients
were reported to have suffered permanent cosmetic deform-
ity of the pinna.

Our literature review identified 16 studies reporting 32
cases of sporadic pinna perichondritis secondary to pier-
cing.1,3–17 The most common causative organism detected
was P aeruginosa.3–6,8–11 Cephalexin was the most fre-
quently administered (in-patient) first-line treatment world-
wide,3,5,6,9,10 with ciprofloxacin a common second-line
agent.3,6,10 The review revealed that perichondritis can
occur after recent piercings or spontaneously in old pier-
cings. A significant number of cases resulted in chondral
deformity or ‘cauliflower ear’.1,6,9 Outbreaks of P aerugi-
nosa associated perichondritis were also described.18,19

Risk factors associated with infection included location of
piercing (upper cartilage piercings carried a higher risk
than lobule piercings) and use of contaminated disinfectant
solution.

Ciprofloxacin is the oral antibiotic of choice for treating
pinna perichondritis secondary to piercing. Ciprofloxacin
has anti-pseudomonal as well as anti-staphylococcal
activity, and shows excellent tissue penetration. However,
its use has been restricted in paediatric populations due to
the risk of arthropathy seen in animal models. In our case
series, 70 per cent of patients were under 18 years of age.
It is therefore important to consider the safety of oral cipro-
floxacin in comparison with other intravenous anti-pseudo-
monal antibiotics. A recent meta-analysis of 16 184
paediatric patients given systemic ciprofloxacin suggested
that the risk of musculoskeletal adverse events attributed
to ciprofloxacin use was 1.6 per cent, with arthralgia repre-
senting 50 per cent of reported adverse events.20 Almost all
of the reported events resolved with discontinuation of the
drug. No study was able to identify any significant growth
disturbance secondary to ciprofloxacin use. Therefore, a
short course of ciprofloxacin in a paediatric population is
likely to be safe in the context of appropriate monitoring
and follow up.

• Chondral piercings of the pinna have become
increasingly popular

• Compared with lobe piercings, these carry greater
risk of pinna perichondritis or abscess formation

• Pseudomonas aeruginosa accounts for the majority
of cases presenting to secondary care

• An antibiotic with activity against both
pseudomonas and staphylococcus is recommended
as a first-line agent

• A short course of ciprofloxacin is safe and effective
in a paediatric population

TABLE II

LITERATURE REVIEW SUMMARY∗

Study Year Country Cases
(n)

Micro-organism
(% PA)

First-line treatment Second-line treatment Cosmetic
outcome

Hanif et al.1 2001 UK 3 Not reported Ciprofloxacin Not reported 66% chondral
deformity

Rowshan et al.3 2008 USA 1 100 Cephalexin Ciprofloxacin No deformity
Fernandez

et al.4
2008 Brazil 1 100 Aztreonam, oxacillin None No deformity

Sandhu et al.5 2007 Canada 1 100 Cephalexin Cloxacillin, clindamycin,
ceftazidime

No deformity

Pena et al.6 2006 Brazil 1 100 Cephalexin,
prednisolone

Ciprofloxacin Chondral
deformity

Yahalom &
Eliashar7

2003 Israel 1 Not reported Ciprofloxacin None No deformity

Kent et al.8 2001 UK 10 60 Flucloxacillin,
erythromycin

Not reported Not reported

Staley et al.9 1997 USA 2 100 Cephalexin,
cefadroxil

Ceftazidime, tobramycin 100% chondral
deformity

Manca et al.10 2006 Canada 1 100 Cephalexin Levofloxacin,
ciprofloxacin

No deformity

Vargas et al.11 2005 Venezuela 1 100 Ampicillin,
cefadroxil

Cefoperazone, sulbactam No deformity

∗Case reports of sporadic pinna abscess secondary to piercing (1997–2008). PA= Pseudomonas aeruginosa
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Our study confirms that P aeruginosa is the predominant
causative organism in pinna perichondritis associated with
piercings in patients presenting to secondary care.
Therefore, prescribing antibiotics with activity against sta-
phylococcus only is likely to lead to persistent infection
and risk of cosmetic deformity. Currently, medical prac-
titioners including ENT specialists do not routinely prescribe
anti-pseudomonal antibiotics as a first-line treatment for
these cases. Patients presenting to secondary care physicians
are likely to have been prescribed antibiotics prior to admis-
sion. From the limited data available, it is not possible to
determine whether P aeruginosa has a preferential ability
to infect cartilage piercings, or whether the cases seen in sec-
ondary care are distinguished based on prior antibiotic use.
An epidemiological study would be valuable in order to
determine the micro-organisms responsible for pinna peri-
chondritis in primary care, and would inform whether the
recommendations in this study can be extended to the treat-
ment of these cases in a community setting.
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