
Transcartilaginous ear piercing has 
become increasingly popular among 

young adults in the last decades. The an-
atomical location of high ear piercing 
is commonly localized to the helix, sca-
pha, or antihelix of the auricle. Piercing 
is frequently performed without sterile 
technique and by unqualified individuals. 
Injury of the skin and cartilage introduces 
the potential for infection, inflammation, 
and fluid accumulation, which may exac-
erbate an already poor blood supply to the 
cartilage. The consequences of ear chon-
dritis, perichondritis, abscess, or cellulitis 
may ultimately result in severe ear defor-
mity and impaired acoustic funneling of 
the external ear. Although earlobe piercing 
is considered to be a safe and routine pro-
cedure, transcartilaginous piercings pose 
an increased risk to the patient [1].

A 31-year-old woman admitted our clinic 
3 days after piercing her left helical rim 
with a triple helical ring at a local shop-
ping mall. The next day she experienced 
aching and edema in the left ear at the 
site of the piercing. During the next day, 
the ear became exquisitely tender, ery-
thematous, and ecchymotic, with some 
purulent exudate from the piercing site. 
Therefore, she removed the earring, but 
had no resolution of her symptoms. 

The patient came to the clinic and 
complained of visual analog scale for 
pain score of 4/10 in the left ear with re-
ferred pain to the neck area. She denied 
fever, chills, nausea, vomiting, or signifi-
cant headache. She reported no allergy to 
nickel or other metals. Head and neck ex-
amination revealed a 2 cm × 2 cm, tender, 
nonfluctuant swelling along the helix and 
posterior auricular area of the left ear with 
purulence [Figure 1A]. The patient had no 
lymphadenopathy and no signs of celluli-
tis. No mastoid tenderness was noted. The 
left tympanic membrane appeared normal 
and the external auditory canal was clear. 
Hearing was unimpaired. No cranial nerve 
dysfunction was noted. Her neck had full 
range of motion. Her blood pressure was 
110/70 mmHg, heart rate 80 beats per 
minute, temperature 37.2°C. 

An oral course of Ciprofloxacin 500 
mg × 2/d was prescribed, but even before 
starting it, the patient went several hours 
later to an Emergency clinic. She was 
examined by an ENT specialist and ceph-
alexin 1000 mg × 3/day for 7 days was 
prescribed. Two days after the start of the 
cephalexin there was a significant clinical 
improvement. By day 6 there was a com-
plete resolution of her condition and after 
6 weeks she wore earrings [Figure 1B].

The ear pinna is formed by a cartilagi-
nous framework, covered by subcutane-
ous tissue and skin. Anteriorly, the skin 
is firmly adhered to the cartilage, with 
very little subcutaneous tissue. Cartilage 
nutrition is carried out by the contiguous 

perichondrium, and it should be preserved 
adhered to the cartilage in order to avoid 
necrosis. Bleeding between the cartilage 
and the perichondrium, in conjunction 



with the neutrophilic reaction, attenuates 
an already limited blood supply by hydro-
statically lifting up the perichondrium and 
skin. Piercings are frequently performed 
in sub-sterile conditions with inadequate 
patient counseling to post-piercing care 
and potential complications [1].

A histologic study on cadaver ears 
showed that all piercing methods (pierc-
ing gun or piercing needle) result in the 
same extent of damage to cartilage and 
perichondrium and thus either technique 
is expected to have the same risk for peri-
chondritis [2]. As with any piercing, there 
is the possible risk of systemic infection 
including hepatitis B or C virus and tet-
anus. Additional noninfectious compli-
cations include hypertrophic scarring, 
keloid formation, and contact dermatitis 
resulting from nickel exposure. Contact 
sensitivity to gold and localized argyria, 
a skin discoloration resulting from silver 
salts, also have been described [3].

A systemic review by Sosin and 
colleagues [1] found that post-pierc-
ing perichondritis was most common 
in adolescent and young adult females. 
Patients typically delayed seeking med-
ical attention for approximately 1 week 
following the initial onset of symptoms. 

 accounted for 
the majority of post-piercing cartilagi-
nous infections (87.2%), but physicians 
continued to prescribe either penicillins 

-
vide no antipseudomonal coverage. Of 

the patients with , 92.3% 
were hospitalized; 75% of the patients in-
fected with  were 
hospitalized.

Once a post-piercing infection is iden-
tified, it is imperative to select a broad 
spectrum antibiotic that covers 

 and  species. The 
particular antibiotics that were most com-

-
glycosides, and fluoroquinolones, all of 
which have antipseudomonal coverage. 
In Israel [4]  was the most 
common pathogen (69%) in a series of 
114 cases hospitalized with perichondritis, 
although only four were due to post-pierc-
ing. Therefore, empiric treatment with an-
ti-pseudomonal antimicrobials is recom-
mended for hospitalized outpatients.

Klug et al. [5] separated perichondri-
tis into abscess and non-abscess cases. 

 was recovered in 58% of 
abscess cases, while 

 was predominant in non-abscess in-
fections (49%). These findings suggested 
that intravenous antibiotic therapy cover-
ing  is sufficient and is an appro-
priate empirical treatment in the majority 
of patients with non-abscess perichon-
dritis. Antibiotic coverage should be 
expanded to include  if the 
clinical response is disappointing or cul-
tures grow . The risks and 
downsides to this approach seem limited 
as only a minority of patients presented 

with cosmetic sequelae and relapse of 
infection in the cohort of non-abscess 
perichondritis.

In our patient we did not take any cul-
tures and although a Quinolone was pri-
mary prescribed, she had no abscess for-
mation and the change to first-generation 
cephalosporins had good clinical result. 
Our patient approached medical health at-
tention 2 days after symptom started, ear-
lier than Sosin’s population, which sought 
medical attention on average 1 week 
after symptoms started.

nature of the humoral immune response to severe acute 

uncertain. Wajnberg and colleagues used a cohort of more 
than 30,000 infected individuals with mild to moderate 
COVID-19 symptoms to determine the robustness and 

They found that neutralizing antibody titers against the 

will be needed to confirm the longevity and potency of 
this response, these preliminary results suggest that the 
chance of reinfection may be lower than is currently feared.


