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Whatis it?

- Presents between 3-5
weeks following a burn

- Ea r beCOmeS red’ Wa rm’ auriculocephalic angle, erythema and induration.
tender, increase in < AR
auriculocephalic angle

- A fluctuance develops,
exposing necrotic cartilage

- Usually polymicrobial

- 83-95% of cultures positive
for Pseudomonas




Why does it occur?

Three Hypotheses
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Trends over time

Mafenide (topical
sulfamylon) most
commonly used

Vaseline, polysporin,
silver sulfadiazine,
medicinal honey,
Acticoat and Matriderm
have also been used

Systemic antibiotics have
no effect

Rates have fallen from
29% to 0%

Meticulous pressure care
is key
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1. Introduction

Suppurative chondritis is an increasingly rare delayed complication of ear burns. Prior to the routine use of topical antibiotics for all
ear burns, the incidence of chondritis in burns patients was as high as 25%.! Since the mid-1960s, incidence rates have fallen, with
some recent studies even claiming that treatment protocols have evolved to the stage where incidence rates should be approaching
zero.? Much literature exists on the long-term surgical options for ear reconstruction following burns. However, literature on the
epidemiology and the acute management of ear burns is sparse.? This narrative review aims to address this void in the literature. The
primary aim of this study was to discuss the evidence for the acute management of ear burns from the 1960s to the present and how
it has evolved over time. Our secondary aims were to summarise the microbiological organisms implicated in chondritis secondary to
ear burns, as well as the clinical presentation and approach to the diagnosis of this increasingly rare pathology.

2. Pathophysiology 3. Microbiology

- Two large scale studies from prior to 1990
Three Hypotheses
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6. Narrative Review

¢ Retrospective chart review of 147 patients between 1957-1966
» Topical sulfamylon (Mafenide) is introduced as a routine treatment in 1964
¢ The rate of chondritis falls from 29% to 19%, p = 0.005

* Retrospective chart review of 136 patients admitted over a two year period

¢ Burned ears were washed in chlorhexadine solution 2-3 times a day then Mafenide was applied
e 75% of ears healed without operations

* 0% incidence of chondritis

\ 1. Dowling, Foley and Moncrief (1968)
- Retrospective chart review on 147 patients
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4. Clinical Presentation

- Presents between 3-5 weeks following a burn
- Dull pain that becomes more severe within hours
- Ear becomes red, warm, tender, increase in

auriculocephalic angle

- A fluctuance develops, exposing necrotic cartilage

- Positive cultures in 56/147 (38%)

- Out of the patients with positive cultures, only 27% cultured a
single organism; the majority were polymicrobial

- 95% of cultures + Pseudomonas

- 55% of cultures + Staph aureus

- 27% of cultures + Aerobacter

- 20% of cultures + Proteus

2. Mills et al. (1988)

- Retrospective chart review of 317 cases admitted to one
hospital between 1967-1984

- 233/246 (95%) of cultures were positive

- 83% of cultures + Pseudomonas

- 56% of cultures + Staphylococcus

- 20% of cultures + Proteus

- 20% of cultures + Providencia

5. Conclusion

- From 1968 to now, the incidence of chondritis has
decreased from 29% of patients with ear burns to 0%

- Many different topical treatments have been trialled

- Pressure therapy is very important

- Systemic antibiotics have no effect

e Retrospective chart review of 317 cases admitted between 1967 - 1984
* Both Mafenide and silver sulfadiazine were used; Mafenide was much more effective
¢ During the study period, incidence of chondritis decreased from 20% to 3%

¢ Retrospective chart review of 190 patients admitted between 1980-1987
¢ Patients were treated with silver sulfadiazine and pressure therapy
¢ Incidence of 2% chondritis

¢ Retrospective chart review of 109 patients who presented between 2007-2013

¢ Patients were managed with Mafenide, pressure therapy and bedside debridement

* 25% of patients needed operations, which occurred 8.8 days after admission on average
¢ Incidence of chondritis was 0%

¢ Retrospective chart review of 132 patients that presented between 2011-2014

¢ Severe burns were treated with Mafenide (44%); other patients were treated with Vaseline (45%) or Polysporin

(11.5%) - nil sig. difference between groups
¢ Incidence of chondritis was 0%



