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Cholesteatoma Identified During Ventilation Tube Insertion in 5 Year-Old Boy
Congenital or Acquired?

Mi-Na Park, MD, Hong Jun Kim, MD, Kyung Jin Roh, MD and Su-Jin Han, MD
Department of Otorhinolaryngology, National Health Insurance Corporation llsan Hospital, Goyang, Korea

—ABSTRACT —

Cholesteatoma is divided to congenital and acquired according to the origin. We recently experienced pediatric
cholesteatoma which identified during third ventilation tube insertion in a 5 year-old male child, who had suf-
fered from recurrent otitis media previously. We conducted surgery for complete cholesteatoma removal. If the
pediatric cholesteatoma is congenital, it disturbes mastoid ventilation, resulting in recurrent otitis media. : if
cholesteatoma occur after recurrent ventilation tube insertion, it is considered acquired cholesteatoma. We report
this case with a review of literature. (J Clinical Otolaryngol 2010;21:239-244)
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Fig. 1. Pure tone audiogram A : Before 3rd ventilation tube insertion :

It shows air threshold 35 dB and air-bone gap 21

dB in Rt. ear. B : 6 months after 3rd ventilation tube insertion : It shows improvement of hearing (air threshold 23 dB and
air-bone gap 11 dB). C : 4 months after : It shows aggravation of hearing (air threshold 35 dB and air-bone gap 33 dB).
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Fig. 2. Axial and coronal section of tfemoporal bone CT.
A 1 0.7 cm sized round shaped soft tissue mass (asterick) at
mdeial portion of right handle of malleus (white arrow). B :
Cholesteatoma near Eustachian tube. Eustachian tube
opening is patent. C : Tympanic segment of facial nerve
(open amow) is intact. D : Incus is surounded by cholestea-
foma.
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Fig. 3. Operative fndlngs of right middle ear cavity. The
cholesteatoma matrix (asterick) was located medial to
malleus handle (black arrow). The cholesteatoma matrix
(black arrow) was spreading near stapes, oval window
niche, resulting incus long process missing. Stapes (arrow
head) was relatively intact. Chorda tympani. nerve was
sacrified. Also, tympanosclerosis was noted at anteroin-
ferior portion of the drum.
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Fig. 5. Postoperative follow up drum and pure tone audiogram of the patient after 3 months. A :
It shows air-bone gap reduction compared to preoperative pure fone audiogram in Rt. ear : preop-

panized drum. B :

It shows well tym-

erative air-bone gap is 33 dB and postoperative air-bone gap is 21 dB.
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