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A Case of Giant Congenital

EECRERES]
. N i
- 495 498

Cholesteatoma on Mastoid Process

Jin-Oh Yi, MD, Kyung Hoon Cheon, MD, Myoung Soo Kwak, MD and Young Hoon Kim, MD
Department of Otorhinolaryngology, Wallace Memorial Baptist Hospital, Busan, Korea

—ABSTRACT —

Congenital cholesteatoma is a rare lesion of the temporal bone. It accounts for only 2 to 5% of all cholesteatoma,
though that number is throught to be on the rise due to improved imaging techniques. The diagnosis of a congen-
ital cholesteatoma includes a pearly white mass behind an intact tympanic membrane without history of otitis me-
dia, otorrhea, or otological surgical procedure. Congenital cholesteatoma may develop in various temporal bone
sites including the middle ear cavity, petrous apex, cerebellopontine angle, external auditory canal and mastoid
process. The most frequent site of origin is the middle ear cavity, whereas the rarest is the mastoid. The clinical
presentation is usually an symptomatic white mass behind an intact tympanic membrane. The congenital choles-
teatoma that originates in the mastoid is more difficult to diagnose due to variable clinical presentation. We recent-
ly experienced a case of congenital cholesteatoma with facial palsy in 33 year old male patient who showed nor-
mal tympanic membrane without prior history of ear disease and otologic surgical procedure. We report this case
with brief review of the literatures. (J Clinical Otolaryngol 2012;23:248-252)

KEY WORDS : Congenital cholesteatoma - Mastoid process.
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Fig. 1. Preoperative otoscopic finding, showing destruc-
tion of the external auditory canal posterior wall (white
arrow) and intact tympanic menbrane.
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Fig. 3. Preoperative axial MRI. Gadolinium enhanced T
mass of signal intensity infermediate between that of cerebrospinal fluid and grey matter (A). T2-weighted image
showing, a hyperintense mass of signality similar to that of cerebrospinal fluid (B).
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Fig. 2. Preoperative axial CT scan, showing a soft tissue
mass (white arrow) in the left mastoid, not extending in-
to the middle ear cavity.

1-weighted image, showing a non-enhancing, hypointense
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Fig. 4. Transfemoral carotid angiogram (late venous pha-
se), the left transverse & sigmoid sinus are not enhanced.
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Fig. 5. Operative findings, the giant cholesteatoma sac in the mastoid cavity (A). After total resection of cholestea-
toma, the posterior and middle cranial fossa were exposed and covered with Duraform® (Codman a Johnson & John-
son company, RAYNHAM, MA, USA)(B, C). Obliteration of mastoid with abdominal fat (D).

Fig. 6. Axial MRI af 1 year after oper-ation. Gadolinium enhanced T1-weighted (A) and T2-weighted (B) images, show-

ing no recurrence of cholesteatoma.
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