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Transcanal Endoscopic Removal of a Glomus Tympanicum Tumor
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— ABSTRACT —

Glomus tympanicum tumors, are benign tumors of neural crest cell origin. They can spread throughout the me-
sotympanum, hypotympanum, and mastoid causing symptoms of pulsatile tinnitus, conductive hearing loss.
The surgical approach is determined by the extent of tumor involvement in the mesotympanum, hypotympa-
num, and mastoid. A transcanal or postauricular approach with the operating microscope is the traditional
means used to surgically manage middle ear paragangliomas. Transcanal endoscopic ear surgery, an emerging
minimally invasive approach that offers superior visualization of the middle ear cleft. We experienced a case of
glomus tympanicum tumor in 77 year-old female with several year-history of intermittent pulsatile tinnitus and
earfullness which was surgically removed through Transcanal endoscopic approach. (J Clinical Otolaryngol
2017;28:228-233)
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Fig. 2. Pure tone audiometry shows mild sensorineural
hearing loss, both.

Fig. 1. Endoscopic images of a tympanic glomus. A : Preoperative endoscopic finding shows a reddish pulsatile mass

on the anteroinferior quadrant (https://youtu.be/al1t$321ht2c). B :

Intraoperative endoscopic finding shows a well

circumscribed redish mass (arrow) and annulus sulcus which was scooped by curette (double arrow). C : Inspection

of the middle ear cavity after the removal of the tumor.
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Fig. 3. Preoperative axial and coronal CT scans demonstrates a about 12x 12 mm sized, dumbbell shaped, well-de-
marcated, nodular mass in the mesotympanum and hypotympanum of the middle ear cavity (arrow).

Fig. 4. Gadolinium-enhanced T1-weighted SPGR axial
view of temporal bone MRI shows 12X 12 mm sized,
dumbbell shaped, enhancing, nodular mass in the me-
sotympanum and hypotympanum of the middle ear
cavity (arrow).
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Fig. 5. A : Light microscopic finding shows Zellballen ar-
chitecture is visible, along with a rich vascular stroma
(H&E, original magnification x200). B : Light microscop-
ic finding of positive reaction to $-100 (x200). C : Light
microscopic finding of positive reaction to synaptophy-
sin (x200).

231

S ZET ) AP oF swelAl st Row

ojrge] 7Hg Estn, A, oSt

=

()
23| (blanching) A=t ©]& Brown A3t
TAAEES] EAA Aolt} Carlsond LAALE
FA19] 55.6%°14 Brown's A5E LERT B}
AL A FEO] FE T BES AFESOIY,
7AWl A7t F EE2 HAIRRE,
Joll A vrERd 4= Qlok” A

o
~ .101,

b

[e3
oL

[e}

oX (‘L o2 lﬂ
=
ol
o
N
N
3
o
B
i
&

M d

d

ol

i

il n}
¢
5
= ‘>4
oL
T
o
od o
ox il
o
o K
flo T
2 ko

0%
1o
a1
=
=
fu
1o
N
3
ol
-z
L [ Ts=Y
u B
25
e = o ]
o E
< ox _l(_)?, ﬂl
LN P >
I %
My o oN pE ofN o o o 2

oh
rr
4,
Jo
op
o
=
1 of
i

g N
of
i
flo 7
uu)

[e)

T

SECEELE D
91o]) BAlo] EAFsH= £
F8 540 A A% 54

Aays) 44

r.l
o ilo
o
>, 2
& ma‘ ro
R ]
me T
4
o 2
I
2o &

oY ™
o

4y o o T o

YUP
o e
o2
o
A ol
3o
=

of
ol 1

g '
2228 0 2 s Ay F7 A2 e
2 ZRIA T A A4S 7

e 13} =o] qlrt. dv]H 4
92 A A M E(sustenticular
celD7F Sl gl 4 FEfQl Al 2+ (zellballen) 7}
et Zo] a8 EAoln, S-1009} synaptophysin

>
oXx
o

3



J Clinical Otolaryngol 2017;28:228-233

— =

= A oA Jroll whet 4714] typeo 2 E
th. Type [ AHA F4Fol 1A 42§71 A
te 7 type = $Fo| Tolds &3] A2 4
TFE7IE ’él‘?:.*ﬁi 75‘% type IV7} F4F

H

Aolek ™ Bojol vl 4 Hoe £d] B 9

=1 [e]
(Glasscock-Jackson type I & 11)9]| A1 & %]+= 51 Glass-
cock-Jackson type 1T or IVQ] 9= So/f IS
3 T4 NES Wdte] fYE AMeEs A

sho] T2 s Zﬂ A% 4= 9le}. 3FA]RF Glasscock—
Jackson type I Fol% ZHAY H-2 Qo|= & 71X 34},
o] T AQl a1 H A1 7 2 (facial recess)=
AHEAY ®i= slaLAe Xd‘”g} O] = ﬁ—r B
9| %733] AAE e 5
ohq.

75‘94015 WA 72 424 (transcanal endoscopic ear
surgery, TEES)-Z @n| Rt} o] §2 Aloks 213
4= Qlom ohekt ZHw o] WA S aLgksl 7HH A ARzt
Aol g hud 4 Qo™ TEES] 114 ARt
T Am9 e M ?‘_ W A glo] A, S
St A7kA] 2t WS AAE 4= 9lo] Galsscock—
Jackson type I 2|20 A 3?—017H ARGl TS AA
3; 4= 9t WAL gokx o g oAby WO A AT

S A

AIE oFH Al 7
Al

=2 wo
l:l
3L
1~>
o
il
=
>~
Y
o
m[n
J

517] el LH’\VLQ E?
. 7F8 WA tholAlE
ol Qlo] gt £o0 g &S
AloF &R 7} 71gshet, 1z
= °ok;1“\o X\j7 124:27], WA (Surgicel ¥)& ©]-8-3F
= whet A sk ’\1 6]"11‘
3

2z
e 2
Tjoh &
2 o
s H
T
ojr o
ol tlo
H o

O

RO omet N wit Moo o>ow
~
oo
Qlﬁ
rir
L
©
H
o
©

B A HeHe A EE 4
FA7} S5 BEES A8

G245 Aok Fio] =g Frh”

& FeolAe 27170 A2 1A A O Glass-
cock—-Jackson EFAF type [0 sjFE o] 4 A MA
%0 AFEA] Ukt Te 252 HTE oAl 1
Aofgt S5kE| x| 9kl shadl A7 Awste] dnl

B o] g3 249 B9 FolA Azt 87 Ho, o}
S1E17] S99 Bfol= A By Atolel 3
e g WA & F EFFS 50 c MPOR

S Bof L A AEE - A ejol WA A AT,

REFERENCES

1) Gulya Al. The glomus tumor and its biology. Laryngoscope
1993:103(Suppl 60):7-15.

2) Lingen MW, Kumar V. Head and neck. in: Kumar V, Ab-
bas AK, Fausto N, editors. Robbins and Cotran patholog-
ic basis of disease. 7th edition. Philadelphia: Elsevier Saun-
ders;2004. p.773-96.

3) Tarabichi M, Nogueira JF, Marchioni D, Presutti L, Poth-
ier DD. Transcanal endoscopic managementof cholestea-
toma. Otolaryngol Clin North Am 2013;46(2):107-30.

4) Bennett ML, Zhang D, Labadie RF, Noble JH. Compari-
son of middle ear visualization with endoscopy and mi-
croscopy. Otol Neurotol 2016,37(4):362-6.

5) Choi JE, Kim HJ, Kim BK, Moon 1J. Minimally invasive
transcanal removal of attic cholesteatoma. Korean J
Otorlaryngol 2017;60(4):158-63.

6) Marchioni D, Alicandri-Ciufelli M, Gioacchini FM, Bonali
M, Presutti L. Transcanal endoscopic treatment of benign
middle ear neoplasms. Eur Arch Otorhinolaryngol 2013;
270(12):2997-3004.

7) Kim CS, Kim JY, Shin KC, Kim HK, Hwang SJ, Ahn KH.
Glomus tumor of the middle ear. Korean J Otolaryngol
1983;26:118-24.

8) Kim HN, Lee WS, Yim SB, Kim DU, Uoon BM, Park CL
A caseof glomus tumor treated by the infratemporal fos-
sa approach. Korean J Otolaryngol 1986,29:874-81.

9) Weissmann JL, Hirsch BE. Beyound the promontory: the
multifocal origin of glomus tympanicum tumors. Am J Neu-
roradiol 1998;19(1):119-22.

10) Carlson ML, Sweeney AD, Pelosi S, Wanna GB, Glasscock

232



7| 2| - Zel0|= WAEA &2

ME, Haynes DSI. Glomus tympanicum: a review of 115
cases over 4 decades. Otolaryngol Head Neck Surg 2015;
152(1):136-42.

11) Manolidis S, Shohet JA, Jackson CG, Glasscock ME. Ma-
lignant Glomus Tumors. Laryngoscope 1999,109:30-4.

12) Woods CI, Stransnick B, Jackson CG. Surgery for glomus
tumors: the otologic group experience. Laryngoscope
103 Suppl 1993,60:65-70.

13) O’Leary MJ, Shelton C, Giddings NA, Kwartler J, Brack-
mann DE. Glomus tympanicum tumors: a clinical perspec-
tive. Laryngoscope 1991;101(10):1038-43.

14) Jackson CG, Willing B, Chitonis P, Glasscock ME, Wood
CL Glomus tymapnicum tumors: contemporary concepts
in conservation. Laryngoscope 1989;99(9):875-84.

15) Jackson CG. Basic surgical principles of neurotologic skull
base surgery. Laryngoscope 1993;103(11 Pt Suppl 60):29-
44.

16) Watanabe T, Mizuta K, Hamada N, Mineta H. Two cases
of glomus tympanicum tumor: determining the need for

233

Y2 Mt ud AS

preoperative embolization in patients with glomus tym-
panicum tumor. Otology Japan 2007;17:665-70.

17) Jackson CG, Glasscock ME, Harris PE. Glomus Tumors.
Diagnosis, classification, and management of large le-
sions. Arch Otolaryngol 1982;108(7):401-10.

18) Marchioni D, Villari D, Alicandri-Ciufelli M, Piccinini A,
Presuttil. Endoscopic open technique in patients with mid-
dle ear cholesteatoma. Eur Arch Otorhinolaryngol 2011;
268(11):1557-63.

19) Tarabichi M. Endoscopic management of cholesteatoma:
long-term results. Otolaryngol Head Neck Surg 2000,122
(6):874-81.

20) Gavin J. le Nobel, Sharon L. Cushing, Blake C. Papsin,
Adrian L. James Intraoperative Bleeding and the Risk of
Residual Cholesteatoma:A Multivariate Analysis. Otolo-
gy & Neurotology 2017;38(4):529-34.

21) Lee JH, Lee JW, Moon SK, Park KH. 4 case of glomus
tympanicum tumor. J Clinical Otolaryngol 2005;16(1):
149-53.



