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Surgical Resection of Skull Base Glomus Jugulare Tumor via Posterolateral
Approach after Preoperative Embolization of Ascending Pharyngeal Artery
A Case Report
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—ABSTRACT —

Glomus jugulare is slow growing, highly vascularized, histologically benign tumor. The authors report the case
of huge glomus jugulare tumor treated by skull base surgical resection via posterolateral approach with preopera-
tive embolization of ascending pharyngeal artery. A 59-year old female patient presented with symptoms of right
side pulsatile tinnitus, hearing loss and hoarseness. Magnetic resonance imaging demonstrated an approximately
5.7 cm mass along the right jugular foramen, extension to right cerebellopontine angle. Prior to surgical excision
of tumor, the patient proceeded embolization in ascending pharyngeal artery. Next day, the patient proceeded a
posterolateral approach to remove the skull base tumor. The purpose of this case report is to debate the effective-
ness of preoperative embolization and posterolateral approach for the glomus jugulare tumor and its pathological
result. (J Clinical Otolaryngol 2019;30:222-228)
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Fig. 1. Result of pure tone audiometry and physical examination images. A : Pure tone audiometry shows right mild

sensorineural hearing loss and left high-fone sensorineural hearing loss. B : Preembolization endoscopic finding shows
a ruddy pulsatile mass (arrow). C : Postembolization endoscopic finding shows weaker pulsatile mass than before (ar-
row head). D, E : Laryngoscopic finding shows right vocal cord palsy.
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Fig. 2. Radiologic examination and embolization proce-
dure images. A, B : In temporal bone CT, From right ca-
rofid space and jugular foramen to right CP angle areaq,
extensive enhancing mass was observed. Bone erosion of
jugular foramen and carotid canal were prominent, and
petrous portion of temporal bone erosion or destruction
was also observed. C, D : In temporal bone MRI, About
5.7 cm sized T2 high, T1 low Sl enhancing mass was ob-
served from right jugular foramen to right CPA (white ar-
rows). E, F : In angiography findings, Contrasted mass was
observed at right jugular foramen (black arrow head)
and Occipital artery (black arrow), Ascending pharynge-
al artery (white arow) are also observed. And then, push-
able coil embolization was done.
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Fig. 3. Operating findings of glomus jugulare. A : Tumor exposure (black arrow heads) via posterolateral approach with
the preservation of carotid artery, internal jugular vein, and cerebral nerves (black arrow). B : Surgical lesion after tu-
mor removal through En bloc resection. Important anatomical structures around the tumor have been successfully
preserved. C : Middle ear tumor view under microscope. Facial nerve was lifted anteriorly (black arrow). Tumor that
extended from the middle ear to skull base was observed (black circle). The dissected neck tumor was observed near
stylomastoid foramen inferiorly and connected to middle ear tumor (black arrow head).

Fig. 4. Mlcroscoplc findings of paraganglioma. A : Thln capsule ond hlghly ec’rcmc vosculo‘rure (x40, Hematoxylin and
eosin stain). B : Numerous small-sized vessels and the small cells between the vessels (x 100, Hematoxylin and eosin stain).
C : Round polygonal cells intimately interlaced with a rich network of capillaries and venules (x 400, Hematoxylin and
eosin stain). D : Nesting pattern (x 400, Hematoxylin and eosin stain).
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Fig. 5. Immunohistochemical stain of paraganglioma. A-C : Neuron specific enolase (NSE), synaptophysin, CD56 are
diffuse cytoplasmic positive in chief cells of paragangliomas (x 400). D : S-100 protein is positive in sustentacular cells
of paragangliomas around the cell clusters (black arrows, x 400).
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