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An Endoscopic Approach to External
Auditory Canal Osteoma Excision:
A Rare Case Report
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ABSTRACT

External Auditory Canal (EAC) osteoma is an infrequent, unilateral, benign, solitary neoplasm with relatively slow growth. It appears
as a single, pedunculated hyperdense lesion. These lesions remain asymptomatic and are often found incidentally, being treated
conservatively. However, in larger lesions that obstruct the EAC, they may infrequently exhibit otalgia, conductive hearing loss,
tinnitus, a sense of mass, or aural fullness. Histopathological findings, radiographic imaging, and clinical examination may all be
utilised to provide a diagnosis. Although asymptomatic cases are managed conservatively, symptomatic and large EAC osteomas
are treated with surgical excision, which can be approached endoscopically or microscopically via endaural, transcanal, or postaural
approaches. This case involves a 28-year-old male patient who visited the ENT department complaining of a mass in his right EAC,
decreased hearing, and a sensation of blockage in the right ear that had been present for 1.5 years. Imaging and histopathological
analysis determined it to be a right EAC osteoma. An endoscopic approach was employed for the surgical excision of the bony
mass. This approach has been found to facilitate faster postoperative recovery, with better analgesia and cosmesis.
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CASE REPORT the posterior wall of the right EAC at the bony-cartilaginous junction,
A 28-year-old man reported to the ENT outpatient department measuring approximately 9x7 mm. The middle ear cavity appeared
with primary concerns of right aural fullness, decreased hearing, normal. A physical, otoendoscopic, and radiological examination
and right ear discharge over the past 1.5 years. The hearing loss
had a progressive nature. The ear discharge was intermittent
and decreased with the use of topical antibiotic drops and oral
medication. The patient had a history of swimming frequently and
did not report any similar complaints in the left ear. He is non-
diabetic, non-hypertensive, and a non-smoker.

During the physical examination, the right EAC was entirely
obstructed by a firm, skin-lined mass that was immobile and coated
with wax. The mass was found to originate from the posterior wall
of the EAC. A conductive hearing loss of 35 dB was determined
in the right ear by pure tone audiometry. An otoendoscopy was
performed, during which debris and wax around the mass were
cleaned by suctioning. A pinkish mass, appearing to arise from the
posterior wall of the EAC, was confirmed [Table/Fig-1].
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[Table/Fig-2]: HRCT temporal bone axial view showing right EAC osteoma (arrow).
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[Table/Fig-1]: Preoperative Endoscopic image of the right ear mass.

High-Resolution Computed Tomography (HRCT) of the temporal
bone [Table/Fig-2,3] revealed a pedunculated mass located along
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of the left ear was found to be normal. The patient underwent
excision of the right ear canal mass using an endaural endoscopic
approach. Intraoperatively, the mass was found to originate from
the posterior wall of the EAC along the tympanomastoid suture line.
Complete excision of the bony mass was performed [Table/Fig-4].
This was followed by canaloplasty, and the tympanomeatal flap
was repositioned. After excising the mass, the tympanic membrane
was visualised and appeared to be normal. The exposed area of
the bony EAC was then covered with a temporalis fascia graft and
supported by gel foam. The patient was advised to refrain from
swimming for three weeks to avoid any further infection.

VIVO 1901
[Table/Fig-4]: Excised mass from right EAC.

The histopathological examination revealed that the excised lesion
was composed of cortical-type lamellar compact bone. The inter-
trabecular areas showed loose fibrous tissue with focal areas of
haemorrhage and a few congested blood vessels [Table/Fig-5].

[Table/Fig-5]: (low power 40x) Histology image (Eosin and Haematoxylin stain)
showing osteoma in right EAC tissue.

Postoperatively, a follow-up otoendoscopy was conducted after one
month, which was normal [Table/Fig-6]. The patient was monitored
for the subsequent six months, and no evidence of recurrence had
been observed.

DISCUSSION

The EAC osteoma is a rare, unilateral, benign neoplasm of the
temporal bone that may arise in any region of the temporal bone.
The lateral region of the bony EAC is a typical occurrence site, with
its base situated at the tympanosquamous or tympanomastoid
suture lines [1]. It has been found to occur most commonly in
the second decade of life [2]. The pathogenesis of osteoma
encompasses factors such as trauma, glandular influences (for
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[Table/Fig-6]: Postoperative otoendoscopy picture after. After one month of follow-up.

example, surgical intervention, pituitary dysfunction, and radiation),
as well as persistent infection. Graham proposed that the vascular
preosseous connective tissue located at the tympanosquamous
or tympanomastoid suture lines is the predominant source of
EAC osteomas [3].

The exact aetiology is still not known [4]. EAC osteomas are
often confused with EAC exostoses, which are benign growths of
periosteal bone that form smooth, sessile, hemispherical swellings
in the deep part of the meatus, adjacent to the tympanic membrane,
and must be differentiated from EAC osteomas.

Exostoses are typically multiple, bilateral, sessile, and hemispherical
swellings located in the deep portion of the meatus, next to the
tympanic membrane, and are generally regarded as a reactive
condition resulting from frequent exposure to cold water or recurrent
otitis externa [5,6]. Exostoses are composed of dense, concentric
layers of subperiosteal bone covered by squamous epithelium
and periosteum. These structures are rich in osteocytes and do
not contain fibrovascular channels. Schuknecht defines lesions
confined to the EAC as exostoses, while osteomas are those that
extend beyond the canal [7].

While chronic irritation such as cold water exposure and repeated
otitis externa is directly correlated with the development of
exostosis, a clear aetiology of osteoma of the EAC has yet to
be discerned. Although there are a few reported cases of EAC
osteoma developing in surfers and cold water swimmers, the majority
of medical literature provides only anecdotal evidence suggesting that
injury, inflammation, hormones, infection, developmental disorders,
and genetic defects may play roles in the development of EAC
osteoma [3].

EAC osteomas are often asymptomatic and can be managed
conservatively through regular aural toileting. However, if they are
large in size and symptomatic, surgical excision may be necessary.
The position of the osteoma relative to the EAC isthmus is a key
determinant for the choice of surgical approach. For a medially
placed neoplasm, a postauricular technique is employed; however,
for laterally positioned tumours, a transcanal method may be utilised
[8]. The postauricular method is the most favoured approach, as it
provides superior exposure and facilitates complete excision [9].

In our case, the osteoma was excised using endoscopic visualisation
to ensure total removal, as the tumour was large and fully occupied
the EAC. The osteoma is typically removed via its pedicle, with
the base drilled to reduce the possibility of recurrence [9]. Grinblat
G et al.,, conducted drill canaloplasty in 245 instances of EAC
osteoma and documented no recurrences [10].

Potential surgical complications may include injury to the posterior

wall of the EAC, discontinuity of the ossicular chain, trauma to the
temporomandibular joint, damage to the tympanic membrane,
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sensorineural hearing loss, facial nerve palsy, chorda tympani injury,
and ear canal stenosis [4].

Currently, with the advancements in endoscopic technology and
improved equipment, the minimally invasive transmeatal approach
is recommended for the removal of EAC osteomas as well as
exostoses. Nonetheless, the postauricular route remains the most
preferred method due to its superior exposure and capability for
complete removal [2].

A newer advancement in the field of osteoma surgery is the
piezoelectric device. This bone scalpel employs micro-vibration at
ultrasonic frequencies to protect soft tissues from harm, even if the
cutting tip inadvertently comes into contact with them [11].

The endoscopic transcanal approach to EAC osteomas demonstrates
good results for lesion removal without recurrence or intraoperative
complications [12].

CONCLUSION(S)

The EAC osteomas are uncommon, slowly developing, benign
tumours that are usually asymptomatic and discovered incidentally.
The surgeon’s experience and the size of the incision dictate the
surgical strategy. Although asymptomatic patients are managed
conservatively, if no intervention is undertaken for an extended
period, it may lead to complications such as cholesteatoma, which
can become life-threatening. Therefore, surgical excision of the
osteoma, along with canaloplasty, is essential.

www.jcdr.net

REFERENCES

01

[2]
[31

[41

[s]
[6]

[71
[8]
[°]

[10]

1]

n2]

Shah S, Chetri ST, Manandhar S, Pokhrel A, Aryal B, Prakash A. Osteoma of the
external auditory canal masquerading as an aural polyp: Case report and review
of literature. American Journal of Medical Case Reports. 2013;1(1):03-05.
Sheehy JL. Diffuse exostoses and osteomata of the external auditory canal:
A report of 100 operations. Otolaryngol Head Neck Surg. 1982;90:337-42.
Graham MD. Osteomas and exostoses of the external auditory canal. A clinical,
histopathologic and scanning electron microscopic study. Ann Otol Rhinol
Laryngol. 1979;88(4Pt1):566-72.

Sneha S, Gajapathy S, Srikanth G, Ramesh V, Poduval JD. External auditory
canalosteoma-a case report. Int J Otorhinolaryngol Head Neck Surg.
2021;7:1704-07.

Michaels L. Neoplasms of the external ear. In: Ear,
Histopathology. London: Springer- Verlag. 1987; Pp. 63-65.
Bilkay U, Erdem O, Ozek C, Helvacj E, Kilic K, Ertan Y, et al. Benign osteoma
with Gardner syndrome: Review of the literature and report of a case.
J Craniofacial Surg. 2004;15:506-09.

Schuknecht H. Exostoses of external auditory canal. In: Pathology of the Ear.
Philadelphia: Lea and Febiger. 1993; Pp. 398-99.

Fisher EW, McManus TC. Surgery for external auditory canal exostoses and
osteomata. J Laryngol Otol. 1994;108:106-10.

Abhilasha S, Viswanatha B. Osteomas of temporal bone: A retrospective study.
Indian J Otolaryngol Head Neck Surg. 2019;71(2):1135-39.

Grinblat G, Prasad SC, Piras G, He J, Taibah A, Russo A, et al. Outcomes of
drill canaloplasty in exostoses and osteoma: Analysis of 256 cases and literature
review. Otol Neurotol. 2016;37(10):1565-72.

Salami A, Mora R, Dellepiane M. Piezosurgery® for removal of symptomatic
ear osteoma. Eur Arch Otorhinolaryngol. 2010;267:1527-30.

Chen CK, Chang KP, Chien CY, Hsieh LC. Endoscopic transcanal removal of
external auditory canal osteomas. Biomed J. 2021;44(4):489-94. Available from:
https://doi.org/10.1016/j.bj.2020.04.003.

Nose and Throat

PARTICULARS OF CONTRIBUTORS:

1. Assistant Professor, Department of ENT, Dr. D. Y. Patil Medical College, Hospital and Research Centre, Pimpri, Pune, Maharashtra, India.
2. Resident, Department of ENT, Dr. D. Y. Patil Medical College, Hospital and Research Centre, Pimpri, Pune, Maharashtra, India.
3. Professor, Department of ENT, Dr. D. Y. Patil Medical College, Hospital and Research Centre, Pimpri, Pune, Maharashtra, India.

NAME, ADDRESS, E-MAIL ID OF THE CORRESPONDING AUTHOR:
Diksha B Sangale,

E7 508, Rohan Mithila 2, Vimaan Nagar, Pune-411032, Maharashtra, India.
E-mail: dikshu.sangale@gmail.com

AUTHOR DECLARATION:
e Financial or Other Competing Interests: None
e Was informed consent obtained from the subjects involved in the study? Yes

e For any images presented appropriate consent has been obtained from the subjects.

PLAGIARISM CHECKING METHODS: 1anetall

ETYMOLOGY: Author Origin

e Plagiarism X-checker: Oct 21, 2024

® Manual Googling: Mar 17, 2025

EMENDATIONS: 6

e iThenticate Software: Mar 19, 2025 (17%)

Yes

Date of Submission: Oct 20, 2024
Date of Peer Review: Jan 06, 2025
Date of Acceptance: Mar 21, 2025

Date of Publishing: May 01, 2025

Journal of Clinical and Diagnostic Research. 2025 May, Vol-19(5): MD04-MDO06


http://europeanscienceediting.org.uk/wp-content/uploads/2016/11/ESENov16_origart.pdf

