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A case of giant cholesteatoma extending to the posterior fossa

Posterior fossaya uzanan dev kolesteatom: Olgu sunumu

Kemal UYGUR, M.D.,1 Samet ÖZLÜGED‹K, M.D.,2 Hasan YASAN, M.D.,1 Gürsel DURSUN, M.D.2

We present a 43-year-old male patient who devel-
oped a giant cholesteatoma with lateral sinus oblit-
eration and involvement of the posterior cranial
fossa. The only complaints were left-sided aural dis-
charges and total sensorineural hearing loss.
Examination revealed a mass lesion consistent with
cholesteatoma within the left middle ear. Computed
tomography and magnetic resonance imaging
showed an extensive acquired cholesteatoma in the
left middle ear, invading the posterior cranial fossa
and leading to lateral sinus obliteration. The patient
underwent left radical mastoidectomy. He had an
uneventful postoperative follow-up for 13 months.
This case emphasizes the value of preoperative
radiologic assessment of giant cholesteatomas that
may present with relatively few or limited symp-
t o m s .
Key Words: Cerebellar diseases/surgery/radiography;
cholesteatoma/surgery/radiography.

Kolesteatomun ameliyat öncesi radyolojik de¤er-
lendirilmesinin önemine dikkat çekmek için lateral
sinüs obliterasyonu ve arka kafa çukuru tutulumu
olan bir olgu sunuldu. K›rk üç yafl›ndaki erkek has-
tan›n uzun y›llard›r var olan kulak ak›nt›s› ve sol
kulakta tam iflitme kayb› d›fl›nda baflka flikayeti
yoktu. Muayenede sol kulakta kolesteatom ile
uyumlu kitle saptand›. Bilgisayarl› tomografi ve
manyetik rezonans görüntüleme incelemelerinde,
sol kulakta lateral sinüs obliterasyonu ve posterior
kranyal fossa tutulumuna yol açan dev bir koleste-
atom geliflti¤i belirlendi. Sol radikal mastoidektomi
ile kolesteatom ç›kar›ld›. Kolesteatomun neden ol-
du¤u yayg›n kafa içi patolojiye ra¤men, ameliyatta
ve ameliyat sonras›nda 13 ayl›k izlem s›ras›nda
hastada herhangi bir komplikasyon ya da nüks ge-
l i fl m e d i .
Anahtar Sözcükler: Serebellar hastal›klar/cerrahi/radyog-
rafi; kolesteatom/cerrahi/radyografi.

Cholesteatoma is a troublesome epidermoid
structure that exhibits an independent and deleteri-
ous growth, replaces the middle ear mucosa, resorbs
underlying bones, and tends to recur after its
removal.[1] Cholesteatoma of the middle ear cleft has
long been recognized as having the potential to

cause serious complications, including involvement
of the intracranial space, and fistulization of, and
invasion to, the labyrinth. The most common
intracranial complications are meningitis and
abscess formation, the latter occurring most fre-
quently in the temporal lobe. 
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Primary cholesteatoma in the posterior fossa
accounts for 5 to 6 percent of all cerebellopontine
angle lesions.[ 2 ] Extension of an acquired aural
cholesteatoma beyond the confines of the temporal
bone is unusual, but has been reported in the middle
fossa, neck, and the infratemporal fossa.[3,4]

We present a case of cholesteatoma that caused
widespread involvement of the posterior cranial
fossa, with lateral sinus obliteration and complete
loss of audiologic function. Interestingly, despite its

huge size, there were no signs of dizziness, cere-
brospinal fluid otorrhea, or facial palsy.

CASE REPORT

A forty-thre e - y e a r-old male patient was re f e r re d
to the otolaryngology department of Medical School
of Ankara University with hearing loss and discharg e
f rom the left ear. He had a history of aural discharg e s
since childhood and total deafness in the affected ear,
but with low level of bother because of his normal

Fig. 1 - (a) Computed tomography scan demonstrating an almost complete destruction of the mastoid bone
with erosion into the posterior fossa. (b) T2-weighted magnetic resonance image showing a giant
cholesteatoma extending from the mastoid into the posterior cranial fossa. (c) An MR venogram
showed a filling defect consistent with left lateral sinus obliteration. (d) Postoperative CT view of the
mastoid defect area (left side).
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right ear, he had not sought medical advice until
shortly before his admission. He gave no other histo-
r y, in particular, of dizziness or cere b rospinal fluid
o t o r rhea. There were no signs of nystagmus, and the
fistula sign was negative. Neurological examination
was normal. The tympanic membrane was normal on
the right side, but a large polypoid mass was
observed in the left ear filling the left external meatus.
P u re-tone audiometry revealed normal hearing on
the right and total hearing loss on the left. He did not
recall any previous otologic surg e r y. Computed
tomography demonstrated almost complete destru c-
tion of the mastoid bone with erosion into the poste-
rior fossa. The lesion showed no contrast enhance-
ment (Fig. 1a). T2-weighted magnetic resonance scans
revealed an area of high-signal intensity in the left
mastoid area, measuring 4.5x3.5 cm, and a slight pro-
t rusion into the posterior fossa (Fig. 1b). An MR
venogram showed a filling defect consistent with left-
sided lateral sinus obliteration (Fig. 1c).

The patient underwent left radical mastoidectomy.
At surg e r y, a huge (4.5x3.5 cm), infected, pearly tumor
was observed, involving the posterior fossa dura, and
leading to medial displacement of the cere b e l l a r
p a renchyma and obliteration of the lateral sinus. The
facial nerve was found in its normal location, with its
bony canal almost totally eroded from the stylomastoid
foramen to the geniculate ganglion. There was no dural
e rosion or cere b rospinal fluid leakage. After the
cholesteatoma was totally removed, the large defect was
filled with nitro f u r a z o n e - i m p regnated gauze strips. The
histopathologic diagnosis was cholesteatoma and
inflammatory polyps. The postoperative follow-up
period of 13 months was uneventful (Fig. 1d).

DISCUSSION

Cholesteatoma is a non-malignant, slowly pro-
gressive, destructive middle ear disease.[5] Extension
of aural cholesteatoma through the temporal bone
cortex is unusual, but has been reported in the mid-
dle and posterior cranial fossae.[6,7]

Bone destruction, due mostly to the osteoclastic
erosion, is known to be an important cause of com-
plications in chronic otitis media.[8] Humeral factors,
such as prostaglandin, cathepsin D, and a parathy-
roid hormone-like protein have been suggested as
responsible for the activation of osteoclasts.[9]

Cholesteatomas, even small in size, may cause extra-
and intratemporal complications. C h o l e s t e a t o m a -

induced compromised flow through the lateral sinus
f o rces the collateral sinus to handle the burden of
venous drainage from the occluded side. This may
p robably lead to dural arteriovenous malformations by
a mechanism described by Arnautovic et al.[ 1 0 ]

The presented case is a good example of
cholesteatoma invasiveness beyond the confines of
the temporal bone unless it is treated. The extensive
erosion into the posterior fossa may lead to very
serious intracranial complications. Fortunately, such
a huge cholesteatoma did not lead to any complica-
tions other than one-sided total hearing loss. Even
the facial nerve function was maintained despite the
total erosion of its bony wall.

This case emphasizes the need for utmost aware-
ness re g a rding the development of a giant
cholesteatoma that presents with relatively few or
limited symptoms. Radiologic imaging modalities
should be integrated into findings obtained from
clinical history and physical examination even in
conditions that are not suggestive of a giant
cholesteatoma.
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