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ABSTRACT 

Cholesteatoma is a serious disease of the ear. It is defined as a benign skin lesion that grows in the 

middle ear cleft. The most commonly affected sites are the middle ear cavity and mastoid bone. It can 

also develop in the petrous apex. It can manifest with a wide range of symptoms ranging from persis-

tent ear discharge to hearing loss. The treatment is almost always surgical excision. We report a rare 

case of middle ear cholesteatoma that presented as an aural polyp arising from the posterior wall of 

the external auditory canal.  
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INTRODUCTION 

Cholesteatoma is an expanding keratinised 

squamous epithelial lesion that is typically 

located in the middle ear cavity and mastoid 

process. It consists of an outer matrix layer 

that is composed of squamous epithelium 

surrounded by a connective tissue layer with 

central keratin mass. There are two types of 

cholesteatoma; congenital and acquired. The 

acquired type is more common. The exact 

etiology of this lesion is unknown. There are 

four theories proposed to explain the devel-

opment of the acquired cholesteatoma. How-

ever, the most accepted mechanisms include 

the migration of squamous epithelium to the 
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middle ear through a perforated tympanic 

membrane or progressive formation of a re-

traction pocket in the pars flaccid of an intact 

tympanic membrane secondary to abnormal 

Eustachian tube function resulting in accumu-

lation of keratin in this pocket. 1 The diagno-

sis of cholesteatoma is based on clinical ex-

amination and usually is not difficult even in 

the presence of complications. Although it is a 

benign condition, it has a tendency to grow 

resulting in local destruction resulting in seri-

ous complications. We report the case of a 

patient with a cholesteatoma who manifested 

as an external ear polyp. 

CASE REPORT 

A 41-year-old lady presented with pain and 

pus discharge from the left ear for two 

months. The discharge was intermittent asso-



ciated with pain and reduction in the hearing 

but no tinnitus or vertigo. Her past medical 

history was relevant for a right modified corti-

cal mastoidectomy for right ear cholesteato-

ma.  

 

 Otoscopic examination of the left ear 

showed a smooth surfaced aural polyp filling 

the external auditory canal with minimal pus 

discharge. On examination under microscope 

(Jobson Horne Probe 266R, Germany), the 

polyp and the pedicle were seen to arise from 

the posterior wall of the left external auditory 

canal (Figure 1a). The polyp was treated with 

placement of an Ichthammol soaked ear-wick 

in the left ear canal, topical steroid drop to 

reduce the size of the polyp and ofloxacin ear 

drop to treat the infection. These were done 

for three days. Subsequent otoscopic exami-

nation three days later showed that the polyp 

had regressed and interestingly, a cholestea-

toma was seen at the site of the polyp with 

sagging of the posterior wall of the left exter-

nal ear canal (Figure 1b). Additionally, an 

attic retraction pocket containing pus and 

debris was seen in the left tympanic mem-

brane together with erosion of the posterior 

canal wall. 

A high resolution computed tomogra-

phy (CT) scan of the auditory canal showed 

the cholesteatoma occupying the left epitym-

panic recess eroding the tegmen tympani su-

periorly and extending to the posterosuperior 

wall of the left external ear canal and into the 

mastoid process posteriorly (Figure 1c). A 

modified radical mastoidectomy with tym-

panoplasty type 3 was carried out without 

any complications. On follow up, the patient 

had remained well without any further com-

plaints.  

Fig. 1: a) An otoscopic image showing a left ear polyp arising from posterior canal wall, b) Otoscopic image 

showing a cholesteatoma eroding the posterior canal wall after the polyp regression and c) An axial CT scan  

of the temporal bone showing a cholesteatoma in the left epitympanic recess extending and eroding the  

posterior-superior wall of the external auditory canal.  

DISCUSSION 

The most common symptom of cholesteato-

ma is persisting otorrhea that is difficult to 

treat especially when it is infected. Interest-

ingly, pain is not a common symptom. How-

ever its presence may indicate secondary in-

fection. 1 Although a benign skin lesion, the 

tendency of cholesteatoma to grow and cause 

local destruction makes it a serious condition. 

Cholesteatoma can erode into the surround– 

ing structures but the most common compli-

cation is hearing loss (ossicles and eighth cra-

nial nerve). 2 Vertigo (inner ear) or facial 

nerve palsy as the initial presentations of 

cholesteatoma are less common. 3  
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 In conclusion in any patient with a 

history of persistent ear discharge and ear 

examination revealing the presence of aural 

polyps, an underlying cholesteatoma must be 

kept in mind. It is for that reason direct visu-

alisation and full examination of the tympanic 

membrane after removing the debris and the 

polyp is crucial to exclude an underlying cho-

lesteatoma.  

 Presentations with complications such 

as intracranial abscess or meningitis are rare. 

These complications are believed to be due to 

direct extension of cholesteatoma through the 

roof of the middle ear cavity into the middle 

cranial fossa and they are most commonly 

seen in untreated patients. 4 This tendency of 

cholesteatoma to erode the bony structures is 

thought to be triggered by many factors like 

inflammation, infection and pressure which 

can lead to secretion of inflammatory media-

tors such as prostaglandin, cytokines, nitric 

oxide and growth factors which in turn initiate 

the activation of osteoclasts with subsequent 

bone resorption. 5 Studies have shown that 

80% of patients with aural polyp composed of 

fibrous tissue and covered by epithelium have 

no underlying cholesteatoma. On the other 

hand polyps consisting of granulation tissue 

and flakes of debris have 80% probability of 

an underlying cholesteatoma. 6 In our patient, 

there was no granulation tissue or flakes of 

debris seen and the polyp had a smooth sur-

face and did not bleed on touch. It was soft 

and not tender on palpation. It is believed 

that cholesteatoma can cause chronic inflam-

mation of the middle ear mucosa due to its 

ability to secrete inflammatory mediators that 

lead to mucosal oedema, hypervascularity, 

proliferation of fibroblasts, submucosal fibro-

sis and infiltration of plasma cell and lympho-

cyte leading to the formation of granulation 

tissue and aural polyp. 7   
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