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Salivary gland choristoma of the middle ear isra raass characterized by
the presence of normal salivary gland tissue inntiddle ear cavity. This
mass is usually accompanied with ossicular chaid &rcial nerve
anomalies. Total surgical excision is a treatmentlmice if the facial
nerve is intact. Here, we describe a case of sgligland choristoma of the
middle ear, and discuss our experience. Our patvasta 41-year-old man
presented with 6 months history of hearing lossraloperatively, we
pinkish mass with evidence of cofmi chain
malformation. Patient showed hearing developmerfoilowing up after
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I ntroduction

ince 1961 that Taylor and Martin

reported the first case of salivary gland

choristoma of the middle ear, there are
few reports of this mass in the literature (1, 2).
Ectopic location of a histologically normal
salivary tissue is the definition of salivary gland
choristoma (3, 4). Given this scarce prevalence,
the proper diagnosis would be difficult; as in
most cases, patients present with non-specific
symptoms (5, 6). Here, we present a 41-year-
old man with initial symptoms of conductive
hearing loss and serous otitis media.

Case Report
A 4l-year-old man was referred to our

hospital complaining hearing loss initiated six
months prior to admission. He had no
previous history of hearing lost. His history
was negative for othorrea, otalgia, vertigo and
facial nerve palsy. He had also negative
family history of any hearing related
symptoms. Right ear otoscopic examination
revealed opaque tympanic membrane with no
demonstrable perforation. There was also
subtle retraction in right tympanic membrane.
Left ear was perfectly normal in otoscopic
examination. There was no evidence of facial
nerve palsy, and he did not show any
remarkable abnormal features in the head and
neck examination.

Pure tone audiometry demonstrated 60 dB
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conductive hearing loss in the right ear. Air
bone gap was 40 dB. Computed tomography
(CT) scan of the temporal bone (Figure 1)
showed soft tissue density surrounding the
ossicles that filled the epitympanum cavity.
Mastoid antrum was hypoplastic in right side
and mastoid air cells were opaque. In addition,
displacement of ossicle chain was seen in right
side. The CT scan findings were in accordance
with normal structure in the left side.

Patient underwent general anesthesia and
facial nerve monitoring.  Exploratory
tympanotomy was performed through trans-

canal tympano-meatal flap. Middle ear was
full of glue and serous liquid and there was
no evidence of cholesteatoma. Ossicle chain
was displaced and stapes was missing. A
soft, rubbery, pinkish mass measuring near
15 x 5 x 3 mm in size was found on
promontory. There was no evidence of mass
involvement of the facial nerve as any
abnormalities in the course of the facial
nerve. Histopathologic examination of the
resected mass reported seromucinous glands
covered by normal mucosa coated with
respiratory epithelium.

Figure 1. Computed tomography (CT) scan of salivary gland choristoma in the right middle ear cavity; A.
Temporal bone CT scan shows a soft tissue mass occupying the right middle ear cavity (thick arrow); B. Axial
plane on CT scan shows soft tissue attenuation in the mastoid air cells, representing the presence of mastoiditis
(thin arrow); C. The course of the facial nerve is intact (arrow head).
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There was no postoperative complication.
Three months after the operation, pure tone
audiometry showed improvement and
patient’s hearing was slightly better (10 dB
improvement of air bone gap in three-month
follow-up).

Discussion

Ectopic salivary gland tissue may be found in
the various sites of the head and neck area
such as middle ear, gingival, lower neck and
anterior chest wall (7-11).

Although several studies tried to elucidate
the pathophysiology of ectopic salivary gland
tissue in middle ear cavity, the exact
mechanism in embryologic development of
this mass has not been determined (12). So
far, based on the Patten theory, the ectopic
expansion of the remnant parotid epithelium
or pharyngeal endoderm seems to be
associated with salivary gland of the middle
ear cavity (5). In this regard, Buckmiller et al.
suggested that salivary gland choristoma,
hearing loss, ossicular chain abnormalities,
facial nerve anomalies and branchial arch
anomalies are components of a syndrome (10).
Besides, it has been reported that ectodermal
anomalies such as hemifacial atrophy and
deformed auricles are accompanied with
salivary gland choristoma (3).

Salivary gland choristoma of the middle
ear have been seen in patients ranging from
11 months to 52 years of age with a mean age
of 17.5 years (3, 13).

Thus, it can be added to the differential
diagnosis of the middle ear cavity masses in
every age group; beside congenital
cholesteatoma, glomus tumor, neuroma,
dermoid cyst, teratoma and lymphoma which
are presenting with unilateral hearing loss
without perforation of the tympanic
membrane (8, 11, 12).

Hearing loss and tinnitus are defined as
the most common symptoms. In addition,
24% of the patients with salivary gland
choristoma of the middle ear cavity showed
serous otitis media (2, 9). In our patient, six
months of the hearing loss forced him to
seek medical attention.

Although the literature review revealed an
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overwhelming predominance of left-side
involvement (14), but in our case, the
choristoma was located in right middle
ear cavity.

The most challenging step in treatment of
salivary gland choristoma of the middle ear is
high incidence of facial nerve involvement.
Thus, conservative management of this mass is
highly emphasized in the literature (4, 12, 15).
In our case, there were no evidences of tumor
involvement in the facial nerve in the
preoperative evaluation using the CT scan.

Considering the fact that choristoma is a
normal tissue and there is no report of
recurrence even when it was removed
incompletely, the total excision would be the
treatment of choice if the facial nerve is intact
(13, 16). This treatment would also prevent
further possible development of malignant
tumor, which is reported to arise from
choristoma (17, 18).

Conclusion

Salivary gland choristoma of the middle ear is
an extremely rare mass with nonspecific
symptom of unilateral conductive hearing

loss. Considering the fact that the radiologic
study of the head and neck region cannot
provide definite diagnosis and only

postoperative  histopathological evaluation
shows the nature of the mass, it should be
considered as a differential diagnosis of
middle ear cavity masses.
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