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A tiny glomus tumour seen behind the drum as a faint red 
spot just below the umbo. The lesion gradually enlarged 

and was later excised.    ©  Bruce Black MD                                         

 
          



A similar 1mm lesion. Stable over many years and 
asymptomatic. 
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A slightly larger lesion, again asymptomatic and stable. 
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A 3mm glomus tumour, found coincidentally during 
management of a concurrent serous effusion, seen as a 

subtle yellow discolouration of the drum.     ©  Bruce Black MD                                         

 
          



A glomus lesion abutting the under-surface of the drum and 
the handle of the malleus. Presented with a subtle blocked 

sensation in the ear.    ©  Bruce Black MD                                         

 
          



A moderate-sized glomus chemodectoma in the antero-
inferior drum, removed via an inferior tympanotomy. The 
drum is slightly calcific, consistent with advancing age.    ©  Bruce Black MD                                         

 
          



A retromalleolar small glomus tumour, visualised through 
an atrophic posterior pars tensa. Uneventful trans-canal 

removal via an elevated tympanomeatal flap.    ©  Bruce Black MD                                         

 
          



A moderately large glomus tympanicum confined to the 
lower middle ear. Vascular studies showed no evidence of 
glomus jugulare (arising from the jugular bulb). Uneventful 

trans canal removal.    ©  Bruce Black MD                                         

 
          



A moderately large glomus tympanicum presenting with 
troubling pulsatile tinnitus. Removal showed a typical 
narrow pendular attachment causing brief but heavy 

bleeding after surgical removal.    ©  Bruce Black MD                                         

 
          



A larger glomus tympanicum extending from the antero-
superior mesotympanum to the facial recess, but arising off 

a slender pedicle.     ©  Bruce Black MD                                         

 
          



An infected glomus tumour ulcerating through the drum. 
Diffuse attachments necessitated a partial myringectomy 

and removal of the malleus, followed by repair.    ©  Bruce Black MD                                         

 
          



A large glomus jugulare, with multiple vascular supply. 
Managed with embolism, then base of skull surgical 
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Lateral aspect of the previous case. Removal was difficult 
due to the involvement of cranial nerves in the retro-

cochlear areas.    ©  Bruce Black MD                                         
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