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Haemangioma of the ear lobe. No intervention indicated.

© Bruce Black MD



Papilloma in the conchal bowl. Excise and graft if indicated.

© Bruce Black MD



Basal cell carcinoma. Common on the auricle due to sun
exposure. Excise early to minimise post-operative cosmetic
defects.
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Wedge resection of helical BCCs, best done on limited
lesions.
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Surgical defect after excision of a larger BCC. Difficult to
repair satisfactorily.
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Neglected large basal cell carcinoma of the auricle. Total
removal required.
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Total auricular removal for BCC. Canal stenosis and
recurrent disease.
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Melanotic but non-melanoma lesion of the EAC.
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Filiform papilloma partially occluding the EAC. Local
excision , secondary repair.
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Squamous cell carcinoma of the temporal bone.
Uncommon, requires extensive resection. Hearing salvage
often impossible.
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Squamous cell carcinoma. Total petrosectomy, canal
closure, plus radiotherapy required.
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Glomus tympanicum tumour. A tiny chemodectoma is seen
on the promontory, just inferior to the umbo.
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A small glomus tumour in the antero-inferior quadrant. The
drum is partly opacified (an elderly patient).
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An advanced glomus filling much of the inferior middle ear,
but arising off a narrow peduncle. Transcanal removal via a
tympanotomy approach, lifting the drum for access.
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Audiogram of the last case showing a moderate conductive
loss due to the bulk of the lesion.
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Glomus jugulare. This variant arises from the jugular bulb
and may cause significant cranial nerve palsies as a result
of posterior fossa invasion. Embolism, possible excision.
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Acoustic schwannoma. These develop off the vestibular
nerve and In later life are often slow growing or dormant.
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Expansion of acoustic schwannomas distends and splays
the facial nerve, complicating surgical removal, which may
not save the nerve.
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Unilateral sensorineural deafness, particularly if attended by
tinnitus and unsteadiness, iIs a mandatory indication for MRI
to exclude an VIII nerve tumour.

© Bruce Black MD



A tiny enhancing lesion is seen on the right. This will be
observed by serial MRI, removed if growing.
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A small schwannoma with an enhancing edge, later
removed.
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A moderate- sized schwannoma with some extension into
the IAC. Excision required.
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A large schwannoma, younger patient. Compression of the
brainstem causing ataxia. SND and tinnitus. Partial excision
only, due to parasitism of brainstem vasculature.
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Multiple cutaneous fibromata of von Recklinghausen’s
disease (Neurofioromatosis 1).

© Bruce Black MD



Cafe au lait spot, sometimes associated with NF1.
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Spherical lesion arising of the temporal bone at the internal
orifice of the IAC. Calcifying cortex. Meningioma.
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Fibrous dysplasia of the Rt temporal bone. The middle ear
remains aerated. A wide meatoplasty, removing spongy
bone plus split skin grafting, recovered hearing.
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EAR TUMOURS
Summary

Asymmetrical sensorineural deafness
without definite cause: MRI scan to
exclude VIt nerve tumour
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