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Indications 

Glomus class A tumors (glomus tympanicum A1 and A2.)
Class A tumors: Tumors limited to middle ear cleft with-

out invasion of hypotympanum.
Class A1: Tumor margins completely visible on otoscopic 

examination.
Class A2: Tumor margins are not visualized on otoscopic 

examination. The tumor may extend anteriorly to eustachian 
tube orifice or to posterior mesotympanum.

Surgical Steps 

1. Class A1 tumors can be dealt with by a transca-
nal approach while for class A2 tumors, a postaural 
approach is better. Computed tomography (CT) scan of 
a class A2 tumor is depicted in Fig. 56.1a, b along with 
the surgical steps.

2. Postaural incision is taken from the superior pole of 
the helix to mastoid tip. Skin and subcutaneous tissue 
are elevated up to the external auditory canal leaving 
behind the musculoperiosteal layer.

3. A circumferential incision is taken along the bony 
external auditory canal including superior, posterior, 
and inferior canal walls.

4. A meatotomy is made just medial to the lateral end of 
the bony external auditory canal, that is, just medial 

to the spine of Henle. This is a circumferential mea-
totomy including all quadrants, approximately 7 to 
8 mm lateral to the annulus. The red mass behind the 
tympanic membrane is visualized (Fig. 56.2). 

5. The tympanomeatal flap is elevated including annulus 
in almost 80% circumference leaving the attachment 
of anterosuperior annulus intact. The tympanomeatal 
flap is sharply dissected over the handle of the malleus 
during elevation. This elevation is preferred in class 
A1 tumors. However, in class A2 tumors, the entire 
cuff of tympanomeatal flap can be excised and kept in 
saline to be placed back after the tumor excision. This 
is specifically done to avoid the skin getting shredded 
while widening the bony meatus for class A2 tumors 
(Fig. 56.3, Fig. 56.4, Fig. 56.5, Fig. 56.6, and Fig. 56.7).

6. A canalplasty is performed to visualize the periphery 
of the tumor all around (Fig. 56.8 and Fig. 56.9).

7. A bipolar coagulation of the surface of the tumor is per-
formed which helps to shrink the tumor and facilitates 
dissection in a relatively bloodless field (Fig. 56.10). 
Care should be taken while using bipolar in the imme-
diate vicinity of a dehiscent tympanic segment of the 
facial nerve.

8. The tumor is carefully dissected off from between 
ossicles without disrupting the ossicles. Dissection 
is usually performed in superior to inferior direction 
(Fig. 56.11). 

Fig. 56.1  CT scans in (a) axial and (b) coronal planes showing a left class A2 glomus tympanicum tumor for which a postaural 
approach is described below.
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Fig. 56.2  Left ear—Meatotomy just medial to the spine of 
Henle level.

Fig. 56.4  Tympanomeatal flap elevated toward the annulus.

Fig. 56.3  Tympanomeatal flap elevated below annulus in 
around 80% circumference in class A1 tumors.

Fig. 56.5  Shows circumferential elevation of 360 degrees of 
the tympanomeatal flap including annulus.

Fig. 56.6  The whole cuff of the skin of bony external auditory 
canal (EAC) including the annulus is taken out and 
placed in saline.
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Fig. 56.7  Glomus tympanicum tumor is seen in the middle 
ear. Margins of tumor are not visible (class A2).

M

04_Narayan_Atlas_chs 41-76.indd   78604_Narayan_Atlas_chs 41-76.indd   786 05-Feb-21   5:30:21 PM05-Feb-21   5:30:21 PM



787Chapter 56

9. The area on the promontory where the tumor arises 
is identified, bipolarized, and the tumor is excised 
(Fig. 56.12, Fig. 56.13, Fig. 56.14, and Fig. 56.15).

10. In cases of ossicular disruption by the tumor, an ossi-
culoplasty is performed.

Fig. 56.9  Tumor periphery is seen in all quadrants as also the 
complete ossicular chain. 

Fig. 56.8  Widening of the external auditory meatus to 
visualize the tumor periphery.

Fig. 56.10  Bipolar coagulation on the surface of the tumor. Fig. 56.11  A combination of bipolar coagulation on the 
surface and widening of the bony meatus helps 
identify the margins of the tumor.

11. A temporalis fascia graft is harvested and placed as an 
underlay graft. The tympanomeatal flap is replaced 
(Fig. 56.16 and Fig. 56.17).

12. Gelfoam packing is used in the external auditory canal.
13. Postaural incision is closed.
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Fig. 56.12  Feeder vessels from promontory are seen.

Fig. 56.14  Tumor excised in toto.

Fig. 56.16  Temporalis fascia graft is placed.

Fig. 56.13  Feeder vessels from promontory are bipolarized.

Fig. 56.15  Middle ear after tumor excision.

Fig. 56.17  The tympanomeatal skin cuff is replaced over the 
fascia graft.
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Tips and Pearls

	• Widening of the bony external auditory canal beyond 
the margins of the tumor is vital to expose and thus, 
excise the tumor completely.

	• The tumor is preferably removed in a single piece 
rather than piecemeal.

	• If ossicular discontinuity is present, it is addressed in 
the same stage.
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