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CASE REPORT

Refractory otitis media with effusion 
due to eustachian tube sialolipoma inform 
consistent with eustachian tube inflammatory 
polyp: rare case presentation and literature 
review
Khalid Al Zaabi*  and Mohamed M. K. Badr‑El‑Dine  

Abstract 

Background: Unilateral otitis media with effusion in adult patient is considered alarming finding needing a detailed 
examination of the nasopharynx. The lesions in this area ranged from benign to more destructive malignant patholo‑
gies. Lipoma as a cause of obstruction is an extremely rare entity. We are reporting a case of eustachian tube lipoma 
presented with refractory otitis media with effusion. This is an extremely rare location of such entity and to the best of 
our knowledge, this is the third case reported in the world literature of eustachian tube lipoma after 2 cases published 
in 2011 and 2016 respectively. However, this is the first case reported in the literature of eustachian tube sialolipoma.

Case presentation: We are reporting a 27‑year‑old male who presented to our outpatient department with a com‑
plain of unilateral ear block, hearing loss, and intermittent tinnitus. Clinical evaluation revealed unilateral otitis media 
with effusion that was confirmed by pure tone audiogram and tympanometry. Computed tomography and magnetic 
resonance imaging were obtained showed a lesion originating in the eustachian tube area protruding in the naso‑
pharynx. Surgical removal was successful with complete recovery.

Conclusions: Unilateral otitis media with effusion necessitate nasal endoscopic examination to rule‑out lesions at 
the nasopharynx. This is the first case of sialolipoma in eustachian tube in the literature. Endoscopic removal is usually 
successful with uneventful short recovery period.
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Background
Unilateral otitis media with effusion is always an alarm-
ing entity of eustachian tube obstruction at the level of 
nasopharynx especially in adult sufferers. The differential 
diagnosis of a mass lesion in this area ranged from benign 
to more destructive malignant pathologies. Lipoma as a 
cause of Eustachian tube obstruction is an extremely rare 

entity. Muzzi et  al., in his systematic review of primary 
tumors and tumor-like lesions of eustachian tube (ET), 
searched the literature from 1888 till 2011 with no single 
reported lipoma case [1]. We are reporting a case of ET 
lipoma presented with refractory otitis media with effu-
sion (OME). This is an extremely rare location of such 
entity and to the best of our knowledge this is the third 
case reported in the world literature of ET lipoma after 
2 cases published in 2011 and 2016 respectively [2, 3]. 
However, this is the first case reported in the literature of 
ET sialolipoma.

Open Access

The Egyptian Journal
of Otolaryngology

*Correspondence:  khaboore21.ka@gmail.com
Otolaryngology Division, Surgery Department, Sultan Qaboos University 
Hospital, Muscat, Oman

http://orcid.org/0000-0002-5230-9355
https://orcid.org/0000-0001-6480-6538
http://creativecommons.org/licenses/by/4.0/
http://crossmark.crossref.org/dialog/?doi=10.1186/s43163-022-00218-w&domain=pdf


Page 2 of 6Al Zaabi and Badr‑El‑Dine  The Egyptian Journal of Otolaryngology           (2022) 38:29 

Case presentation
Our patient is a 27-year-old male who was roaming 
around between primary care facilities and otolaryngol-
ogy specialists for few months before he showed up in 
our clinic. His main complaint was left severe ear block 
sensation associated with hearing loss and intermittent 
tinnitus. Conservative management with watchful wait-
ing and intranasal corticosteroid sprays were offered to 
him outside our facility with no successful response. He 
also had one trial of office-based myringotomy with-
out ventilation tube insertion with fast recurrence of 
symptoms. Clinical evaluation by otoscope revealed 
evidence of unilateral left otitis media with effusion. 
Rinne test showed bone conduction (BC) > air con-
duction (AC) in the left ear while air conduction (AC) 
> bone conduction (BC) in the right side. Weber test 
lateralized to the left ear. Endoscopic nasal examina-
tion using 0° rigid endoscope showed deviated nasal 
septum to the left with a polyp originating from the left 
ET orifice (Fig. 1A). Pure tone Audiogram with acous-
tic immittance showed moderate conductive hearing 
loss in the left ear with normal hearing threshold in the 
right side. Tympanometry showed type B flat curve in 
the left side while type A in the right side (Fig. 2A, B). 

Computed tomography (CT) scan and magnetic reso-
nance imaging (MRI) were obtained to delineate the 
nature and extent of the pathology prior to any surgi-
cal intervention. Computed tomography (CT) scan and 
magnetic resonance imaging (MRI) were suggestive of 
benign lesion noted at the nasopharyngeal orifice of the 
ET measuring 10 × 8 mm with consequent left middle 
ear effusion. The most likely differential diagnosis was 
lipoma (Fig.  3A–F) A written consent was obtained 
from the patient before surgical intervention. The pro-
cedure was performed under general anesthesia via 
transnasal endoscopic approach. At the start of surgery, 
left myringotomy with insertion of a soft T-tube was 
performed. Then, because of the presence of evident 
left septal spur, endoscopic septoplasty was performed 
with removal of the bony-cartilaginous spur. To acquire 
a better exposure of the ET pharyngeal orifice, exci-
sion of the posterior bulky tail of the left inferior turbi-
nate was done. The polyp was seen bulging and totally 
blocking the ET orifice. The polyp was grabbed and 
using sharp dissection complete excision of the polyp 
from its origin inside the ET was executed. Electrocau-
tery was not used in the area of the ET orifice (Fig. 1A–
D). After checking hemostasis, no nasal packing was 

Fig. 1 A Transnasal intraoperative view of a polyp‑like lesion protruding through the left ET orifice measuring (1 × 1 × 0.5 cm). B View of the polyp 
after removing the bulky tail of the left inferior turbinate to improve exposure. C Grabbing the polyp during surgery visualizing its origin from inside 
the lumen of the ET. D After complete excision of the polyp and the ET orifice looks widely open
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used. The patient had uneventful postoperative recov-
ery. Histopathology report confirmed the diagnosis of 
sialolipoma (Fig. 4A, B). T-tube was removed 3 months 
after the surgery. The choice of soft T-tube enabled easy 
and painless removal of the tube in the office. Complete 
healing of the tympanic membrane occurred within the 
next 2 weeks and patient reported total disappearance 
of symptoms. Follow-up extended for 3 years after the 
surgery with no recurrence of symptoms or any signs 
of effusion.

Discussion
Finding a tumor or a lesion mimicking tumors originat-
ing from eustachian tube (ET) area is extremely rare [1–
3]. The symptoms arising from an obstruction at the level 
of ET range from unilateral ear pressure or fullness to the 
extreme of hearing loss and referred otalgia. Such presen-
tation warrants a comprehensive head and neck clinical 
examination including nasal endoscopy. Imaging are very 
helpful in evaluation of any suspicious fullness or identi-
fied lesion in the same area. Furthermore, it can provide 

Fig. 2 A Pure tone audiogram showing left moderate conductive hearing loss and right normal hearing. B Tympanometry showing left type B flat 
tympanogram and right normal type A tympanogram

Fig. 3 A Axial cut contrast‑enhanced CT head and neck showing hypodense non‑enhancing well circumscribed lesion measuring (1 × 1 × 
0.5 cm) at the nasopharyngeal opening of left ET. B Reconstructed sagittal CT scan head and neck showing the lesion at the level of the left ET 
orifice protruding into the nasopharynx (arrow). C Axial T1‑weighted MRI without contrast with fat suppression showing hypointense density, 
homogeneous to fat signal, lesion at the nasopharyngeal orifice of the ET. D Axial T2‑weighted MRI without fat suppression showing the fluid 
signal in the left mastoid area suggesting severe middle ear effusion and the lesion showing hyperintense signal at the nasopharyngeal opening 
of the left ET (arrow). Notice the bulky tail of the inferior turbinate. E Coronal T1‑weighted MRI without contrast without fat suppression showing 
hyperintense signal lesion at the nasopharyngeal opening of the left ET. F Sagittal T1‑weighted MRI without contrast without fat suppression 
showing hyperintense signal lesion at the nasopharyngeal opening of the left ET protruding into the nasopharynx (arrow)

(See figure on next page.)
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Fig. 3 (See legend on previous page.)
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an important information about the nature and extent 
of such pathology. The primary pathology of isolated 
ET lesion might be benign like teratoma, dermoid, leio-
myoma, chondroma, and lipoma, or a malignant entity 
such as squamous cell carcinoma, lymphoma, and sar-
coma [1, 4]. Head and neck lipoma as an entity constitute 
about 13–17% of soft tissue tumors [5, 6]. The incidence 
of lipoma in ET area particularly is not reported in the 
literature [3]. Sialolipoma is a very rare variant of salivary 
gland lipomatous lesions characterized histologically by 
entrapment of ducts and acini originated from salivary 
gland tissues into adipocytes [7, 8]. Nagao et al. were the 
first to use the term “Sialolipoma” by reporting 7 cases in 
2001 [9]. In 2009, Yang et al. reported that the mean age 
of sialolipoma is 52 years with equal ratio between both 
genders [10]. Our patient was only 27 years old when he 
presented to our clinic. The picture that he presented 
with is one that makes any otolaryngologist want to 
rule out a mass in the nasopharynx. This is because one 
should always stress and keep in mind that malignancy is 
to be ruled out in any adult patient with unilateral OME. 
The differential diagnosis in mind would be of an antro-
choanal polyp, inverted papilloma, or nasopharyngeal 
carcinoma. It is unlikely to see a pathology originating 
inside the ET causing OME in daily clinical practice. Our 
clinical examination, however, revealed a polyp that was 
originating in the left ET explaining the symptoms of the 
patient. Hearing evaluation in the clinic by audiometry 
and tympanometry confirmed a conductive hearing loss 
supporting the clinical findings. Imaging modality of the 
choice in this case would be a high-resolution CT scan 
with contrast extending from base of skull to the thoracic 
inlet evaluating the nature and extent of the lesion. MRI 
scan can be of a great help as well in evaluating the soft 
tissue. The findings on the CT scan were suggestive of 

a localized smooth well circumscribed lesion in the left 
ET area with no bony erosion around it. This finding is 
usually suggestive of benign lesion. MRI supported the 
diagnosis of ET lipoma. Surgical excision is the manage-
ment of such lesion. The ideal approach is endoscopic 
transnasal approach under general anesthesia. We were 
able to excise the lesion in-toto with minimal bleeding. 
Histopathology examination revealed the unusual rare 
variant of lipoma in the ET. The recovery was fast after 
the procedure and as originally anticipated, the T-tube 
was removed 3 months postoperative. The choice of soft 
T-tube made its office removal easier and painless com-
pared to the standard grommet’s tube. Follow-up showed 
complete resolution of symptoms with no recurrence up 
to 3 years after the surgery.

Conclusions
Unilateral otitis media with effusion as a complaint in 
adult patient necessitate detailed and thorough clinical 
examination including rigid nasal endoscopy to rule-out 
lesions at the level of nasopharynx. This presentation 
should always raise concern of malignancy especially in 
older candidates. However, there are few reported cases 
of benign lesions in ET area. To the best of our knowl-
edge, this is the first case of sialolipoma reported in this 
location originating from inside the ET orifice in the lit-
erature. Endoscopic removal of these lesions is usually 
successful and straight forward with uneventful short 
recovery period. One should keep this diagnosis in mind 
when evaluating an adult patient with such presentation.

Abbreviations
ET: Eustachian tube; OME: Otitis media with effusion; AC: Air conduction; 
BC: Bone conduction; CT: Computed tomography; MRI: Magnetic resonance 
imaging.

Fig. 4 A Microscopic pictures of the received specimen reveals a fragment focally lined by pseudostratified ciliated columnar epithelium resting 
on a fibrous layer of variable thickness with mild inflammatory infiltrate. B Higher magnification showing the underlying tissue composed of 
well‑circumscribed benign growth composed of mature adipocytes with intervening fibrovascular septae. Seromucous (salivary gland type) glands 
arranged in a lobule with surrounding delicate fibrosis and inflammatory infiltrates is seen at the periphery of the lesion. Pictures suggestive of 
sialolipoma
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