MOKSLO DARBAI « SCIENTIFIC PAPERS

LABORATORINE MEDICINA
2025, tomas 27, Nr. 3(103), p. 177-183

Managing Recurrent Pediatric Cholesteatoma: Canal Wall
Down Mastoidectomy with Bone Pate Obliteration

Matas Kuncé', Eugenijus Lesinskas?

!Vilniaus universiteto Medicinos fakultetas

Faculty of Medicine, Vilnius University

2 Vilniaus universiteto Medicinos fakulteto Klinikinés medicinos
instituto Ausy, nosies, gerklés ir akiy ligy klinika

Clinic of Ear, Nose, Throat and Eye Diseases, Institute of Clinical
Medicine, Faculty of Medicine, Vilnius University

E-mail: matas.kunce@mf.stud.vu.lt

Summary

Introduction. Cholesteatoma is characterized by the
proliferation of keratinized squamous epithelium in the mi-
ddle ear or mastoid process. Its annual incidence is 6-9 ca-
ses per 100,000 individuals, with higher prevalence in chil-
dren. Surgical treatment is crucial for disease eradication,
ensuring a safe and dry middle ear. Two surgical approaches
are available: canal wall up and canal wall down. The canal
wall down technique provides superior visualization and is
preferred in cases of extensive disease or high recurrence
risk, especially when combined with mastoid obliteration
using autologous materials, like bone pate, for improved
long-term outcomes.

Clinical Case. An 1l-year-old male with recurrent
left-sided purulent otorrhea and progressive hearing loss
underwent multiple ear surgeries for chronic atticoantral
suppurative otitis media. Despite surgical management,
cholesteatoma persisted, necessitating a revision antro-
mastoidectomy with mastoid obliteration. Intraoperatively,
the mastoid cavity was filled with cholesteatoma extending

into the attic, sinus tympani, and aditus ad antrum, with
severe ossicular erosion. Cholesteatoma and granulation
tissue were excised, and tympanic membrane repair was
completed using tragal cartilage and perichondrium. The
mastoid cavity was obliterated with bone pate harvested
from the mastoid cortex, secured with hemostatic materials
and covered with free skin grafts.

Discussion. The canal wall down technique is effective
in cholesteatoma management, offering enhanced visuali-
zation of middle ear structures, enabling complete choles-
teatoma removal, and reducing recurrence rates. However,
it presents challenges related to cavity maintenance, in-
cluding persistent otorrhea. Mastoid obliteration reduces
cavity size, lowers infection risk, and promotes a dry and
self-cleaning ear. Various autologous, allogenic and hete-
rologous materials can be used for obliteration. Autologo-
us materials, such as bone pate, are biocompatible, provide
long-term structural stability, and ensure effective cavity
closure, thereby reducing the risk of recurrence and the
need for revision surgery.

Conclusions. Cholesteatoma is a highly recurrent and
destructive disease, often requiring multiple surgical inter-
ventions. Canal wall down mastoidectomy is the preferred
approach in recurrent cholesteatoma, as it allows for thoro-
ugh disease clearance and reduced recurrence risk. Mastoid
obliteration, particularly with autologous bone pate, signifi-
cantly improves long-term outcomes by reducing cavity size
and minimizing infection risk.

Keywords: mastoidectomy; canal wall down; mastoid
obliteration; bone pate; cholesteatoma; chronic otitis media.

INTRODUCTION

Cholesteatoma is a benign cystic lesion characterized by
the proliferation of keratinized squamous epithelium within
the middle ear or the mastoid process [1]. Its annual inci-
dence is estimated at 6-9 cases per 100,000 individuals, with
a higher prevalence among pediatric populations [2]. Cho-
lesteatoma can be classified as either congenital or acquired,
the latter constituting the majority of cases [3]. Acquired
cholesteatoma typically develops either as a primary lesion
from chronic tympanic membrane retraction or as a secon-
dary lesion following tympanic membrane perforation, trau-
ma, or iatrogenic injury [4].
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Cholesteatoma is composed of the perimatrix, matrix,
and keratin. The perimatrix, a biologically active compo-
nent, is responsible for producing proteolytic enzymes that,
in conjunction with inflammatory mediators, contribute to
the destruction of surrounding bone tissue [5]. This process
facilitates cholesteatoma growth, spread, and increases the
risk of recurrence.

Cholesteatoma commonly presents with persistent,
foul-smelling purulent otorrhea, recurrent ear infections,
otorrhagia, tinnitus, otalgia and conductive hearing loss
due to partial or complete erosion of the auditory ossi-
cles [5]. Diagnosis is established through otoscopic exa-
mination, audiometry, and advanced imaging modalities
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including computed tomography (CT) for assessing the
extent of bone erosion and magnetic resonance imaging
(MRI) with diffusion-weighted sequence for detecting re-
sidual disease [1, 5, 6].

Surgical management is the definitive treatment, with
the primary objectives being complete eradication of the
disease, creation of a safe, dry middle ear, and restoration
of auditory function [1]. Two main surgical approaches can
be employed: canal wall up (CWU) and canal wall down
(CWD) techniques [4]. The CWU technique aims to pre-
serve posterior wall of the external auditory canal, while the
CWD technique involves its removal, providing superior
visualization of critical anatomical structures [5, 7].

In cases with extensive disease or high risk of recurrence,
CWD mastoidectomy combined with mastoid obliteration
using autologous materials, such as bone pate, has emerged
as an effective method to minimize postoperative cavity-re-
lated complications and improve long-term outcomes [8].

CLINICAL CASE

An 11-year-old male presented to our outpatient clinic
with a longstanding history of recurrent left-sided purulent
otorrhea mixed with blood, accompanied by progressive
hearing loss. The patient had undergone multiple surgical
interventions for chronic atticoantral suppurative otitis me-
dia in the past, yet the disease remained refractory, with re-
peated recurrences despite surgical management.

The initial manifestation occurred at the age of two, pre-
senting with left-sided purulent otorrhea, otalgia, postauri-
cular swelling, erythema, and tenderness. The patient’s blood
analysis demonstrated leukocytosis, neutrophilia, and throm-
bocytosis accompanied by a reduction in hemoglobin levels,
suggestive of an ongoing inflammatory or infectious process.
Suspecting complicated suppurative otitis media, the patient
underwent a reconstructive mastoidectomy, which revealed a
subperiosteal abscess (3-5 mL of pus) and extensive mastoid
cell destruction due to cholesteatoma and granulation tissue. A
microbiological culture was performed on the purulent mate-
rial obtained intraoperatively, revealing the growth of Staphy-
lococcus aureus. Histopathological examination confirmed
the diagnosis of acute mastoiditis, subperiosteal abscess, and
chronic atticoantral suppurative otitis media. The cholesteato-
ma and granulation tissue were meticulously excised, and the
mastoid cavity was irrigated with a ceftriaxone solution.

One year later, the patient developed recurrent suppura-
tive otorrhea. Otoscopic examination revealed a pars flacci-
da perforation of the tympanic membrane. A CT scan of the
temporal bone demonstrated a heterogeneous dense mass
occupying the tympanic cavity and antrum, with mastoid
cell destruction, consistent with cholesteatoma (Fig. 1, 2, 3).
A reconstructive antromastoidectomy was performed, and
cholesteatoma with granulation tissue were removed. Histo-
pathological examination of the excised material confirmed
fragments of keratinized squamous epithelium, supporting
the diagnosis of cholesteatoma.

Fig. 1. An axial computed tomography
scan shows no evidence of cholesteatoma
in the external auditory canal and an in-
tact tympanic membrane in the left ear.

Over the following years, the disease exhibited periods of
remission and recurrence with gradual progression. The pa-
tient continued to be monitored in our department and recei-
ved outpatient management for disease exacerbations, which
included regular ear cleaning and local and systemic antibac-
terial therapy. The patient had undergone additional recons-
tructive mastoidectomy, radical mastoidectomy with mastoid
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Fig. 2. An axial computed
tomography scan reveals ossicular
erosion and cholesteatoma extending
into the antrum of the left ear.

Fig. 3. An axial computed
tomography scan shows extensive
mastoid cell destruction and choleste-
atoma in the antrum of the left ear.

obliteration using auricular cartilage (Fig. 4) and temporal
muscle fascia (Fig. 5), and revision surgery with meatoplasty
for cholesteatoma extending into the external ear canal. Despi-
te multiple interventions, disease recurred four years after the
last surgical procedure. Given the persistence of cholesteatoma
and further disease progression, a revision antromastoidecto-
my with mastoid obliteration using bone pate was advised.
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Fig. 4. Mastoid obliteration using auricular
cartilage and temporal muscle fascia.

Fig. 5. Mastoid obliteration using auricular
cartilage and temporal muscle fascia.

Preoperative endoscopic examination of the left ear re-
vealed yellowish secretion in the external auditory canal
and tympanic membrane retraction, whereas the tympanic
membrane of the right ear was intact. The Rinne test was
negative in the left ear and positive in the right, indicating a
conductive hearing loss on the affected side.

On the day of the surgery, the patient was placed under
general endotracheal anesthesia and postauricular appro-
ach, exposing the mastoid bone, was adopted. Under the
microscopic guidance, the antrum was accessed with a dia-
mond burr, revealing a poorly pneumatized mastoid cavity
densely filled with cholesteatoma, extending into the attic,
sinus tympani, and aditus ad antrum (Fig. 6). The auditory
ossicles were severely eroded, and the stapes was immobile
due to fibrotic adhesions from prior surgeries. The posterior
bony wall of the external auditory canal, which had been
previously removed, was visualized. Cholesteatoma and
granulation tissue were meticulously excised. Tympanic
membrane reconstruction was performed using tragal car-
tilage and perichondrium (Fig. 7), which were covered with
a silicone sheet. The mastoid cavity was obliterated with
bone pate harvested from the mastoid bone cortex (Fig. 8),
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secured with Spongostan and a Merocel swab soaked in ci-
profloxacin solution and covered with free skin grafts. The
external auditory canal was packed with hemostatic spon-
ges, and the incision was carefully sutured.

Fig. 7. Tympanic membrane reconstruction using cartilage
and perichondrium harvested from the tragal region.

Fig. 8. Mastoid obliteration using bone pate harvested
from the mastoid bone cortex.
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Postoperatively, the patient exhibited significant clinical
improvement and was discharged on the fifth postoperati-
ve day. The reconstructed tympanic membrane separated
the tympanic cavity from the external auditory canal, while
bone pate obliteration reduced the postoperative cavity size.
The free skin flap healed successfully, creating a stable and
well epithelialized postoperative cavity. Suppuration resol-
ved, and follow-up examinations confirmed a stable surgi-
cal outcome with no evidence of recurrent cholesteatoma.

DISCUSSION

Surgical intervention is the only definitive treatment for
complete cholesteatoma eradication, whereas conservative
management is limited to cases where surgery is contraindi-
cated [4]. The primary objectives of surgery are to establish a
safe, dry middle ear and to preserve or restore auditory functi-
on [1]. CWU and CWD are the main surgical approaches [4].
Our patient had undergone multiple interventions, including
both CWU and CWD procedures for chronic atticoantral
suppurative otitis media, yet the disease remained refractory
with recurrent episodes. Significant clinical improvement and
a stable surgical outcome, with no evidence of recurrent cho-
lesteatoma, were achieved through a CWD approach combi-
ned with mastoid obliteration using bone pate.

The selection of the surgical technique is determined by
factors such as the size, location, and extent of cholesteato-
ma, as well as the anatomical characteristics of the temporal
bone. CWD surgery is considered the gold standard, as it
provides extensive exposure of critical anatomical structu-
res in the middle ear and mastoid process [1]. Indications
for CWD surgery include bony erosion of the posterior
external auditory canal wall exceeding 50%, the presence of
a labyrinthine fistula, a large defect in the roof of the tym-
panic cavity, and a sclerotic mastoid process. CWD surgery
is recommended for patients with cholesteatoma in their
only hearing ear [9]. At the initial presentation, our patient
exhibited left-sided purulent otorrhea, otalgia, postauri-
cular swelling, erythema, and tenderness, without signs of
vertigo, nausea, vomiting, or other symptoms suggestive of
a labyrinthine fistula. Otoscopic examination did not reveal
cholesteatoma extending into the external auditory canal.
Given the lack of strong suspicion for cholesteatoma and the
uncertain extent of the disease, a less radical approach of
mastoidectomy was initially chosen, using the CWU tech-
nique. However, intraoperative findings revealed extensive
mastoid cell destruction caused by cholesteatoma and gra-
nulation tissue, underscoring the severity of the disease.

CT is instrumental in determining the extent of choles-
teatoma within the middle ear and mastoid process, as well
as identifying bone erosions associated with the disease [1].
Preoperative imaging is crucial for detecting anatomical va-
riations that may complicate surgery, such as middle ear hy-
poplasia, a displaced position of the jugular vein, dehiscen-
ce of the facial nerve canal, sclerotic mastoid air cells, an
anteriorly positioned sigmoid sinus, or the presence of a
labyrinthine fistula [5]. Early recognition of these variations
reduces the risk of intraoperative and postoperative compli-
cations. In our patient, a preoperative temporal CT scan was
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not performed before the initial management of the disease.
However, after a recurrence one year later, CT imaging re-
vealed a heterogeneous dense mass occupying the tympanic
cavity and antrum, with mastoid cell destruction, findings
consistent with cholesteatoma.

CWU mastoidectomy may be performed in cases without
significant erosion of the external auditory canal or labyrinth
[9]. This technique aims to restore the sound transmission sys-
tem of the middle ear and is particularly suitable for younger
patients with minimal preoperative hearing loss, as it yields su-
perior postoperative hearing outcomes. In CWU surgery, the
preservation of the anatomical integrity of the external audito-
ry canal facilitates the fitting of hearing aids, thereby enhancing
long-term auditory rehabilitation [10]. Given that our patient
was only two years old at the initial manifestation of the disea-
se, the primary surgical goal was to preserve the ear’s anatomi-
cal structure to the greatest extent possible.

The primary objective of CWU surgery is to achieve cho-
lesteatoma eradication while preserving the outer wall of
the auditory canal [5]. This technique involves the excision
of damaged portions of the auditory ossicles and tympanic
membrane, followed by reconstruction using cartilage, fascia,
or alloplastic ossiculoplasty prostheses [9]. By restoring the
anatomical integrity of the middle ear, CWU surgery aims
to reestablish a functional sound transmission system. Li-
mited visualization of key anatomical structures, such as the
recessus facialis and sinus tympani, increases the difficulty of
detecting and excising disease affected areas, thereby contri-
buting to a higher risk of cholesteatoma recurrence [4]. Whi-
le successful reconstruction of well-functioning middle ear
structures is achieved in 65%-90% of cases, cholesteatoma
recurrence rates remain significant, occurring in up to 40%-
60% of pediatric cases [7, 9]. The recurrent nature of the dise-
ase following the CWU approach was evident in our patient,
who required multiple revision surgeries for cholesteatoma
removal in the years following the initial management.

Key risk factors for recurrence include erosion of the au-
ditory ossicles, extension into the sinus tympani, large cho-
lesteatoma size, and inadequate surgical experience [11]. In
the latest CWD mastoidectomy severe erosion of the auditory
ossicles was observed in our patient, with the stapes being
immobile due to fibrotic adhesions from previous surgeries.
The mastoid cavity was densely filled with cholesteatoma,
extending into the attic, sinus tympani, and aditus ad antrum.

Despite multiple unsuccessful CWU mastoidectomies
leading to disease recurrence, a radical CWD mastoidecto-
my with mastoid obliteration using auricular cartilage and
temporal muscle fascia was performed.

The CWD technique entails the removal of the posterior
wall of the external auditory canal, resulting in a single open
cavity encompassing the external auditory canal, tympanic
cavity, and mastoid process [12]. This approach provides su-
perior visualization of middle ear structures, enabling com-
plete cholesteatoma removal and reducing recurrence rates
to 2%-17% [7]. However, postoperative complications are
common, with patients frequently experiencing challenges
related to cavity maintenance, including the need for regular
cleaning, suctioning of debris, and water restrictions [13].
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Persistent otorrhea occurs in 10%-35% of cases, and hearing
restoration outcomes are generally inferior compared to the
CWU technique [9, 14]. Factors contributing to the failure
of CWD surgery include residual infected mastoid air cells,
large mastoid cavities, high facial ridge, bony overhang in the
mastoid cavity, tympanic membrane perforations, and a nar-
row meatus. In our patient, the initial CWD mastoidectomy
led to recurrent cholesteatoma extending into the external
auditory canal, necessitating a revision surgery with meato-
plasty. While discharging mastoid cavities can often be ma-
naged successfully through frequent maintenance cleaning
and topical treatment, some cases may necessitate revision
surgery to achieve a stable result [15].

Following revision surgery with meatoplasty, our patient
was closely monitored in our outpatient clinic, with disease
exacerbations managed through regular ear cleaning and
topical and systemic antibacterial therapy. However, after
four years of persistent purulent discharge and progressive
hearing loss, a revision antromastoidectomy with mastoid
obliteration using bone pate was recommended. This pro-
cedure enabled extensive cholesteatoma clearance from cri-
tical areas, including the attic, sinus tympani, and aditus ad
antrum. The intervention resulted in resolved suppuration
and a stable surgical outcome, with no evidence of recurrent
cholesteatoma.

Mastoid obliteration is an effective technique for achie-
ving long-term stability of the mastoid cavity and preventing
cavity-related complications [8]. This technique facilitates
postoperative healing and epithelialization and can be perfor-
med as a primary procedure at the time of CWD surgery or as
a secondary intervention following a previous CWD surgery
[16]. In our patient, mastoid obliteration using bone pate was
performed as a secondary procedure, as the posterior wall
of the external auditory canal had been removed during the
initial CWD mastoidectomy, which was originally obliterated
with auricular cartilage and temporal muscle fascia.

Reduction of cavity size results in a dry, self-cleaning
ear with a lower risk of infection, reducing the need for
frequent cavity cleaning [17]. Postoperative dry ear rates are
higher in obliterated cavities compared to non-obliterated
ones [15]. Restoration of external auditory canal anatomy
allows unrestricted water exposure, improves hearing aid
compatibility, and decreases caloric-induced vertigo [16,
18]. Hearing outcomes are generally superior in obliterated
mastoid cavities, with the air-bone gap remaining similar or
reduced compared to open cavities [17].

A major concern in mastoid obliteration is the potential
entrapment of cholesteatoma or keratin debris, which may
result in recurrent or residual disease and, in severe cases,
intracranial complications [10]. Despite this risk, recurren-
ce and residual disease rates remain lower in obliterated ca-
ses, approximately 4.6% and 5.4%, respectively, compared to
non-obliterated CWD or CWU procedures [19]. Complete
removal of cholesteatoma and squamous epithelial lining is
critical before proceeding with obliteration to mitigate the
risk of disease persistence [20].

Materials used for mastoid obliteration are classified into
three main categories: autologous, allogenic, and heterologous
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[21]. In this case, both mastoid obliterations were performed
using autologous materials. The initial CWD mastoidectomy
was obliterated with auricular cartilage and temporal muscle
fascia, while the second procedure utilized bone pate harves-
ted from the patient’s mastoid cortex.

Autologous materials, including bone pate, bone chips,
fat, cartilage, and soft tissue flaps, are commonly used in
mastoid obliteration due to their biocompatibility and low
risk of adverse reactions as they are harvested directly from
the patient [22]. Bone is the preferred choice, offering long-
term volume stability and effective cavity closure [21]. The
selection of autologous bone pate in our patient highlights
the emphasis on biocompatibility and long-term durability.
Bone pate in combination with platelet-enriched plasma has
been shown to enhance wound healing and tissue sealing
at low cost [23]. Cartilage chips, typically harvested from
the concha or tragus, promote fibrous tissue growth, incre-
asing obliteration volume over time [21]. Soft tissue flaps,
such as fascia, periosteum, and muscle, provide additional
reconstructive options [10]. Commonly used flaps include
the middle temporal artery flap, temporoparietal fascia flap,
and specialized options such as the Palva flap (an anterior-
ly based musculoperiosteal flap) and the Hong Kong flap
(a vascularized temporalis fascia flap) [16]. Despite their
significant benefits, autologous materials have certain limi-
tations, including limited availability, donor site morbidity,
resorption, atrophy, and the potential need for revision sur-
gery [24]. In our patient, auricular cartilage and temporal
muscle fascia used in the initial CWD mastoidectomy with
obliteration may have undergone atrophy and resorption
over time. Combined with the formation of a narrow me-
atus following CWD, these factors likely contributed to di-
sease recurrence, ultimately necessitating revision surgery.

Allogenic materials, derived from cadaveric bony tissu-
es, undergo processing to eliminate infectious agents and
ensure biocompatibility [25]. Bone allografts include fresh
or frozen bone, freeze-dried bone, and demineralized free-
ze-dried bone [21]. These materials are readily available in
large quantities and eliminate the risk of donor site morbi-
dity associated with autologous grafts [24].

Heterologous materials are also widely used for mastoid
obliteration, with bioactive glass being the most common
[21]. The primary types studied in vivo are S53P4 and 45S5,
both of which exhibit osteoconductivity and support oste-
ogenesis [26]. S53P4 demonstrates antimicrobial activity
against bacteria, including methicillin-resistant Staphylococ-
cus aureus [27]. Hydroxyapatite, composed of calcium and
phosphorus, offers superior osteoconductivity compared
to other nonautologous materials. While hydroxyapatite is
stable in long-term implantation, it carries an increased
risk of infection and material extrusion [24]. Silicone is
inexpensive, but it may provoke foreign body reactions in
predisposed individuals [28]. Heterologous materials are
advantageous due to their unlimited availability, ease of
use, sterility, and potential to achieve favorable aesthetic
and functional outcomes. However, a major drawback is
the risk of inflammatory responses stemming from foreign
body reactions [22].
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Diffusion-weighted magnetic resonance imaging
(DW-MRI) is increasingly used for the evaluation of resi-
dual cholesteatoma and postoperative surveillance to assess
the risk of recurrence [6]. This non-invasive imaging mo-
dality offers a reliable alternative to repeated surgical explo-
ration, thereby reducing the need for revision procedures
in patients at high risk of disease recurrence [4]. Given its
effectiveness, DW-MRI is a viable option for ongoing pos-
toperative surveillance in our patient.

CONCLUSIONS

Cholesteatoma is a highly recurrent and destructive di-
sease, often requiring multiple surgical interventions. Due
to its aggressive nature and high recurrence rates, achieving
complete disease eradication is particularly challenging in
pediatric cases.

Canal wall down mastoidectomy is the preferred appro-
ach in recurrent cholesteatoma, as it provides superior visu-
alization of critical middle ear structures, allowing for thoro-
ugh disease clearance and reduced recurrence risk. However,
conventional canal wall down technique is associated with
postoperative cavity-related complications, including persis-
tent otorrhea and the need for lifelong maintenance.

Mastoid obliteration has emerged as an essential adjunct
to canal wall down mastoidectomy, significantly improving
long-term outcomes by reducing cavity size, enhancing epi-
thelialization, and minimizing infection risk. Among the
various obliteration materials, autologous bone pate stand
out as the optimal choice due to their excellent biocompa-
tibility, structural stability, and long-term volume preserva-
tion. Their use in our patient effectively prevented further
recurrence and facilitated a stable and a dry ear.
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Santrauka

RECIDYVINES VAIKY
CHOLESTEATOMOS GYDYMAS
ATLIEKANT RADIKALIA
MASTOIDEKTOMIJA SU
KAULINIY DROZLIY
OBLITERACIJA: KLINIKINIS
ATVEJIS

Matas Kuncé, Eugenijus Lesinskas

Ivadas. Cholesteatoma - tai daugiasluoksnio

Naudojamos dvi pagrindinés chirurginés technikos:
radikali tausojanti ir rekonstrukciné. Radikali mastoid-
ektomija suteikia gerg anatominiy struktiry vizua-
lizacijg ir dazniausiai atliekama esant pazengusiai ar
recidyvinei ligos stadijai. Speninés ataugos obliteracija
tokiomis autologinémis medziagomis, kaip kaulinés
drozlés, uztikrina gerus ilgalaikius gydymo rezultatus.

Klinikinio atvejo aprasymas. Vienuolikos mety
berniukui, serganciam létiniu atikoantraliniu pulin-
gu viduriniu otitu, buvo atliktos kelios kairés ausies
operacijos dél pasikartojancios pilingos otoréjos ir
klausos sutrikimo. Nepaisant chirurginio gydymo,
cholesteatoma atsinaujino, todél buvo rekomenduota
pakartotiné antromastoidektomija su speninés atau-
gos obliteracija. Operacijos metu nustatytas cholestea-
tomos plitimas j virsbtignine ertme, biigninj antj, spe-
ninés ataugos urva ir pastebéta klausomyjy kauliuky
erozija. Cholesteatominiai ir granuliaciniai audiniai
buvo pasalinti, o bagnelis rekonstruotas kremzle su
antkremzliu i§ kramslio srities. Speniné atauga pripil-
dyta kauliniy drozliy, sutvirtinta hemostatinémis me-
dziagomis ir dengta laisvais odos lopais.

Diskusija. Radikali mastoidektomija yra veiks-
mingas cholesteatomos gydymo budas, uztikrinantis
geresne vidurinés ausies anatominiy struktiry vizu-
alizacija ir radikaly cholesteatomos pasalinima, o tai
sumazina ligos recidyvo rizika. Taciau po $ios ope-
racijos neretai islieka otoréja, dél to reikia nuolatinés
pooperacinés ertmés prieziaros ir valymo. Speninés
ataugos obliteracija padeda sumazinti pooperacinés
ertmés dydj, infekcijos rizikg ir otoréja. Autologinés
medziagos, tokios kaip kaulinés drozlés, pasizymi
dideliu biologiniu suderinamumu, uztikrina ilgalaikj
struktiirinj stabiluma ir sumazina ligos recidyvo rizika
bei pakartotinés operacijos poreikj.

Isvados. Cholesteatoma yra destrukciné ir recidy-
viné liga, kurig daznai reikia gydyti atliekant pakar-
totines chirurgines intervencijas. Radikali mastoid-
ektomija yra veiksmingiausias metodas recidyvinei
cholesteatomai gydyti, nes leidzia visiskai isgydyti liga
ir sumazinti jos atsinaujinimo rizika. Speninés ataugos
obliteracija kaulinémis drozlémis uztikrina gerus ilga-
laikius pooperacinius rezultatus, nes sumazina poope-
racinés ertmeés dydj ir infekcijos rizika.

ReikSminiai Zodziai: radikali mastoidektomija,
speninés ataugos obliteracija, kaulinés drozlés, choleste-
atoma, létinis vidurinis otitas.
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