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Abstract

Objective. To assess the reliability of diffusion-weighted magnetic resonance imaging in dif-
ferentiating recurrent cholesteatoma from granulation tissue after intact canal wall
mastoidectomy.
Methods. A prospective study was conducted of 56 consecutive patients with suspected cho-
lesteatoma recurrence after intact canal wall mastoidectomy who underwent diffusion-
weighted imaging and delayed contrast magnetic resonance imaging of the temporal bone.
The final diagnosis was recurrence in 38 patients and granulation tissue in 18 patients.
Results. Cholesteatoma detection on diffusion-weighted imaging based on two sets of read-
ings had sensitivity of 94.7 and 94.7 per cent, specificity of 94.4 and 88.9 per cent, and accur-
acy of 94.6 and 92.8 per cent, with good intra-observer agreement (Κ = 0.72, p = 0.001).
Cholesteatoma detection on delayed contrast magnetic resonance imaging had sensitivity of
81.6 and 78.9 per cent, specificity of 77.8 and 66.7 per cent, and accuracy of 80.4 and 75.0
per cent, with fair intra-observer agreement (Κ = 0.57, p = 0.001). The mean cholesteatoma
diameter on diffusion-weighted imaging was 7.7 ± 1.8 and 7.9 ± 1.8 mm, with excellent
intra-observer agreement (Κ = 0.994, p = 0.001).
Conclusion. Diffusion-weighted imaging is a reliable method for differentiating recurrent
cholesteatoma and granulation tissue after intact canal wall mastoidectomy.

Introduction

The diagnosis and management of recurrent cholesteatoma can be problematic for the
otolaryngologist. The detection of recurrent cholesteatoma is important for treatment
planning in these patients. Primary surgery can distort the anatomy, particularly after
an intact canal wall mastoidectomy technique, which makes the clinical diagnosis of
recurrent cholesteatoma difficult.1–4

Different imaging modalities are used to assess cholesteatoma after surgery, as imaging
can decrease the need for second-look (or re-look) surgery for detecting residual or recur-
rent disease.5,6 Non-contrast magnetic resonance imaging (MRI) and high-resolution com-
puted tomography (CT) are unreliable, and are limited in their ability to distinguish
recurrent or residual cholesteatoma from cholesterol granuloma and granulation tissue.7–11

Diffusion-weighted imaging allows the discrimination of different tissues according to
their physiological processes, because it represents the random motion of water protons,
which is disturbed by intracellular organelles and macromolecules of the tissues.12,13

Diffusion-weighted imaging is used for the evaluation of head and neck cancer pre-
and post-therapy,12–16 and has a role in the examination of external ear diseases.17,18

Few studies have discussed the role of diffusion-weighted imaging for the differenti-
ation of recurrent cholesteatoma from granulation tissue.19–27 This paper describes the
use of diffusion-weighted imaging and delayed contrast MRI in the evaluation of recur-
rent cholesteatoma. This study aimed to assess the reliability of diffusion-weighted
imaging in differentiating recurrent cholesteatoma from granulation tissue after intact
canal wall mastoidectomy.

Materials and methods

Patients

This study was approved by the institutional review board and informed consent was
obtained from the patients. This prospective study was conducted on 58 consecutive
patients after intact canal wall mastoidectomy. Inclusion criteria were: patients with sus-
pected recurrent or residual cholesteatoma after intact canal wall mastoidectomy. Two
patients were excluded from the study because of motion artefacts.
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The data for 56 patients, aged 16–45 years (mean of 26.8 ±
14.5 years), were analysed. These patients presented with otor-
rhoea (n = 43) and hearing loss (n = 33). All patients under-
went diffusion-weighted imaging and delayed contrast MRI
of the petrous bone. Final diagnoses were made based upon
revision or second-look surgery.

Magnetic resonance imaging

Imaging was acquired using a 1.5 Tesla MRI machine
(Achieva; Philips, Best, Netherlands) using an eight-channel
head coil. T2-weighted turbo spin-echo images (repetition
time = 1250 ms, echo time = 200 ms) and T1-weighted turbo
spin-echo images (repetition time = 450 ms, echo time =
15 ms), in the axial plane, were obtained. Non-echo-planar
spin-echo diffusion-weighted imaging was carried out, in the
axial plane, using the following parameters: b values of 0,
500 and 1000 second/mm2; field of view = 23 cm and 23 cm;
echo-planar imaging factor = 60; matrix acquisition = 112 ×
89; slice thickness = 5 mm; inter-slice gap = 1 mm; repetition
time = 1000 ms; and echo time = 110 ms. Axial, post-contrast
T1-weighted images were obtained 40 minutes after the intra-
venous injection of 10 ml gadopentetate (gadolinium).

Image analysis

Image analysis was performed by one radiologist (Dr Abdel
Razek; 25 years’ experience in head and neck imaging), who
was blinded to the patients’ clinical presentations and the sur-
gical findings. Restricted diffusion with high signal intensity of
a lesion on diffusion-weighted imaging was interpreted as
recurrent cholesteatoma (Figure 1). The largest diameter of
the cholesteatoma was measured on diffusion-weighted
imaging. The images were evaluated for delayed contrast
enhancement. If the lesion was enhanced, it was interpreted
as granulation tissue; a non-enhanced lesion was interpreted
as recurrent cholesteatoma. A second reading was performed
by the same observer after two weeks.

Statistical analysis

All statistical analyses were performed with SPSS software, ver-
sion 22 (SPSS, Chicago, Illinois, USA). The sensitivity, specifi-
city, accuracy, positive predictive value and negative predictive
value for diffusion-weighted imaging and delayed contrast
MRI, for both sets of readings, were calculated. The kappa stat-
istic (and 95 per cent confidence interval (CI)) values were cal-
culated to estimate the proportion of agreement between both
sets of readings for diffusion-weighted imaging and delayed
contrast MRI. The Κ values were interpreted as follows: Κ
values between 0.61 and 0.80 represented good agreement,
and Κ values between 0.81 and 1.00 represented excellent
agreement. A p value of less than 0.05 was considered to indi-
cate a statistically significant difference.

Results

The final diagnosis was recurrent cholesteatoma in 38 patients
and granulation tissue in 18 patients. Table 1 shows the detec-
tion and reliability of diffusion-weighted imaging and delayed
contrast MRI in the differentiation of recurrent cholesteatoma
from granulation tissue.

On diffusion-weighted imaging, cholesteatoma was asso-
ciated with unrestricted diffusion in 36 patients and restricted

diffusion in 2 patients at both readings. Granulation tissue was
associated with unrestricted diffusion in 16 and 17 patients at
each reading respectively, and with restricted diffusion in only
1 and 2 patients at each reading respectively. There was good
intra-observer agreement for both sets of diffusion-weighted
imaging readings in the detection of cholesteatoma (Κ =
0.72, p = 0.001, 95 per cent CI = 0.52–0.91).

The detection of cholesteatoma on diffusion-weighted
imaging had a sensitivity of 94.7 and 94.7 per cent, specificity
of 94.4 and 88.9 per cent, accuracy of 94.6 and 92.8 per cent,
positive predictive value of 97.3 and 94.7 per cent, and nega-
tive predictive value of 89.5 and 88.9 per cent, respectively, for
the two sets of readings.

Fig. 1. Recurrent cholesteatoma. (a) Axial, T2-weighted magnetic resonance imaging
scan shows hyperintense lesion (arrow) in the right middle-ear cavity. (b) Axial,
contrast-enhanced magnetic resonance imaging scan of petrous bone shows no
enhancement of the lesion (arrow) in the right middle ear. (c) Axial, diffusion-
weighted imaging scan shows unrestricted diffusion of the lesion (arrow) with high
signal intensity.
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The smallest diameter of cholesteatoma on diffusion-
weighted imaging was 2.1 mm and the largest was 10.3 mm.
The mean cholesteatoma diameter was 7.7 ± 1.8 mm (range,
2.1–10.2 mm) and 7.9 ± 1.8 mm (range, 2.1–10.3 mm) for
each set of readings, with excellent intra-observer agreement
(Κ = 0.994, p = 0.001).

The detection of cholesteatoma on delayed contrast MRI
had a sensitivity of 81.6 and 78.9 per cent, specificity of 77.8
and 66.7 per cent, accuracy of 80.4 and 75.0 per cent, positive
predictive value of 88.6 and 83.3 per cent, and negative pre-
dictive value of 66.7 and 60.0 per cent, respectively, at each
reading. There was fair intra-observer agreement for both
sets of delayed contrast MRI readings in the detection of cho-
lesteatoma (Κ = 0.57, p = 0.001, 95 per cent CI = 0.35–0.79).

Discussion

The main finding of this study is that diffusion-weighted
imaging is a reliable method for differentiating recurrent cho-
lesteatoma from granulation tissue. There was good
intra-observer agreement for diffusion-weighted imaging in
the detection of cholesteatoma and excellent intra-observer
agreement in measuring the largest diameter of cholesteatoma.

Cholesteatoma was associated with unrestricted diffusion
with high signal intensity compared to brain parenchyma in
this study. The high signal intensity of cholesteatoma on
diffusion-weighted imaging may be attributed to the combin-
ation of unrestricted diffusion and ‘T2 shine-through’.
Unrestricted diffusion for cholesteatoma is the result of its ker-
atin content, and the T2 shine-through effect occurs in tissues
with high T2 signal intensity.20–25

In our investigation, diffusion-weighted imaging showed
unrestricted diffusion in patients with recurrent cholestea-
toma, which may be attributed to the small size of the lesions
(less than 2 mm). In addition, granulation tissue revealed
unrestricted diffusion mistaken as recurrent cholesteatoma
because of the associated acute otitis media. Previous studies
have reported the causes of false-negative findings of choles-
teatoma as: small cholesteatoma (less than 2–3 mm), auto-
atticotomy (epithelial lined sac), cholesteatoma aspiration on
microsuction and patient motion artefacts. The causes of false-
positive findings of cholesteatoma relate to the presence of:
acute otitis media, bone powder, scar tissue, a Silastic sheet,
and cholesterol granuloma at the bed of the middle ear that
is mistaken for cholesteatoma.21–26

Diffusion-weighted imaging showed high sensitivity and
specificity for the detection of cholesteatoma in the current
study. A previous meta-analysis reported that diffusion-
weighted imaging had a pooled sensitivity and specificity of
0.91 per cent (95 per cent CI = 0.87–0.95) and 0.92 per cent

(95 per cent CI = 0.86–0.96), respectively, for the detection
of cholesteatoma.22 Another meta-analysis reported ranges
for sensitivity, specificity, positive predictive value and nega-
tive predictive value, for diffusion-weighted imaging in the
detection of cholesteatoma, of 43–92 per cent, 58–100 per
cent, 50–100 per cent and 64–100 per cent, respectively.24

In our investigation, the smallest diameter of cholesteatoma
detected with diffusion-weighted imaging was 2.1 mm. It has
previously been reported that diffusion-weighted imaging
can detect small cholesteatoma up to 2–3 mm in diameter;
however, large cholesteatoma up to 5 mm may be missed
because of the lack of necessary keratin needed to show
restricted diffusion.19–22

The capability of delayed contrast MRI for detecting choles-
teatoma was poor in the current study. Previous studies have
reported that the diagnostic performance of delayed contrast
MRI in the detection of cholesteatoma is extremely variable,
with overall sensitivity and specificity values of 14–90 per cent
and 55–100 per cent, respectively.5 Granulation tissue may be
associated with delayed contrast enhancement, and cholestea-
toma may be evident as a non-enhanced lesion. Delayed con-
trast MRI is a time-consuming examination and can pose a
challenge to the service provider within a busy department.6–10

• Cholesteatoma detection on diffusion-weighted imaging had
sensitivity of 94.7 and 94.7 per cent, specificity of 94.4 and
88.9 per cent, and accuracy of 94.6 and 92.8 per cent

• There was good intra-observer agreement for both sets of
diffusion-weighted imaging readings

• Cholesteatoma detection on delayed contrast magnetic
resonance imaging (MRI) had sensitivity of 81.6 and 78.9 per
cent, specificity of 77.8 and 66.7 per cent, accuracy of 80.4
and 75.0 per cent

• Intra-observer agreement for both sets of delayed contrast
MRI readings was fair (Κ = 0.57, p = 0.001)

• The smallest cholesteatoma diameter on diffusion-weighted
imaging was 2.1 mm, with excellent intra-observer agreement
(Κ = 0.994, p = 0.001)

This study applied non-echo-planar diffusion-weighted
imaging for the evaluation of cholesteatoma, in order to obtain
high-resolution scans with thin slices (2 mm), and hence
detect small cholesteatoma. Previous studies have reported
that non-echo-planar diffusion-weighted imaging is more reli-
able than echo-planar diffusion-weighted imaging, with high
spatial resolution, and no air–bone susceptibility artefacts
and distortion at the temporal bones.23–28 One study reported
that the echo-planar diffusion-weighted imaging had sensitiv-
ity of 71.8 per cent, specificity of 89.3 per cent, positive

Table 1. Detection and reliability of DWI and delayed contrast MRI in differentiation of recurrent cholesteatoma from granulation tissue

Parameter Sensitivity (%) Specificity (%) Accuracy (%) PPV (%) NPV (%) Κ 95% CI P

DWI 0.72 0.52–0.91 0.001

– 1st reading 94.7 94.4 94.6 97.3 89.5

– 2nd reading 94.7 88.9 92.8 94.7 88.9

Delayed contrast MRI 0.57 0.35–0.79 0.001

– 1st reading 81.6 77.8 80.4 88.6 66.7

– 2nd reading 78.9 66.7 75.0 83.3 60.0

DWI = diffusion-weighted imaging; MRI = magnetic resonance imaging; PPV = positive predictive value; NPV = negative predictive value; CI = confidence interval
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predictive value of 93.3 per cent and negative predictive value
of 73.3 per cent, and that non-echo-planar diffusion-weighted
imaging had sensitivity 89.7 per cent, specificity of 94.5 per
cent, positive predictive value of 96.5 per cent and negative pre-
dictive value of 80.4 per cent, for the detection of cholesteatoma,
with significantly improved sensitivity for non-echo-planar
diffusion-weighted imaging ( p = 0.02).23

There are a few limitations to this study. First, it included
only a small number of patients; multicentre studies are
required, with validation based upon a large number of patients.
Second, this study involved diffusion-weighted imaging using a
1.5 Tesla scanner. Further studies using diffusion tensor
imaging,29–32 dynamic contrast MRI33 on a higher Tesla scan-
ner,34 and combined with CT,35 will improve the results.

Conclusion

Diffusion-weighted imaging is a reliable method for differenti-
ating recurrent cholesteatoma from granulation tissue after
intact canal wall mastoidectomy.

Competing interests. None declared

References

1 Liu SC, Chen SG, Wang CH, Huang BR. Mastoid obliteration, scutum
plasty, and ossiculoplasty without staging after canal-wall-up attico-
mastoidectomy in adults. Ear Nose Throat J 2018;97:E18–23

2 Kerckhoffs KG, Kommer MB, van Strien TH, Visscher SJ, Bruijnzeel H,
Smit AL et al. The disease recurrence rate after the canal wall up or
canal wall down technique in adults. Laryngoscope 2016;126:980–7

3 Tomlin J, Chang D, McCutcheon B, Harris J. Surgical technique and recur-
rence in cholesteatoma: a meta-analysis. Audiol Neurootol 2013;18:135–42

4 Lingam RK, Kumar R, Vaidhyanath R. Inflammation of the temporal bone.
Neuroimaging Clin N Am 2019;29:1–17

5 Khemani S, Singh A, Lingam RK, Kalan A. Imaging of postoperative mid-
dle ear cholesteatoma. Clin Radiol 2011;66:760–7

6 Razek AA, Ghonim MR, Ashraf B. Computed tomography staging of mid-
dle ear cholesteatoma. Pol J Radiol 2015;80:328–33

7 Gamaleldin OA, Elsebaie NA, Khalifa MH, Abdel Razek AAK,
Mehanna AM, Shehata GM. Assessment of mass effect sign at high-
resolution computed tomography in prediction of cholesteatoma. J
Comput Assist Tomogr 2019;43:288–93

8 Çelebi İ, Bozkurt G, Mahmutoğlu AS, Guliyev U. Multidetector computed
tomography findings of auto-evacuated secondary acquired cholesteatoma:
a morphologic and quantitative analysis. J Int Adv Otol 2018;14:464–71

9 De Foer B, Vercruysse JP, Somers T, Casselman J, Offeciers E.
Differentiation between cholesteatoma and inflammatory process of the
middle ear, based on contrast-enhanced computed tomography imaging.
J Laryngol Otol 2008;122:540–2

10 Abdel Razek A, Huang B. Lesions of the petrous apex: classification and
findings at CT and MR imaging. Radiographics 2012;32:151–73

11 Fukuda A, Morita S, Harada T, Fujiwara K, Hoshino K, Nakamaru Y et al.
Value of T1-weighted magnetic resonance imaging in cholesteatoma detec-
tion. Otol Neurotol 2017;38:1440–4

12 Abdel Razek AA, Nada N. Role of diffusion-weighted MRI in differenti-
ation of masticator space malignancy from infection. Dentomaxillofac
Radiol 2013;42:20120183

13 Abdel Razek AA, Kamal E. Nasopharyngeal carcinoma: correlation of
apparent diffusion coefficient value with prognostic parameters. Radiol
Med 2013;118:534–9

14 Surov A, Nagata S, Razek AA, Tirumani SH, Wienke A, Kahn T.
Comparison of ADC values in different malignancies of the skeletal mus-
culature: a multicentric analysis. Skeletal Radiol 2015;44:995–1000

15 Abdel Razek AA, Soliman N, Elashery R. Apparent diffusion coefficient
values of mediastinal masses in children. Eur J Radiol 2012;81:1311–14

16 Abdel Razek A, Mossad A, Ghonim M. Role of diffusion-weighted MR
imaging in assessing malignant versus benign skull-base lesions. Radiol
Med 2011;116:125–32

17 Cherko M, Nash R, Singh A, Lingam RK. Diffusion-weighted magnetic res-
onance imaging as a novel imaging modality in assessing treatment
response in necrotizing otitis externa. Otol Neurotol 2016;37:704–7

18 Razek AAKA. Assessment of masses of the external ear with diffusion-
weighted MR imaging. Otol Neurotol 2018;39:227–31

19 Bazzi K, Wong E, Jufas N, Patel N. Diffusion-weighted magnetic resonance
imaging in the detection of residual and recurrent cholesteatoma in children:
a systematic review and meta-analysis. Int J Pediatr Otorhinolaryngol
2019;118:90–6

20 Delrue S, De Foer B, van Dinther J, Zarowski A, Bernaerts A,
Vanspauwen R et al. The value of diffusion-weighted MRI in the long-term
follow-up after subtotal petrosectomy for extensive cholesteatoma and
chronic suppurative otitis media. Otol Neurotol 2019;40:e25–31

21 Lingam RK, Nash R, Majithia A, Kalan A, Singh A. Non-echoplanar dif-
fusion weighted imaging in the detection of post-operative middle ear cho-
lesteatoma: navigating beyond the pitfalls to find the pearl. Insights Imaging
2016;7:669–78

22 Lingam RK, Bassett P. A meta-analysis on the diagnostic performance of
non-echoplanar diffusion-weighted imaging in detecting middle ear cho-
lesteatoma: 10 years on. Otol Neurotol 2017;38:521–8

23 Muzaffar J, Metcalfe C, Colley S, Coulson C. Diffusion-weighted magnetic
resonance imaging for residual and recurrent cholesteatoma: a systematic
review and meta-analysis. Clin Otolaryngol 2017;42:536–43

24 van Egmond SL, Stegeman I, Grolman W, Aarts MC. A systematic review
of non-echo planar diffusion-weighted magnetic resonance imaging for
detection of primary and postoperative cholesteatoma. Otolaryngol Head
Neck Surg 2016;154:233–40

25 Nash R, Kalan A, Lingam RK, Singh A. The role of diffusion-weighted
magnetic resonance imaging in assessing residual/recurrent cholesteatoma
after canal wall down mastoidectomy. Clin Otolaryngol 2016;41:307–9

26 Steens S, Venderink W, Kunst D, Meijer A, Mylanus E. Repeated
postoperative follow-up diffusion-weighted magnetic resonance imaging to
detect residual or recurrent cholesteatoma. Otol Neurotol 2016;37:356–61

27 Clarke SE, Mistry D, AlThubaiti T, Khan MN, Morris D, Bance M.
Diffusion-weighted magnetic resonance imaging of cholesteatoma using
PROPELLER at 1.5T: a single-centre retrospective study. Can Assoc
Radiol J 2017;68:116–21

28 Razek AA, Castillo M. Imaging appearance of granulomatous lesions of
head and neck. Eur J Radiol 2010;76:52–60

29 Abdel Razek AAK. Diffusion tensor imaging in differentiation of residual
head and neck squamous cell carcinoma from post-radiation changes.
Magn Reson Imaging 2018;54:84–9

30 Khalek Abdel Razek AA. Characterization of salivary gland tumours with
diffusion tensor imaging. Dentomaxillofac Radiol 2018;47:20170343

31 Razek AAKA. Multi-parametric MR imaging using pseudo-continuous
arterial-spin labeling and diffusion-weighted MR imaging in differentiating
subtypes of parotid tumors. Magn Reson Imaging 2019;63:55–9

32 Razek AAKA, El-Serougy L, Abdelsalam M, Gaballa G, Talaat M.
Differentiation of residual/recurrent gliomas from postradiation necrosis
with arterial spin labeling and diffusion tensor magnetic resonance
imaging-derived metrics. Neuroradiology 2018;60:169–77

33 Abdel Razek AA, Samir S, Ashmalla GA. Characterization of parotid
tumors with dynamic susceptibility contrast perfusion-weighted magnetic
resonance imaging and diffusion-weighted MR imaging. J Comput Assist
Tomogr 2017;41:131–6

34 Abdel Razek AA, Elkhamary S, Al-Mesfer S, Alkatan HM. Correlation of
apparent diffusion coefficient at 3T with prognostic parameters of retino-
blastoma. AJNR Am J Neuroradiol 2012;33:944–8

35 Foti G, Beltramello A, Minerva G, Catania M, Guerriero M, Albanese S
et al. Identification of residual-recurrent cholesteatoma in operated ears:
diagnostic accuracy of dual-energy CT and MRI. Radiol Med
2019;124:478–86

1086 H S Allam, A A K Abdel Razek, B Ashraf et al.

https://doi.org/10.1017/S0022215119002421 Published online by Cambridge University Press

https://doi.org/10.1017/S0022215119002421

	Reliability of diffusion-weighted magnetic resonance imaging in differentiation of recurrent cholesteatoma and granulation tissue after intact canal wall mastoidectomy
	Introduction
	Materials and methods
	Patients
	Magnetic resonance imaging
	Image analysis
	Statistical analysis

	Results
	Discussion
	Conclusion
	References


