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Introduction

Cyanoacrylate glue, often labelled as Superglue®, 
is made by combining formaldehyde and cyano
acetate. These monomers polymerise very quickly 
when they come in contact with many materials and 
form a rigid structure. When it comes in contact 
with biological tissues, Superglue® can induce 
local tissue toxicity and cause rapid tissue degrada-
tion as it releases various toxins, including formal-
dehyde.1 It has the ability to bond a variety of 
surfaces firmly and within seconds,2 and it is com-
monly used for repairs and craft work in households 
(monomers) and for medical purposes (higher alkyl 
derivatives with less exothermic effects and lower 
tissue toxicity) to close facial and scalp wounds or 
for temporary patching of corneal defects. Its ap-
plication into the external auditory canal (EAC) is 
usually accidental but can be purposeful or even 
iatrogenic and can present a challenging problem 
for clinicians. 

Case reports

Case 1

A 54-year-old man presented at the local Minor In-
juries Unit with a left earlobe laceration. After the 
laceration was repaired with Superglue®, the pa-
tient noticed a sudden deterioration in hearing in 
the ear and experienced fever and otalgia 3 days 
after the repair. His general practitioner prescribed 
oral Flucloxacillin and Locorten Vioform eardrops, 

which had little effect. He was then referred to the 
Ear, Nose and Throat (ENT) Outpatient Clinic. 

Initial examination of the left ear revealed hard 
white debris occluding the EAC. Pure tone audio
metry (PTA) revealed moderate conductive hearing 
loss on the left side with normal hearing on the right 
side. Initially, Sofradex eardrops were applied, 
followed by microsuction; these were unsuccessful. 

An examination under anaesthetic (EUA) was 
performed on the patient. During the procedure, 
approximately two thirds of the glue plug was 
removed. The glue had strongly adhered to the 
tympanic membrane (TM), and unfortunately, during 
the glue removal, there was an iatrogenic perfora-
tion in the posterior part of the TM. The patient was 
prescribed Levofloxacin topical eardrops and a 
second EUA was scheduled. During this second 
procedure, the remaining cast was removed and the 
TM perforation had spontaneously healed (Figure 1). 

Case 2

A 78-year-old man presented to the ENT outpatient 
clinic with unilateral deafness and otalgia. He had 
recently applied Superglue® to his EAC after mis-
taking the glue for antibiotic topical drops he had 
been prescribed for otitis externa. Initial examina-
tion revealed a hard immobile mass completely 
occluding his EAC (Figure 2). 

An attempt to remove the mass in the outpatient 
clinic was unsuccessful due to the tight adherence 
of the material to the EAC skin. A watch-and-wait 
approach was used. After a few months, the glue 
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Cases 2 and 3 describe the accidental and purpose-
ful application, respectively, of Superglue® to the 
EAC. 

There are numerous reports of medical applica-
tions of Superglue® in otology, rhinology, ophthal-
mology and other specialties.3,4 However, not uncom
monly, Superglue® has been inappropriately (and 
most of the times, inadvertently) applied to the skin 
or the mucous membranes, resulting in localised in-
jury. The eyes are by far the most common site of 
application due to the striking similarity between 
the bottles used for some types of Superglue® and 
those used for eye drops.2

Ear drop containers are also similar to Superglue® 
containers, but Superglue® application in the ear is 
not very common. A search of the literature revealed 
only a few case reports. Wight and Bull reported a 
patient that deliberately self-administered 
Superglue® into his left EAC. It was removed under 
general anaesthesia using an endaural incision.5 
Pollock had to surgically remove Superglue® under 
general anaesthesia after the glue remained in a 
patient’s ear canal for several days and started to 
cause an earache.6 

Abadir et al.7 and Ogunleye8 presented three 
cases in which Superglue® was removed with the 
use of pure acetone. Persaud used warm peroxide 
3% to remove Superglue® from the ear canal of a 
patient that inadvertently squeezed Superglue® into 
the ear.9 Finally, Stasche et al.10 reported two cases 
of Superglue® in the EAC and suggested that 

plug became detached from the EAC as the canal 
skin desquamated. The glue cast was then success-
fully removed. 

Case 3

A 25-year-old man presented to the Minor Injury 
Units with left otalgia after his friends put 
Superglue® into his left ear. Initial examination 
revealed a hard white mass occluding the EAC that 
could not be removed. Doctors advised him to 
apply warm soapy water and referred him to the 
ENT outpatient clinic. On review, the otalgia had 
not gone away and the patient also complained of 
headaches, tinnitus, dizziness, left-sided deafness 
and bloody otorrhoea. On examination, polypoid 
granulations were evident at the lateral end of the 
superglue cast in the cartilaginous EAC.

A computed tomography (CT) scan of the 
temporal bones revealed only subtle surface bony 
erosion of the anterior, inferior and posterior walls 
of the EAC. Superglue® was excised and removed 
under general anaesthesia and the granulation tissue 
was cauterised. Two weeks later, the patient was 
asymptomatic, the EAC was healing well and the 
TM had a normal appearance.

Discussion

To our knowledge, Case 1 is the first report of 
iatrogenic application of Superglue® to the EAC. 

Figure 1
Superglue® partially occluding the external auditory canal 
(Case 1).

Figure 2
Superglue® almost completely occluding the EAC (Case 2)
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–	 Prior to removal, the patient should be warned of 
the risk of TM perforation if Superglue® is 
adherent to the TM.

–	 In case of intact TM, the use of solvents such as 
acetone may help dissolve the glue and aid 
removal.

–	 Removal can be attempted in the outpatient 
clinic but may be uncomfortable for the patient.

–	 If the removal of the Superglue® cannot be 
achieved in the Outpatient Clinic, the need for 
surgical removal of the glue under general anaes-
thesia should be considered.

–	 Alternatively, the glue cast can be left in-situ and 
removal can be attempted at a later date once the 
EAC has desquamated and the glue is no longer 
adherent to the skin or to the TM.

Conclusions

To our knowledge, this is the first report of iatro-
genic application of Superglue® to the EAC by 
medical staff. It is important to be aware that this is 
a possible complication of glue application for 
medical purposes around the pinna. The accidental 
application of Superglue® instead of eardrops or 
eye drops has been described with worrying regu-
larity over the last two decades. The need for new 
regulations that ensure that the Superglue® con
tainer is distinctive from that of ear- or eye drops 
has also been expressed by others.9,10 We believe 
that changing the size, shape and colour of the glue 
containers, as well as introducing childproof-type 
caps, will reduce the incidence of this preventable 
hazard.

Superglue® that is completely obstructing the ear 
canal should be removed surgically, whereas partial 
occlusion may be treated conservatively. Table 1 
summarizes the cases found in the literature and the 
management of the cases. As expected, most cases 
involved accidental application. 

Schulze et al.11 published a large study that 
included 698 paediatric patients who presented 
with EAC foreign bodies over a 6-year period. 
Although the foreign bodies varied from cotton to 
cockroaches, there is no mention of Superglue®. 
They suggested that in cases in which there is a low 
chance of removal and a high risk of complication 
under direct vision, removal under microscopy 
should be the first-line treatment.11 Similarly, when 
Bressler and Shelton12 reviewed 98 cases with 
foreign bodies in the EAC, they did not report 
Superglue® as a foreign body.

Recommendations for treatment

When Superglue® is used to close lacerations or 
incisions close to the pinna or EAC, placement of 
an earplug or cotton wool covered in Vaseline in 
the EAC is recommended to prevent Superglue® 
from entering the EAC.

If Superglue® does enter the EAC, we recommend 
the following:

–	 The patient should be referred to an ENT outpa-
tient clinic for review.

–	 Removal should only be attempted with the use 
of a microscope.

Table 1
Published case reports of Superglue® in external auditory canals*

Study, Author (year) Number of cases Accidental or intentional insertion Management
Wight and Bull5 (1987) 1 Intentional (by another person) Surgery under GA
Pollock6 (1988) 1 Intentional Surgery under GA
Abadir et al.7 (1995) 3 Accidental

Accidental
Intentional

Pure acetone
Pure acetone
Surgery under GA

O’Donnell et al.13 (1997) 1 Accidental Conservative treatment
Persaud9 (2001) 1 Accidental Warm peroxide 3%
Ogunleye8 (2002) 1 Accidental Pure acetone
Stasche et al.10 (2008) 2 Accidental

Accidental
Surgery under GA
Conservative treatment

* GA: general anaesthesia.
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