Firm cerumen mass lodged against the inferior pars tensa,
causing a sensation of fullness or blockage.
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Hard wax impacted in the anterior angle between the pars
tensa and anterior canal wall. Extract by suction or fine
Instrumentation. Hair on the canal wall.
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Large mass of hard wax impacted on the drum. Will resist
syringing. Remove with suction or instruments.
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Mixed hard and soft cerumenous debris in the deep canal.
Syringing should be effective, provided the drum Is known
to be normally robust.
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Hard wax mass in the mid EAC on the left. A post-surgical
defect is present in the left mastoid.
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“Cheesy” wax mass impacted in the deep EAC. The
dimpled upper pattern suggests cotton bud/Q-tip usage.
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Classic cotton-bud ear. The cleaning attempts have
Impacted the mass on to the drum, leaving a characteristic
depression centrally.
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Wax impacted by ram-rod action of cotton bud cleaning.

© Bruce Black MD



Dried debris forming a film on the pars tensa. Use of ear
drops and subsequent drying have coated the pars tensa
with a fine tensile film of dry debris. May need expert
removal.
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Dried gelatinous film superficial to the upper pars tensa
after an episode of middle ear inflammation. An effusion
remains in the middle ear.

© Bruce Black MD



Film of keratin removed from the pars tensa after prior
Inflammation.
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Soft cerumen and a film of keratin occluding the mid EAC.
The keratin may resist syringing.
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Soft wax filling the deep EAC. Should respond well to
syringing or suction tollet.
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Soft/liquid debris filling the deep canal. Syringe, dry mop, or
suction toilet.
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Fine hair on the pars tensa, causing irritating rustling type
tinnitus on deglutition or Valsalva insufflation. Best removed
with fine alligator forceps under microscopy.
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Multiple fine hairs and wax on the pars tensa. Probable mild
muffling, fullness or stuffy sensations. Remove with suction
toilet.
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Coarse sand particles on the canal floor. Asymptomatic,
requires no intervention. Normal EAC epithelial migration
will move the debris superficially, to be wiped away.
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Dead insect on the EAC floor. Remove with alligator
forceps. A prior Spanner ossiculoplasty is visible, attached
to the malleus handle.
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Fine dry keratin debris with mild saprophytic fungal growth.
Possible drum retraction on to the incus, just visible deep to
the debris, therefore avoid syringing.
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Sodden, slightly greasy whitish cerumen in the anterior
angle. Candida albicans otomycosis.
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Oily (Kenacomb) ear drops in the deep canal. Syringe or
suction toilet. Oil-based drops are best avoided.
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Profuse oily antibiotic drops filling the deep canal. Resultant
persistent partial deafness for several weeks. Resists
evaporation. Syringe or suction removal.
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Mucoid otorrhoea secondary to acute otitis media, profuse
and often blood-stained.
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Chronic mucoid otorrhoea secondary to chronic mastoiditis.
Strings of mucus in the discharge confirm a drum
perforation, as the EAC lacks goblet cells. Avoid syringing.
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Keratin “cast” of the EAC, extracted from a keratosis
obturans.
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Semisolid debris in the deep EAC, banked against the
drum. The lobulated partially aerated deep canal excludes
fibrosis.
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