ACQUIRED EAC STENOSIS



Chronic myringitis. A common cause of deep EAC stenosis.
The cause Is uncertain, but once the myringitis extends on
to the canal walls, progressive obliteration occurs.
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Chronic myringitis. Cicatrising fibrosis is narrowing and
closing the deep EAC.
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Myringitis and stenosis resulting from prior chronic otitis
media.
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Advancing stenosis secondary to myringitic cicatrising
fibrosis.
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Obliterative fibrosis with impending complete occlusion of
the deep canal. Irreversible without surgical intervention.
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Obliterated deep canal resulting from recently active
myringitis. Tissues still reddened, a pit indicates the original
course of the lumen.
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Longstanding fibrous obliteration of the bony EAC
preceding myringitis now burnt out.
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Partial obliteration of the deep canal secondary to a
previous tympanoplasty, complicated by deep canal
granulations.
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Partial canal stenosis. Previous exostosis removals with
poor retention of canal skin causing diffuse EAC narrowing.
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Deep canal-drum blunting secondary to onlay graft
myringoplasty surgery.

© Bruce Black MD



Obliterated deep canal. The patient had undergone total
EAC skin removal during a tympanoplasty. Unsatisfactory
resiting lead to diffuse granulations and obliterative fibrosis.
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Severe anterior angel blunting, right EAC. Thickened but
discernable posterior pars tensa. Previous anterior wall drill-
back incurring extensive skin loss.
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CT scan of the previous case showing progressive deep
EAC obliteration. Normal middle ear, well aerated.
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Obliterated drum site secondary to old myringitis.
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Previous case showing the thickened drum on the right
side.
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Bilateral deep canal obliterative fibrosis secondary to
advanced myringitis. The middle ears are clear of
pathology. Bilateral 30 db. air-bone gaps.
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Extensive bilateral EAC obliterative fibrosis. Severe
conductive losses present, middle ears normal. Situation
later overcome by “core-out” split skin graft canalplasties.
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Extensive wax accumulation in the left ear secondary to
“candling” the evident obliteration has a convex exterior

surface, unlike fibrosis, and discernable aeration within.
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Marked anterior angle blunting, secondary to obliterative
fibrosis resulting from chronic myringitis.
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