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Superficial stenosis. These respond well to Hunsaker –     
type transcanal superficial meatoplasty surgery.  

(Hunsaker DH. Conchomeatoplasty for chronic otitis 
externa. Arch Otolaryngol head Neck Surg 

1988;114(4):395-398.)  
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Superficial meatoplasty, incision pattern, Lt ear. The 
incision begins hard on to bone in the superior EAC, then 
through skin only in the conchal bowl and inferior EAC.    ©  Bruce Black MD                                         

 
          



Lt Superfical meatoplasty: initial conchal bowl appearances, 
infiltrated to minimise bleeding. 

   ©  Bruce Black MD                                         

 
          



Incisional outline. As opposed to the (non-visible) 12 o’clock 
on-to-bone EAC incision, the conchal bowl skin is incised 

only to the cartilage.    ©  Bruce Black MD                                         

 
          



Conchal bowl skin flap elevation, carried anteriorly to the 
turn into the EAC. The flap is kept thin, but robust enough to 

permit suturing at the end of the procedure.    ©  Bruce Black MD                                         

 
          



Flap elevation, forwards to the entrance to the EAC, 
exposing the underlying subcutaneous soft tissues and 

cartilage.    ©  Bruce Black MD                                         

 
          



Elevation of the EAC portion of the flap, down to the rim of 
the bony EAC. This is done under direct observation, 

undermining the skin by sharp dissection.    ©  Bruce Black MD                                         

 
          



Elevation of the EAC skin. NB: to aid visualisation, the 
tragus is retracted forwards, and the conchal bowl tissues 

to the rear, using skin hooks. The EAC can then be 
visualised.    ©  Bruce Black MD                                         

 
          



The EAC skin is elevated by subcutaneous undermining, 
using a #11 blade, watching the skin via the canal, to avoid 

“button-holing” the flap.     ©  Bruce Black MD                                         

 
          



Removal of the conchal bowl soft tissues/cartilage. The 
posterior skin hook is removed and the soft tissues excised, 

feeling for the edge of the bony canal with the blade tip.    ©  Bruce Black MD                                         

 
          



Excision of the conchal bowl tissues with the #11 blade, 
cutting along the EAC edge of the bony canal. This delivers 

a wedge of tissue, immediately widening the EAC.    ©  Bruce Black MD                                         

 
          



Delivering the cartilage/soft tissue mass from the anterior 
conchal bowl. 
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Closure phase. Straightening the canal leaves a long flap. 
Excess skin is detached, the flap is sutured to the conchal 
skin edge, and the excess is used to fill the EAC defect.    ©  Bruce Black MD                                         

 
          



Removal of the conchal tissues removes the superfical S-
bend of the EAC. The elevated flap then has a significant 
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The flap is gently stretched into position and the surplus 
detached for use as a full thickness graft in the superior 

EAC, where the expansion leaves a skin defect.    ©  Bruce Black MD                                         

 
          



The flap is sutured to the conchal rim with 5/0 soluble 
suture. The upper flap should be fixed at 2-3 o’clock. 

   ©  Bruce Black MD                                         

 
          



The skin defect that results from expansion of the canal 
perimeter. 
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The skin surplus from the flap tip is positioned in the defect 
to promote healing and minimise granulations or stenosis. 
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Positioning the skin in the defect. In virtually all cases the 
flap excess is ample, often requiring reduction. Suturing the 

graft is unnecessary, given careful EAC packing.    ©  Bruce Black MD                                         

 
          



Allevyn EAC dressings. Allevyn has a fine pink non-
adherent film on one side (seen inferiorly). Fine strips are 

cut, using this surface to cover any raw sites.    ©  Bruce Black MD                                         

 
          



Allevyn, cut to fine strips (the pink film on the unseen side). 
The strips are soft, easily handled, are not adherent, and 
are coated with betamethasone-ciprofloxacin ointment.    ©  Bruce Black MD                                         

 
          



The Allevyn is used to “palisade” the EAC, extra strips 
packing the lumen. 
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Small squares (Illustrating the non-adherent pink film) are 
used to pack and stabilise the superficial EAC.  
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Final packing in situ. 
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Final appearances. 
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Conchal bowl section in situ. 
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MID-CANAL WIDENING 
 

Anterior Canal Wall  
Drill-back 
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Anterior wall drill-back. The surgery permits trans-canal 
repair of the anterior drum and optimal post-operative 

inspection, avoiding the trauma and scarring of post-aural 
surgery.     ©  Bruce Black MD                                         

 
          



Anterior wall overhang. The drum frequently lies antero-
inferior, rather than directly anterior. Reducing the wall in 

this direction optimises exposure.     ©  Bruce Black MD                                         

 
          



Straightening the anterior wall. Cartilage removal may be 
difficult if calcified. The temporo-mandibular joint limits the 

extent of overall anterior wall removal. Avoid excessive 
exposure of the joint capsule.    ©  Bruce Black MD                                         

 
          



Anterior wall reduction (Lt side). The 12 o’clock incision is 
deep on to bone, but the skin flap is created thin, down to 

the edge of the bony canal.    ©  Bruce Black MD                                         

 
          



Superficial soft tissue lateral to the tympanic plate is incised 
along the anterior border of the plate, then dissected off, 

revealing the thick bony edge of the tympanic plate.    ©  Bruce Black MD                                         

 
          



Wall drillback. The deep canal skin is elevated and 
protected by two pieces of Silastic. One guards the drum, 

the other the canal skin. The wall is then drilled back.    ©  Bruce Black MD                                         
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Combined superficial and anterior wall canal widening 
straightens the EAC facilitating deep access for both 

surgery and subsequent inspection/management.    ©  Bruce Black MD                                         

 
          



Combined effect of superfical meatoplasty (left) and anterior 
wall reduction (centre and right). 
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“Hour-glass” constriction of the EAC. In severe cases, split 
skin grafting may be essential to promote healing. This will 

require subsequent cleaning, but not of the drum itself.    ©  Bruce Black MD                                         
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