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Drum repair is performed under an operating microscope 
that delivers adequate coaxial lighting, magnification and 

the use of both hands.    ©  Bruce Black MD                                         

 
          



Soft tissue graft sites: 1. temporalis fascia, 2. tragal 
perichondrium, 3. temporalis periosteum, 4. mastoid 

periosteum. Composite grafts: a. tragus, b. conchal bowl, c, 
intercrural fossa, d. cymba conchae.     ©  Bruce Black MD                                         

 
          



Anterior wall drill-back, used to aid trans-canal 
myringoplasty. This avoids post-aural wounds and allows 

post-operative viewing and management of the site.    ©  Bruce Black MD                                         

 
          



Combined superficial meatoplasty and anterior wall drill-
back, used for access within narrow and tortuous EACs. 
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Tortuous EAC occluding adequate view of the anterior 
drum. When an anterior perforation is present, an anterior 

wall drill-back aids surgical and postoperative access to the 
site.    ©  Bruce Black MD                                         

 
          



Heavily tympanosclerotic drum. Deafness may be due to 
the drum calcification or concurrent middle ear deposits, 

requiring myringectomy or ossiculoplasty. Grafts may take 
poorly; beware squamous undergrowth.    ©  Bruce Black MD                                         

 
          



Onlay myringoplasty. This method (laying the graft on 
denuded drum remnants) is stable, but has risks; enclosing 

squamous cells 1, anterior angle blunting 2, or drum 
lateralisation 3.    ©  Bruce Black MD                                         

 
          



Underlay myringoplasty (graft placed medial to the drum 
remnants). This now most commonly employed technique 

risks medial displacement 1, and adhesions/fibrosis 2.    ©  Bruce Black MD                                         

 
          



Inlay myringoplasty. In a minority of cases, when the 
drum/mucosa are thickened, a pocket can be fashioned 

anteriorly to stabilise the leading edge.    ©  Bruce Black MD                                         

 
          



Inlay technique, graft in situ. 
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Temporalis fascia: perhaps the most widely used drum graft 
material, although tragal perichondrium is more compact 

and more easily managed. Cartilage-perichondrial 
composite grafts are preferred in other cases.    ©  Bruce Black MD                                         

 
          



Harvesting temporalis fascia. For ease of use, clear 
overlying alveolar tissue, as this produces excessive bulk 

during siting.    ©  Bruce Black MD                                         

 
          



Harvested fascia. During surgery the graft may be dried to a 
fine sheet, to facilitate insertion into the graft site. 
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Temporalis fascia donor site. 
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Fascia donor site. Longer term post-operative appearance. 
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Harvesting tragal perichondrium for use as a drum graft. 
Turn the cartilage forwards and use a cosmetic posterior 

surface incision. 
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Harvesting tragal perichondrium. Use scissors, or sharp 
dissection (preferred) to raise the skin, then separate off the 

perichondrium and harvest.    ©  Bruce Black MD                                         
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Perichondrium provides a graft that is more compact and 
easier to handle than fascia. 
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Removal of the defect edge encourages re-vascularisation 
of the repair graft. Multiple fine pinholes permit removal of 
the edge without substantially enlarging the defect to be 

grafted.    ©  Bruce Black MD                                         

 
          



EAC flap variants used in myringoplasty. Palva-type 
separate flaps on the left, “bucket handle” pattern to the 
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Site preparation and stabilisation, underlay technique. De-
edging the perforation (above). The underlay graft is placed 
on a bed of Gelfoam to maintain apposition to the underside 

of the drum.    ©  Bruce Black MD                                         

 
          



Gelfoam filling the middle ear preparatory to graft siting. 
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“Slide” technique, used to facilitate graft siting. A sheet of 
Gelfilm is sited under the defect, supported on a bed of 

Gelfoam. The moist sheet allows a graft to be slid under the 
defect edges, avoiding impeding Gelfoam.     ©  Bruce Black MD                                         

 
          



Underlay myringoplasty. The defect edge is removed to 
promote vascular ingrowth to the graft. A tympano-meatal 

flap is raised, from 12 to 6 o’clock as shown.    ©  Bruce Black MD                                         
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Flap elevation reveals the middle ear content. Avoid chorda 
tympani trauma during the elevation of the posterosuperior 

edge of the flap.  
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A fascia or perichondrial graft is positioned deep to the 
drum defect. Perichondrium is compact and more user-
friendly, but may not be adequate size in juvenile cases.  
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The “bucket-handle” flap is laid on the graft, the latter 
stabilised on a bed of Gelfoam. EAC packs further secure 

the graft in situ, pending revascularisation. 
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Post-aural myringoplasty. For best access, use a hairline 
incision, extending from the plane of the tragus superiorly, 

to the level of the mastoid tip inferiorly.    ©  Bruce Black MD                                         

 
          



MYRINGOPLASTY 
External Canal Dressings 
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Cotton wool pellets, used as EAC packs. If placed on raw 
surfaces, cotton wool excites vigorous tissue reactions, 
resulting in granulations, adherence and canal stenosis.    ©  Bruce Black MD                                         

 
          



Cotton wool pellets impregnated with bismuth-iodoform-
paraffin paste (BIPP), a venerable antiseptic effective in 

minimising wound infection.    ©  Bruce Black MD                                         

 
          



BIPP-saoked cotton wool pellets, used in conjunction with 
silastic strips, the latter to avoid tissue reactions and 
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Allergic otitis externa: iodine hypersensitivity. Previous 
mastoid surgery using BIPP-impregnated EAC dressings. 
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Allevyn, a common burns/stoma dressing, provides a 
valuable alternative EAC post-tympanoplasty dressing( and 

also an optimal ear wick).    ©  Bruce Black MD                                         

 
          



Allevyn (Smith & Nephew) EAC dressings. Porous 
polyurethane, hygroscopic, soft texture, with a non-

adherent pink film on one side that precludes granulations 
ingrowth.    ©  Bruce Black MD                                         

 
          



Allevyn strips used to line and pack the EAC after surgery. 
The pink film prevents vascular ingrowth, granulations and 
adherence, but sharp scissors and some skill are required 

to cut the strips to fine thickness.    ©  Bruce Black MD                                         

 
          



Plan of the use of Allevyn strips in the EAC. Thin strips are 
used over the drum site for fine positioning, but thicker 

squares may be used to pack the superficial canal.    ©  Bruce Black MD                                         

 
          



EAC Allevyn packs in the open cavity role. Fine strips are 
used to cover the deeper raw sites, larger blocks in the 

superficial areas.    ©  Bruce Black MD                                         

 
          



Allevyn packs in the deep canal. Strips are laid over the 
drum site, with the non-adherent pink film side applied to 

any raw sites.    ©  Bruce Black MD                                         

 
          



Progressive canal packing. A “palisading” technique is used 
to ensure raw canal wall areas are covered with non-

adherent strip surfaces.    ©  Bruce Black MD                                         

 
          



The EAC, once palisaded with strips, is further packed by 
folding strips into the remaining lumen to provide tissue 

support without pressure points.    ©  Bruce Black MD                                         

 
          



The superficial canal in most cases is not traumatised, such 
that squares of Allevyn are used to quickly complete the 

more superficial canal packing.    ©  Bruce Black MD                                         

 
          



Completed packing. The strips are impregnated with a 
ciprofloxacin and betamethasone ointment, plus 

clotrimazole to avoid fungal growth. Packs are left in situ 2-
3/52.    ©  Bruce Black MD                                         

 
          



EAC Packs: Theory 
 METHODS 
    Ribbon gauze 
    Cotton wool pledgets 
          +/- silastic strips 
    Gelfoam/organic 
    Ointment mass 
    Allevyn 
    Foam pledgets (silicone) 
      
 
 
 
 
 
 
 
 
 
 
                                               

 
          

DESIRABLE ATTRIBUTES 
    Availability 
    Precise tissue positioning 
    Continued tissue flap  
                     stability 
    Absence of pressure 
                     points 
    Little tissue reaction 
    Simple removal 
    Fluid absorption 



Long term appearance of a perichondrial graft. 
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Four month appearance of a fascia graft (central, pink) 
used in the underlay position. 
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Subtotal tragal perichondrial underlay graft, long term 
appearance. The graft was sited under the handle of the 

malleus.    ©  Bruce Black MD                                         

 
          



Grafting for extensive chronic myringitis. The latter was 
dissected away and a total perichondrial graft was applied 

to the drum in the onlay position to prevent recurrence.    ©  Bruce Black MD                                         
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