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Mastoidectomy obliteration can be undertaken using “filler” 
avascular materials or soft tissue flaps, usually one of the 

above types. Bulk and vascular supply are notoriously 
difficult to achieve simultaneously.    ©  Bruce Black MD                                         

 
          



Mastoidectomy cavity obliteration. The relevant principles 
are: 1. A biocompatible, stable filler material; 2.  a healthy 

and well vascularised covering stroma; 3. healthy EAC skin.    ©  Bruce Black MD                                         

 
          



Lt mastoidectomy cavity obliteration using bone pate, 
preferably from healthy cortical bone. The major concern is 
infection in or under the pate, and retained skin deep to the 
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Earlier obliteration techniques used a combination of bone 
pate and bone chips, sometimes homograft material. Poorly 

designed covering flaps were a common difficulty.    ©  Bruce Black MD                                         

 
          



Cavity obliteration using ionomer cement. The poor 
biocompatibility caused difficulties, and exposure due to 
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Obliteration of  a mastoid cavity using acrylic bone cement. 
Complications were frequent. Abandoned. 
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Hydroxylapatite granules, evident after cavity obliteration. 
Uncertain flap vitality results in atrophy and exposure of the 

underlying filler.     ©  Bruce Black MD                                         

 
          



Complications of mastoidectomy cavity obliteration.  
1: resorption, 2: chronic myringitis (ischaemia), 3: residual 

cholesteatoma or retained infection.    ©  Bruce Black MD                                         

 
          



Cavity reformation after obliteration with a Palva flap. Flaps 
are notoriously inadequate to fill larger cavities; sufficient 

bulk plus adequate vascular supply often cannot be 
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Extensive resorption of homograft cartilage after a cavity 
obliteration. Homograft material, whilst often successful in 

the short term, gradually resorbs, reforming the cavity.     ©  Bruce Black MD                                         

 
          



Residual cholesteatoma may be sealed under filler material, 
often ossifying in nature. This potentially conceals disease 

against the facial nerve or dura, or maintains a focus of 
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Common sites of residual cholesteatoma. If obliterating a 
mastoid cavity, it is prudent to avoid sealing the attic with 
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Partial obliteration of the cavity, sparing the attic, minimises 
long term complication risks.  
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Wing Flap. A fascia variant of this pattern, or the Hong 
Kong fascia design, is optimal to provide a long term 

vascular stroma That covers obliterating material. A middle 
temporal flap is useful in smaller cavities.    ©  Bruce Black MD                                         

 
          



The Hong Kong fascia flap. Based on the superficial 
temporal, this provides a vital covering for an obliteration 

site that many other patterns lack.    ©  Bruce Black MD                                         
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