
MASTOIDECTOMY ABLATION 
(Canal Closure) 
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Mastoidectomy ablation (EAC eversion and closure). The 
canal skin is everted, the skin edges co-apted, and the site 

underlaid with cartilage and a vascular flap. 
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Ablation overview using a single pinna based flap. Fat 
obliteration of the cavity is avoided, being traumatic; blood 

clot suffices in this role.    ©  Bruce Black MD                                         

 
          



Alternative ablation technique for larger cavities, utilising a 
combination of pinna based mastoid periosteum and a flap 
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Ablation technique (Jackler). Initial section of the EAC. If the 
division is performed in the lateral part of the bony canal 
instead, retrograde elevation of skin provides flaps that 

readily co-apt.    ©  Bruce Black MD                                         
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Via a post-aural incision, the auricle is elevated and the 
EAC transected. 
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Division of the EAC skin. 

   ©  Bruce Black MD                                         

 
          

Illustration by courtesy Robt Jackler MD  



Further refection of the auricle to demonstrate the 
transected halves of the EAC. 
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In this technique, the skin over the deep cartilage is 
elevated to develop closing flaps. Alternatively, bony canal 

skin is elevated and everted as a sleeve.  
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Eversion of skin off the deep cartilage. The edges are then 
sutured together. 
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Removal of cartilage deep to the eversion. This allows 
surrounding skin to be mobilised and sutured to close the 
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Closure of the deeper soft tissues and siting a pinna-based 
flap deep to the closure. 
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Detail of the medial aspect of the EAC closure. The middle 
ear site is then cleared of disease. 

   ©  Bruce Black MD                                         

 
          

Illustration by courtesy Robt Jackler MD  



Final auricular view and detail of the sutured canal stump. 
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Demonstration case, referred after 3/12 treatment for “Bell’s 
palsy”. History of a right open cavity mastoidectomy 20 

years previously. Deaf right ear, no otorrhoea.    ©  Bruce Black MD                                         

 
          



Axial CT view of the Rt temporal bone. Cavity filled with 
partially aerated debris. Marked lateral canal destruction. 
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Initial findings: diffuse inclusion cholesteatoma. The EAC 
has been transected during exposure, pending ablation. 
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View of the Rt lateral semicircular canal and facial ridge. 
Extensive fistula covered with granulations. 
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View after substantial clearance of cholesteatoma. Marked 
descending facial nerve exposure (arrowed). 
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Detail of the nerve after removal of matrix (small focus 
remaining posterior to the nerve trunk).  
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Overview of the site after final clearance of cholesteatoma. 
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Pinna-based Palva flap of mastoid periosteum and 
overlying muscle and soft tissues. 
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The Palva flap has been turned medial to the pinna, 
exposing the medial conchal bowl perichondrium, 

preparatory to removal of a large disc of conchal cartilage.    ©  Bruce Black MD                                         

 
          



Removal of the cartilage disc, used to seal the superficial 
bony canal. Gradual and extensive soft tissue invagination 

may reform a cavity if this is neglected.    ©  Bruce Black MD                                         

 
          



Final site, prior to closure of the bony canal. The transected 
EAC skin has been everted, co-apting spontaneously in the 

superficial reaches.    ©  Bruce Black MD                                         

 
          



The pinna-based flap has been fixed forwards over the 
bony canal orifice, and the latter has been sealed with the 

cartilage disc.    ©  Bruce Black MD                                         

 
          



Final overview of the closure and the cavity, which is left to 
fill with blood clot, rather than obliterate with avascular fat, 

at the cost of further patient trauma.     ©  Bruce Black MD                                         

 
          



Final closure, with fibrotic EAC occlusion. 
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Facial function 3/12 post-operatively. 
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Re-exploration 12/12 later, to ensure the absence of 
residual cholesteatoma. Partial aeration of the cavity. 
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Detail of the middle ear, VII and eustachian tube. The fistula 
has closed by secondary ossification.  
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Hearing restoration by a Bonebridge implant at a delayed 
3rd stage, facilitated by the retention of good sensorineural 
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Use of a Vibrant Soundbridge in the vibroplasty (round 
window) mode in a separate ablation case. Due to potential 
instability of this method, a Bonebridge is now the preferred 

technique.    ©  Bruce Black MD                                         

 
          



Cochlear percutaneous or transcutaneous BAHA devices 
are an alternative hearing option in ablation cases. 
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As a conventional AC aid may be ineffective in ablation 
cases, a CROS aid may be desirable. Modern devices use 
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Second stage surgery in a left side ablation case, showing 
a partially aerated site (blood clot obliteration at initial 
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Detail of the previous frame showing the middle ear and 
Eustachian orifice. 
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Axial CT view of a previous Rt ablation site. Partial aeration 
of the middle ear, fine fibrous tissue in the cavity site. 
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Coronal CT view of a Lt ablation. Total obliteration of the 
site without aeration. Probable poor tubal function. 
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Complications of mastoidectomy ablation. I: Persistent or 
recurrent infection, P: cholesteatoma pearl. At 12/12 the 
latter may be less than 2 mm and easily missed by MRI.    ©  Bruce Black MD                                         

 
          



A second case, undertaken after a radical mastoidectomy 
with a very large canal introitus after a Korner-type 

meatoplasty. Site preparatory to EAC closure.     ©  Bruce Black MD                                         

 
          



The bony canal entrance has been closed with titanium 
mesh (too wide for either the Jackler or the operative 

methods above). A large wing flap is being sited over the 
mesh.    ©  Bruce Black MD                                         

 
          



View of the mesh, the wing flap turned anteriorly, covering 
the site completely. 
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Further coverage of the mesh. A large disc of conchal bowl 
cartilage is being placed to underlay the soft tissue wing 

flap.    ©  Bruce Black MD                                         

 
          



Final position of the cartilage, sealing the titanium from 
contact with the overlying soft tissues. 
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Axial CT view, Rt ablation and titanium mesh closure 
technique. 
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Coronal View of the same case showing the mesh closure 
in place. Substantial re-aeration of the middle ear site is 

evident.    ©  Bruce Black MD                                         

 
          



Lateral view of the site upon final EAC healing. 
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