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CLEANING THE EAR 
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Cleaning the ear. A stable patient is essential, preferably 
lying. An operating microscope is optimal. 
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Good quality coaxial lighting, and bimanual ability are 
essential, magnification desirable. 
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If a microscope or headlight are not available, a head mirror 
is a good substitute. Some practice is required. The mirror 

technique restricts lateral mobility.    ©  Bruce Black MD                                         

 
          



Use of the head mirror. The light should be about 30 cm to 
the right and above the examination area. The mirror 

position should shield the eyes from the light.    ©  Bruce Black MD                                      
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Hair in the canal obstructs a clear view and should be 
trimmed away at the start of cleaning. 
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Use of the ear syringe. The water should be 370 to prevent 
vertigo, the patient shrouded. Direct the stream around 

rather than at the debris.    ©  Bruce Black MD                                         

 
          



A Ballieu loop. The fine wire is optimal to negotiate around 
a debris mass to enable its removal. 
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Use of the Ballieu loop. The loop is gently inserted around 
the debris, the tip being lowered slightly before extracting 
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Fine hooks, used similarly to a Ballieu loop. A Duberstein 
phenol applicator (Olympus-Gyrus) serves well in this role. 
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Use of a fine hook to remove a bead-like foreign body. If 
possible, insert the hook into the lumen of the bead. 
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Hartmann type Crocodile/Alligator forceps, optimal for 
grasping solid debris or foreign bodies within the confines of 
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Wool carrier (Storz) for clearing soft debris or instilling 
cream/ointment medications. The tip must be knurled to 

grip the cotton wool. Spiral machining may not be effective.     ©  Bruce Black MD                                         

 
          



A Jobson-Horne combine wool carrier and metal loop. 
Effective, but ensure that the machining is precise, and the 

loop is of fine dimensions.    ©  Bruce Black MD                                         

 
          



Angled forceps for wick insertions or other EAC 
manoeuvres. Limited use for grasping within the canal. 

   ©  Bruce Black MD                                         

 
          



Use of the wool carrier. Use only sufficient wool to lightly 
cover the last digit. A common mistake is to use excess, 

creating a ram-rod action.    ©  Bruce Black MD                                         

 
          



Use a carrier that grips the wool initially, then releases 
same on reverse action. Ensure that the wool overlaps the 
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Wind the wool on tightly (removing detached swabs is 
problematic without adequate instrumentation). 
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As the fixation nears completion, fold over the wool to 
soften the tip of the carrier. 
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The final swab should be 2-3 mm. Commercial “buds/q-tips” 
are usually too wide. 
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Cleaning debris with the wool carrier. Twirl the carrier as it 
is moved around the canal periphery, lifting the debris 
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Impacted debris in the anterior angle. Use a “hockey-stick 
technique: a carrier with the last 2-3 mm without a rigid 
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Expel the debris by inserting the soft angulated tip into the 
anterior angle. The debris is dislodged with a swivel of the 
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Soft, liquid or semi-solid debris is best removed by suction 
toilet, perhaps aided by swabbing with a moistened wool 
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Olympus-Gyrus suction devices. The red heavier gauge 
device is usually used for everyday canal cleaning, the 

smaller gauge versions for finer deep EAC sites.    ©  Bruce Black MD                                         

 
          



Use of a ribbon gauze ear wick, used to carry medication 
deep into the canal and reduce infection or oedema. Ensure 

deep initial insertion and use a 1 cm wide ribbon.    ©  Bruce Black MD                                         

 
          



Pack the deep canal before the more superficial reaches, to 
avoid the ribbon “jamming “ superficially in the canal. 
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Completed packing. With children, ensure the loose end 
does not protrude (such that it is easily removed). 
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Allevyn (Smith and Nephew) burns dressing can be cut into 
30 x 4 x 4 mm soft “sticks” to make simple comfortable and 

effective EAC tampons that resist premature removal.     ©  Bruce Black MD                                         

 
          



Large mass of hard wax impacted on the drum. Will resist 
syringing. Remove with suction or fine hooks. 
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Dried gelatinous film superficial to the upper pars tensa 
after an episode of middle ear inflammation. An effusion 
remains in the middle ear. Grasp with crocodile forceps.    ©  Bruce Black MD                                         

 
          



Mucopurlent otorrhoea due to mastoiditis. Suction toilet or 
dry mop. 
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Waxy semi-solid debris impacted by ram-rod action of 
cotton bud cleaning. Difficult to clear. Moisten with antibiotic 

drops to facilitate suction toilet.    ©  Bruce Black MD                                         

 
          



Profuse oily antibiotic drops filling the deep canal. Syringe 
or suction removal. Avoid oily medications to minimise this 
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SUMMARY 
 

  Cleaning ears requires good 
       lighting, basic instruments, and 
       steady hands 

  Syringe ears only if the drum is 
       known to be normal 

  Avoid trauma 
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