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Myringotomy is usually performed when there is a strong suspicion of middle ear involvement however the TM 
is intact. In most cases, there is evidence of debris within the middle ear (based on radiographs/computed 
tomography or magnetic resonance imaging) with no response to appropriate systemic therapy and deep ear 
cleaning of the ear canal. Recall the promontory is situated opposite to about the mid dorsal aspect of the 
tympanum. At the caudal end of the promontory is the cochlear (round) window that communicates with the 
bony labarynthe of the cochlea. This is the structure that one must avoid when doing a myringotomy. The 
ventral part of the tympanic bulla is the largest portion and the safest area in to which tubes and instruments 
may be passed. It is separated dorsally from the tympanic cavity by a bony ridge. The promontorium and round 
window is just dorsal to this ridge, which is also responsible for making the passage of tubes into the ventral 
bullae very difficult. 
 
Before performing a myringotomy the horizontal canal should be thoroughly cleaned. The site for performing 
the myringotomy is at 6 to 7 o’clock, over the ventral most part of the tympanum. A 22 gauge, 6 inch spinal 
needle is the preferred, attached to a 3cc syringe containing 1cc of saline. Once the needle has passed through 
the operating head of the otoscope into the middle ear, an assistant infuses the 1ml of saline into the bulla and 
then re-aspirates it. The sample is transferred to a urine or serum tube and spun down using a centrifuge. The 
supernatant is removed and used for cytology and/or culture and sensitivity testing. If an otitis media is present, 
the hole may be enlarged to facilitate more thorough flushing using a catheter. Medication may be infused into 
the middle ear if indicated. 

