Case Report

D

Check for
updates

Korean J Otorhinolaryngol-Head Neck Surg 2023;66(7):469-73 / elSSN 2092-6529

https://doi.org/10.3342/kjorl-hns.2023.00059

Long-Term Results of Posterior Semicircular Occlusion
for Intractable Benign Paroxysmal Positional Vertigo

Da Beom Heo"* and Jin Woong Choi

Department of Otorhinolaryngology-Head and Neck Surgery, Chungnam National University College of Medicine, Daejeon, Korea

3 Fikn

SR PEDRTES!

Benign paroxysmal positional vertigo is the most common cause of peripheral vertigo. It can be
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circular canal.
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treated by repositioning maneuvers that move the particle in the semicircular canal back to the
utricle. However, in rare cases, positional vertigo could persist or frequently recur even after
several repositioning maneuvers. In these intractable cases, semicircular canal occlusion (SCO)
has been used successfully. SCO is a method that prevents the movement of endolymph by ob-
structing the bony and membranous labyrinth after creating a window on the canal. However,
its long-term results are rarely reported. In addition, there are few reports on postoperative
vestibular and imaging findings after SCO surgery. We hereby report long-term results of the
SCO in terms of hearing, vestibular function, and imaging findings in a patient who under-
went posterior SCO for intractable benign paroxysmal positional vertigo of the posterior semi-
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Fig. 1. Surgical procedures of transmastoid posterior semicircular canal occlusion. A: Exposure posterior semicircular canal after com-
plete mastoidectomy. B: Fenestration of posterior semicircular canal with micro-instruments. C: Free-floating endolymph particle in endo-
lymph (arrow). D: Posterior canal occlusion using dry bone chips and fibrinogen glue. Adapted from: Park, et al. Korean J Otorhinolaryn-

gol-Head Neck Surg 2016;59(7):537-41.7
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Fig. 2. Pre and postoperative pure-tone audiogram. When compared to preoperative pure-tone thresholds (A), no significant changes are
observed in postoperative audiograms at 8 months (B) and 25 months (C).
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Fig. 3. Postoperative MRI. Three-dimensional maximum intensity projection T2-weighted image shows a filling defect on the right poste-
rior semicircular canal (arrow). A: On the contrary, the left posterior semicircular canal reveals a normal perilymph signal (arrowhead).
B-D: Volume rendering reconstruction images also show a filling defect on the right posterior semicircular canal (arrow) (B, superior view;
C, anterior view; D, posterior inferior view).
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Fig. 4. Postoperative video head impulse test. Decreased gain
with overt catch-up saccade is observed on the right posterior ca-
nal (arrow). Gains of the other semicircular canals are normal.
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