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during Transmastoid Posterior Semicircular Canal
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Benign paroxysmal positional vertigo (BPPV) is a common inner ear cause of vertigo, most of
which can be treated by particle repositioning maneuver (PRM). However, in rare cases, posi-

. tional vertigo could persist or frequently recur after several PRM. In these intractable cases,
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floating endolymph particle found during transmastoid posterior semicircular canal occlusion
for intractable posterior canal BPPV.
Korean J Otorhinolaryngol-Head Neck Surg 2016;59(7):537-41

A =2 L olM2gkeol e AE HolR] o= A= Sl ofoF 7

o] BHEZQ] o] HR]|Tk&o e HEo| A& = A5 IR

FILAYF AT T2 oA HES 85tz Yol ek ol I2EMF 1S (intractable paroxysmal positional vertigo)©|
7V B3t MiEE Hol= Agho & ueddubol A whAue  gkal golshal o]et A9 £EF RS nelE 5= ok’
o|Ho] ¥tarelt WE FHoAY W50l F2lsto] o A R F AT e Amdde WiRAEE
25 2 wjojct g zolo] 523} AL E5Ao] XM A& (ampullary nerve transection)©] Ut Hale] T2l (se-
315 of7|ste] 3|49 oA HEL A Hek” ¥ Alo]l  micircular canal occlusion)©] QAR FAJRAHIEAE
= A AXEE S A o]AS dRd o 2 e F 7P Rl w2 Shae|d AU EAE ]
£ ook olMx|gkEout & Y9o] o]AS TojR|A k= ¢ b E o] SHHFAEAERET 250 H
FUS} &5 53l 90% oFe] AtelA T TS H wA ookl i F A Ao HleTt AHrkal deA 9l
ik A ek SARE AR A= AR ARES 5] o Sutue|aualE S AREhe A9 79 BE 7J9olA

Copyright © 2016 Korean Society of Otorhinolaryngology-Head and Neck Surgery 537



Korean J Otorhinolaryngol-Head Neck Surg 1 2016;59(7):537-41

= & 3N ox|F o] S ACE BIEI gl
Parnes$t McClure’= 19924 %S0 =2 44 2 vbE &
g 35S B siqich

Y o= oF&l —JFA = A" fE Bl dig
H7}k Glof HXP%C’ Yot

719 =& arzkar t@-‘”ﬂ E—'——G]": vjo|t},

s d

694] A} B} HhE A 0 2 RS o UE S FAR
Uelstich 4L A o] dofueid), sl ofx)3
Fol 4 2 A= Wysto] AN 92 Tkl of
AR YEE R A ol MRS S AlAoTh
T} o)l ukEsto] FA4po] wyste] el AA of

122} o]Ake] oA %%k<4 U Brandt-Daroff 5343} 2|25
At =dle Skl Qg olEles AT A
9] oA FFo] FHEAH o 2 WAYsto] WUkt o)Ak

A 3t 9 ejojo] oA glgln FeAAelY

A

43 dB HL, &= 45 dB HL(6%5)2] 24174 Hdel] 913l
t}. AJ8Y3t Dix-Hallpike AAFOA -Z0 2 58 uff Ay L
AAMRFe] 3] Qhxlo] ArE|o], o H M} FU7t 5
AEIEolE E o 2 Atkslal, o]Ax|34S A3 E
|, 57| Td=o] A} WG Al S5E geE
BES AT el SRt ol glditk 1 %

[e]
T g2 SR lﬂ%ﬁ}?‘iﬂ i Almpct Al
/R
[e]

Hallpike FAFolA 9-

Zlhe]o] ZHtaE]tko) XHHE]—%
ot SO A8 A9 B
AP STEAAEE AL 1)

S| Ee] 44 vEE RE3ARK F 1x4 mm 7|2 Y
T eE2A] & SRS AlAS EOPOE] FHO ZHES A
s 3 n|=e] A& WEStHFig. 1B). = it &

Iz Y7o fe] BiEs 21 & Isiek(Fig. 10). &

A4S Al3YEE w 233t dry bone dust®} fibrino-
en glues ©]-83+0] = bone pateE ©]-§3to] FRkaL
& HHgt F(Fig. 1D) &S vh3ch 53] 2H /2
FfEo] Algto] Aldoe] whef SRkae|e] HrjE Ho =
o) Eshe S TS 4 9lo] WA WA= E B o] 9

a9

IS
0
? £ i

=

O

F=7)

=
o=

[0je}
—

Fig. 1. Surgical procedures of transmastoid posterior semicircular canal occlusion. Exposure posterior semicircular canal after complete
mastoidectomy (A). Fenestration of posterior semicircular canal with micro-instruments (B). Free-floating endolymph particle in endo-
lymph (arrow) (C). Posterior canal occlusion using dry bone chips and fibrinogen glue (D).
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Fig. 3. Pre- and postoperative hearing. Preoperative mean hearing threshold was 43 dB HL (A). There was no significant change of the
threshold after posterior semicircular canal occlusion (B). MCL: most comfortable loudness, WDS: word discrimination score, SRT:
speech reception threshold.

www.jkorl.org 539



Korean J Otorhinolaryngol-Head Neck Surg 1 2016;59(7):537-41

He BE FAer sk e ARE AR
AL HsiR|RE o A= 30 ol St A&E=
S0 2248 THI|E Fla 20| 7|7HHTHE Ekxlo] A
o] whe} 24 Ao ghokar et 2 Feo] 4
e Thpo ol MRSkt S8 52 AlFElETE
B ralar oF 7~/ Q7 e vHE A o 2 sl AErE o)
Ok/ll—_g Haﬁ:]-

& 2 72E Gacek”o 93] AL H1E ST HAA
A< (singular neurectomy)¥} Parnes@} McClure” ] 2|3}
28 ® 1% wkreE] | af<s (semicircular canal occlusion)|
T2 ARSE= R i s SR AIE A A =l
H| 3} 724)2:1 ol ’\7]01] EH‘O‘]— AL 71A| 1 o]qzx) ‘E’JE Ao

st AJ7ke] 7o what 4

5% vlko 2 ulma SR Ao oA gk B 29|
A % A5 AP 9 AR eblo] £AES vl
© QbALlA AT 4= AL BRI A oAYF
O Rl o

ok oF 25 =0 HF ol (dyse-
o

I‘E

quilibrium)& S ASAARE 1
of| Aol gloler aa $ Ak WIS Holx| gro}
FeA ez A w7t =ck
Beyea 52 W4 benign paroxysmal positional vertigo
SatE)t Hale-S ARt 6590 SOl °F 20%14 FE
59 wEskck B stk 22y Kisilevsky 52
£ A90IN fre] HgES s B
Bo| o Zo| of4o] AP 24
= EA ok 310, e

o

Y
o flo
)
o
o

2
> -
©
=
=
o
.

or N,
o
=2
u)
:cl)g
>
H
e
A
%
i
e
X0

o
2 O
= ox
o il
o) _124;
mE:_, oL
o;r ;12
Of (o]
o
x9 rel
o Fob
o

_\|I_‘
o
N
o
=
K
o
e
i)
-3
>
o
>
081_2

3
Jo
o
-z
Jo
il
fijo
i) 3
£
oL ;‘é
v
rlr
H
k=l
Ir
2
Q,
f

r & e
O
ol
o
2
rlr
o
]
o
o
r.l
o
=
=
o
pach
filo
B=)
4
o oE
%

fi :(o

e mo oo

L 4
i
N
L
]
e
o
ol

I
¢

offt ok
4
39,
s
H

i —lE l—

Jo
il
o
ok
_ﬁ

=

ox

-

i

o

©°

©

=
o

4z ofN Mo ofN o TLoe rfr > O rlo Hr fu

koo
N
X
_?L

fr 2

Y &

° 4

" <

& Y

2

L

ﬁ

ox

Jo
ik
2
>
wo )
32
=
3]
ogQ
&

lo i
gl._‘,
=
z
9

o,
o
ot
2

)
|
i)
rJ
i)
£
o
flo
st
o,
=)
KU
=2
o
o
=
e rn

¢
K
LS
e
o 1o

fru
oz
1o
4
Z,
o
&3
B}
ofr
ol

E =
o ot o
[kl
ok

o
M
oS
o
=
lo
o
U
>

>
il

o

ki %]
bone pateZ} 714 o] AFRE XU Zato)
/\E o]q_l%) Jq:,_oﬂ ‘;ﬂ
F A7 71414 Hafjet vl

2 op
‘

ol
-

(

o fio

o}fo_

ﬂJ

r' oo rln 4y =
20
)
>
i)
of
R
EY)

e 12

o]

540

4511 Antonelli 579] Aol A= CO;, Blo1AE ©]
|8 Aol & & oXEFe Tavt AQloar Buskgle
U mafof| thsiAl= ok =dko] Sl Ao = AZbETh

Parnes®t McClure’= 98] H-9-5o0] vy 3= g

A e A5k wlan n3olgirhs HolAl dge] vE
54 Holrh BB 4SS Bk Solu, ol 9l
A 5d % 2 BeBS WA 5 oS Aolekn 255
Sk Al % 3 BE Bl AN oAHFe] A
102 vof fel 27188 U P o S 2
A 912 A0 AZPEI WA WA ST Est
WS A3 R el AR AR A9 28]
whe] BRI SR el rRET gl Ao g

& o

FfrEe] HHE 4 Sls YA olFlo] A|=ef miA|
of disiA= & o °4¥7P Ao glow

REFERENCES

1) Beyea JA, Agrawal SK, Parnes LS. Transmastoid semicircular canal
occlusion: a safe and highly effective treatment for benign paroxysmal
positional vertigo and superior canal dehiscence. Laryngoscope 2012;
122(8):1862-6.

2) Epley JM. Positional vertigo related to semicircular canalithiasis.
Otolaryngol Head Neck Surg 1995;112(1):154-61.

3) Semont A, Freyss G, Vitte E. Curing the BPPV with a liberatory
maneuver. Adv Otorhinolaryngol 1988;42:290-3.

4) Leveque M, Labrousse M, Seidermann L, Chays A. Surgical therapy
in intractable benign paroxysmal positional vertigo. Otolaryngol
Head Neck Surg 2007;136(5):693-8.

5) Gacek RR. Transection of the posterior ampullary nerve for the
relief of benign paroxysmal positional vertigo. Ann Otol Rhinol
Laryngol 1974;83(5):596-605.

6) Parnes LS, McClure JA. Posterior semicircular canal occlusion for
intractable benign paroxysmal positional vertigo. Ann Otol Rhinol
Laryngol 1990;99(5 Pt 1):330-4.

7) Parnes LS, McClure JA. Free-floating endolymph particles: a new
operative finding during posterior semicircular canal occlusion.
Laryngoscope 1992;102(9):988-92.

8) Nedzelski JM, Barber HO, Mcllmoyl L. Diagnoses in a dizziness unit.
J Otolaryngol 1986;15(2):101-4.

9) Bath AP, Walsh RM, Ranalli P, Tyndel F, Bance ML, Mai R, et al.
Experience from a multidisciplinary “dizzy” clinic. Am J Otol 2000;21
(1):92-7.

10) Schuknecht HE. Cupulolithiasis. Arch Otolaryngol 1969;90(6):765-78.

11) Zappia JJ. Posterior semicircular canal occlusion for benign paroxysmal
positional vertigo. Am J Otol 1996;17(5):749-54.

12) Kisilevsky V, Bailie NA, Dutt SN, Rutka JA. Lessons learned from
the surgical management of benign paroxysmal positional vertigo: the
University Health Network experience with posterior semicircular
canal occlusion surgery (1988-2006). J Otolaryngol Head Neck Surg
2009;38(2):212-21.



Endolymph Particle during Transmastoid Posterior Semicircular Canal Occlusion I Park JS, et al.

13) Parnes LS. Update on posterior canal occlusion for benign paroxysmal positional vertigo: case report. J Laryngol Otol 2010;124(5):e5.
positional vertigo. Otolaryngol Clin North Am 1996;29(2):333-42. 15) Antonelli PJ, Lundy LB, Kartush JM, Burgio DL, Graham MD.

14) Lin SZ, Fan JP, Sun AH, Guan J, Liu HB, Zhu QB. Efficacy of laser Mechanical versus CO2 laser occlusion of the posterior semicircular
occlusion of posterior semicircular canal for benign paroxysmal canal in humans. Am J Otol 1996;17(3):416-20.

www,jkorl.org 541



