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Subtemporal Extradural Approach For  
Superior Semicircular Canal Dehiscence: 

Results In Three Consecutive Patients 

Introduction: Superior semicircularcanaldehiscence(SSCD)  orMinoŕs syndromeisa 
rare disorder. Other otologicalpathology, in particularotosclerosis, canmimicthis
pathology, The fivemostcharacteristicsymptomsarevertigo, nausea, nystagmusinduced
bysound(Tullio Phenomenon) orpressure(Hennebert´s Sign), pulsatiletinnitus, 
conductivehearinglossandautophony. These symptomscanbeexplainedbythe“third
window” theory. Other commoncomplaintssuch asvertigobyheadmovement, dizziness, 
instability, auralfullnessandhearinglossarenot specificforSSCD. Audiograms show
typicallylowfrequencyconductivehearingloss. Computedtomographyofthetemporal 
boneisessential in diagnosingSSCD. Different non-surgicalandsurgicaltreatment
optionsarepreviouslydescribed. Minimal symptomsorsolitaryhearinglossshouldbe
treatedpreferablynon-surgically. Surgeryappearstobemostsuccessfulfor vestibular
symptomsandautophony. Threemajortechniquesaredescribed: roundwindow
reinforcement, transmastoidsemicircularcanalocclusionandsubtemporal extradural
resurfacingbycraniotomy.

Methods: Three patients with severe, disabling symptoms of unilateral SSCD were 
operated. A subtemporal extradural approach was  performed in each patient with 
covering the SSCD byboneanda tensor fascia latae plasty.

Results:Twopatientshadcompletedisappearanceofall symptoms. The third
patienthadsignificantimprovementandretainedminimal vertigoafter surgery. 
Therewerenopostoperative complications, excepttemporarilycomplaintsofCSF 
hypotensionin onepatient. Therewerenoreinterventionsneeded. Conductive
hearingnormalizedin all patientsin comparisonwithpreoperativeaudiograms.

Conclusion: The subtemporal extraduralapproachwithresurfacing  ofthe
dehiscenceissafeandgratefultechniquetoimprovesevere, disabling
symptoms. It isin additiontheonlysurgicaltechniquetogivepossible
improvementofthehearingloss.

Figure 2: Intraoperative microscopic view of the Eminentia Arcuata with dehiscence of the 
Superior Semicircular Canal. 

Figure 3: Intraoperative microscopic view of the Eminentia Arcuata showing 
coverage of the Superior Semicircular Canal by bone and tensor fascia latae plasty. 

Figure 1: Preoperative Computed Tomography image of the right 
temporal bone. The arrow on the image shows the absence of 
bony coverage of the Superior Semicircular Canal. 

Figure 5: Audiogram shows on the right side low frequency conductive 
hearing loss with the typical air-bonegap.
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