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Cochlear Implantation in the Patient with Open Mastoid Cavity
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— ABSTRACT —

Background and Objectives : Performing cochlear implantation is a difficult process for those patients who
have received radical mastoidectomy due to chronic otitis media. However, we could perform a single stage
operation successfully without external auditory meatus and mastoid complete obliteration. Materials and
Methods : The authors performed 13 cases of cochlear implantation in open cavity mastoidectomy state pa-
tients without obliteration of mastoid or with the partial obliteration of mastoid from July 2011 to July 2015. Of
these thirteen patients, eight patients received cochlear implantation in the site of open mastoid cavity and oth-
ers in opposite site. The medical records and radiological findings were reviewed retrospectively. Results :
Three of eight patients who had undergone open cavity mastoidectomy did not perform mastoid cavity oblitera-
tion during cochlear implantation. Another five patients with an open cavity mastoid had undergone the partial
obliteration of mastoid during cochlear implantation. There were no postoperative medical complications such
as infections of mastoid cavity, recurrence of cholesteatoma and necrosis of skin flap during following up peri-
ods except for 1 case of delayed electrode extrusion. Conclusions : The advantages for this procedure as the
following. First, we could overcome the difficulty of radiological diagnosis for primary or recurrent cholestea-
toma due to mastoid obliteration. Second, a single-stage procedure allowed the implantation as safe as two-
stage procedures. At last, non-obliterative or partial obliterative procedures may replace the typical mastoid
obliteration process during cochlear implantation for it allows a safe procedure for open cavity patients reduc-
ing complications such as electrode extrusion or infection. (J Clinical Otolaryngol 2016;27:92-97)
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Duration after canal

Pre OP PTA (4freq) Post OP PTA (4freq)

Porti- Age wall down Follow up period Clside  Contralateral )
LI Vo) mastoidectoy (years) (months) (dB) side (dB) Clgee @)
1 M 65 7 30 120/76 80/76 35
2 M 70 20 31 120/76 72/71 40
3 M 72 55 26 120/76 65/64 44
4 M 35 6 19 120/76 59/56 34
5 M 73 53 18 120/76 70/65 48
6 M 61 13 15 108/72 36/36 40
7 M 84 1 16 111/76 95/70 51
8 M 68 5 29 116/64 85/51 51
9 M 79 10 22 106/75 82/75 30
10 M 68 0.3 27 95/61 92/66 35
11 M 68 7 25 105/76 81/60 40
12 M 68 12 20 95/76 80/71 48
13 M 68 13 23 116/76 120/76 45
14 F 65 35 33 120/76 120/76 48
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the groove. C : Design for groove for electrode. Redline is a electrode. dotted line shows the groove.
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Fig. 3. A, B : The partial obliteration of mastoid dunng cochleor implantation with bone pdte and full thickness skin
graft. C : Post-operative otoscopic findings. No specific event has occurred in 1 year since implantation.

Fig. 4. A, B : The partial obliteration of mastoid during cochlear implantation with inferior based flap (dotted line). C :
Post-operative otoscopic findings. No specific event has occurred in 1 year since implantation.

Fig. 5. Temporal CT :
full thickness skin graft (arrow).
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showing the lead electrode in the mastoid cavity after partial obliteration with bone pdte and
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Fig. 6. Design for well and electrode : The wellis located
in the rear position of the typical position and the elec-
frode groove has a zigzag-shape.
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