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This controversial diagnosis centers around the phenomenon of perilymph leak-
ing from the inner ear into the middle ear cleft through the oval window,
round window or other fissures in the bony labyrinth that may be abnormally
patent. A perilymph fistula may develop after stapedectomy surgery, penetrat-
ing middle ear trauma, head trauma, barotrauma, or possibly spontaneously.
Uncertainty regarding the clinical criteria for the diagnosis and the inability to
document the presence of a microfistula at surgery contribute to the problem-
atic nature of this diagnosis. However, this condition should be seriously con-
sidered in the patient with vertigo after head trauma, barotrauma injury, or pre-
vious middle ear surgery. It is particularly likely in patients with penetrating
middle ear trauma with vertigo. Most authors agree that perilymph fistulas gen-
erally heal spontaneously, therefore a few days of bed rest is appropriate in
acute cases. Cases suspected after penetrating trauma should be explored early
if symptoms persist. Here, authors report a case of multiple perilymph fistula
possibly caused by tympanostomy tube insertion in a 48-year-old man with a
review of the literature.
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Figure 1. The photograph of right tympanic membrane showing
retraction.
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Figure 2. The results of pure tone audiogram showed severe hearing impairment in right side.
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Figure 3. The findings of videonystagmography during fistula test.
(A) During fistula test on right side, horizontal nystagmus toward
right side augmented by inflation is observed over 185~189
seconds. (B) During fistula test on right side, horizontal nystagmus
toward left side is found after deflation over 153~158 seconds.
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Figure 4. (A) Bithermal caloric test showed canal paresis of 20% at right side. (B) Slow harmonic acceleration test showed asym-

metry to the right side.
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Figure 5. (A) Transcanal endoscopic finding showing recurrent
collection of perilymphatic fluid through round window (white ar-
row). (B) The leakage from round window was blocked by graft
material with autogenous perichondrium, muscle and fat tissue
(white arrowhead). (C) The collection of perilymphatic fluid over
the anterior portion of oval window (black arrow).
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