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994; 15 : 549-550 inthine fistula represents the most common complication in chronic otitis media,

ecially in cholesteatoma cases. It can be produced by resorption osteitis due to

£ tion, or by mechanical osteolysis due to pressure [1]. Labyrinthine fistula can be
r canal fistula ;¢ o e ; .
996; 20 (2) : 2 fied by CT scan, clinically suspected in the presence of fistula signs, or may be an
otitis medig = operative finding. The lateral semicircular canal is by far the most common location,
ile the vertical canals and cochlea are not frequently involved.
.1996; 50 : 63-68 The two main kinds of treatment are reported in the literature [2,3]: the fistula

matrix can be left in situ or removed and the fistula sealed with different types of tissues
ination of fascia and bone dust is the most frequently used). Treatment selection is
nined by fistula size, preoperative hearing (ipsilateral and contralateral) and fistula
on, with multiple and cochlear fistulae having the highest risk of inner ear
atism and so are better managed leaving the matrix in place. Of course the surgeon’s
e is fundamental for the final decision. =
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chronic ofitis - me
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chronic otitis
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e Gruppo Otologico between April 1982 and April 2000 124 labyrinthine fistulae in
oup of 119 patients were surgically managed. This resulted in a 7.5 % incidence of
abyrinthine fistula if related to the 1615 cholesteatoma cases operated on in the same
sl The mean of the patients age was 43.4 years with a range between 5 and 78 years.
re were only 2 children, respectively 8 and 10 years old. The group of patients
d of 74 males and 45 females. The right ear was involved in 63 cases while the
in the remaining 61. Bilateral fistulae were detected in only 5 patients, corresponding
% of cases.
As already seen in the literature the lateral semicircular canal (LSC) accounted for
ajority of the fistula locations (107 cases, corresponding to 86.3 %). It should be
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pointed out that the LSC was involved also in all cases with multiple fistulae so th;
free of disease in only 6 out of 124 cases (4.8 %). The distribution of all th fis

locations is listed in Table 1. erative bony threshold was

B from the preoperative le
threshold remained unchang
mprovement of the bony threshol
e mean improvement was
7 (range 13-51 dB) dB.

Table 1. Fistula location (124 cases).
LSC: lateral semicircular canal; SSC: superior semicircular canal.

Location N° of cases (%) nalyzing the 6 deterioratio
L e arge ﬁstdlae, the matrix w:
s 3 (2.4%) nt to point out that these 2
Cochlea 2 (1.6%) :
Footplate 1 (0.8%) 10n
Multiple 11 (8.9%)
rinthine fistula is the most fre
) n are rarely affected becau
The fistula was considered small or large according to the intraoperative 12 The presence of a labyrinthi

ecause it can remain undete
A canal wall down technique was adopted in 79 8 % with 20. 2 % can ot constantly positive and a
on devices, can easily miss
uld be adopted especially v
The matrix was removed in 63.7 % of the ﬁstulae and ]eft in situ in the m area involved in the large majc
86.3 % the LSC was the ¢
ation with other locations.
or labyrinth are particular]
fally the most risky in terms ot

removed matrix rises up to 77.6 % in small fistulae, while in large fistulae the
of matrix left in situ and removed are almost the same (Table 2).

arly serious in presence o

Table 2. Fistula treatment according to size (124 cases)
the matrix and the mem

Matrix removed Matrix in situ Moval of the fistula matrix, so th

I leaving ¢
<2 mm 45 (77.6%) 13 (22.4%) .In casesh ’ ma;r i
s il 32 (48.5%) vy in which a can
i o s 45 (36.3%) A Ing the first or second
0 meCthC Inner ear conta

1que is mandatory when the
lralon are represented by f

dteral), fistula location and 1
echmcally matrix treatmer
Uction should be applied di
 Iust be sharply dissected
- OUI series both treatments
(63.7 % vs 36 3 %). Howe

As already mentioned, the canal wall-down technique was the opera ono
the majority of cases, and this was particularly true in cases of large fistulae (83- e

In the canal wall-up technique the matrix was left in sifu in 7 cases. durin :
stage. In 4 of them a residual cholesteatoma was found during the second s:‘ ac
matrix disappeared in the remaining 3. ’
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s with multiple fistulae so thét 1t wag

. The distribution of all the .
3 stoperative bony threshold was considered unchanged when remaining within a range

10 dB from the preoperative level. In the majority of cases (91.1 %) the postoperative
threshold remained unchanged. Only 4 % of the cases presented a postoperative
pfovement of the bony threshold; in 4.9 % there was a deterioration.

~ The mean improvement was 14.5 dB (range 11-17 dB), while the mean deterioration

canal.
29.7 (range 13-51 dB) dB.

ies (%) - Analyzing the 6 deterioration cases, there were 3 multiple fistulae, 4 out of 6 cases
) . large fistulae, the matrix was left in situ in 4 cases and removed in 2. It seems
ﬁy%))) portant to point out that these 2 cases showed the worst hearing deterioration.

0
6%)
%)
)%)

byrinthine fistula is the most frequent complication of cholesteatomatous chronic otitis.
Idren are rarely affected because erosion of the bony labyrinth usually takes a long

- The presence of a labyrinthine fistula must always be suspected in cholesteatoma
, because it can remain undetected during preoperative assessment. In fact the fistula
s not constantly positive and also the CT scan, despite increased resolution in the last
ration devices, can easily miss a fistula smaller than 2 mm. This means that extreme
should be adopted especially when working at the level of the LSC, which represents
area involved in the large majority of the cases. This was recorded in 95.2 % of our
;in 86.3 % the LSC was the only location, while in an additional 8.9 % it was found
sociation with other locations. Fistulae of the cochlea or the remaining portions of the
rior labyrinth are particularly rare. However cochlear and multiple fistulae are
rally the most risky in terms of hearing deterioration.

Much debate still exists on the best surgical treatment for fistulae. The problem is
ticularly serious in presence of a large fistula due to the possibility of adhesions
een the matrix and the membranous labyrinth. The 2 possible options consist of
val of the fistula matrix, so that the bony fistula can be sealed with fascia and bone
ior leaving the matrix in place to diminish the risk of inner ear traumatism and

ng to the intraoperative ev.
8 %) and 66 large fistulae
1.8 % with 20.2 % cana
g recent years with the majorit
1 technique.
e and left in situ in the remainin
e it appears that the perc
ile in large fistulae the p
(Table 2).

Matrix in situ

13 (22'43’) tion. In cases in which a canal wall-up technique is performed the matrix can be
iﬁ ggg 7" 3 ved during the first or second stage; the second option is adopted in order to reduce
D70

sk of infective inner ear contamination. Of course performance of a canal wall down
ique is mandatory when the matrix is left in place. Criteria influencing treatment
ection are represented by fistula size, preoperative hearing (ipsilateral and
alateral), fistula location and the surgeon’s attitude.

echnically, matrix treatment must always be left to the end of surgery and in no
- suction should be applied directly to the fistula. When the matrix is left in situ its
ers must be sharply dissected in order to diminish the traumatism to the inner ear.
In our series both treatments were adopted, with a preponderance of removal of the
(63.7 % vs 36.3 %). However, as shown in our results, leaving the matrix in situ

Jue was the operation
ses of large fistulae (8
in situ in 7 cases durl
luring the second sta
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the only hearing ear.

References

1. Jang CH, Merchant SM. Histopathology of labyrinthine fistulae in chronic otitis m

Otol 18: 15-25, 1997.

2. Herzog JA, Smith PG, Kletzker GR, Maxwell KS. Management of labyrinthine

secondary to cholesteatoma. Am J Otol 17: 410-415, 1996.

3. Sanna M. Management of labyrinthine fistulae. In: Marquet J, ed. Surgery and patho!

middle ear. Boston: Martinus Nijhoff; 1985.

? n, A. Chays, editors.

Management of Laby)

0 Trabalzini, Silviu Albu , G.
ment of Otosurgery , Padova ,Italy

uction

versy remains regarding the
ication of chronic otitis medi
ersus canal down approaches
ttled [1]. This study was comple

om in 130 patients. In 70 % «
ular disturbances were docume
Patients. Follow-up ranged fro
of the postoperative cochlear f
encies of 0.5,1, 2 and 3 kHz w:
€ase in bone conduction PTA s
_Several factors were evaluatec
Ice of infection in the operate
ement of the matrix (matrix r
Cation advocated by Chiossor
nnth: type I refers to thinning of
labyrinth is exposed but pro
€um : the perilymphatic spac
>CNIS an extensive destructior
1ding to their size at operation us
Um (1-2 mm) and large (> 2mr

,ffor Corresp
=2~ Italy
- 139,

041-529.4419 . Fax: +39-041-529.4

ondence : Pr Gregorio Bat




