Otology

online© ML Comm
Korean J Otorhinolaryngol-Head Neck Surg 2010;53:761-7 /DOI 10.3342/kjorl-hns.2010.53.12.761

pISSN 2092-5859 / eISSN 2092-6529

Evaluation of Vestibular Function in ldiopathic
Sudden Sensorineural Hearing Loss

Keon Park, Jae Ho Chung, Hyun Jung Min, Seung Hwan Lee and Chul Won Park
Department of Otolaryngology-Head and Neck Surgery, College of Medicine, Hanyang University, Seoul, Korea

S WRERtelN 747159 Wt

g A - AAYS - 1dA - o}%h k9l
ghopefstin ojatefat ofulelf i

Received August 2, 2010
Revised  October 23, 2010
Accepted November 11,2010
Address for correspondence
Seung Hwan Lee, MD, PhD
Department of Otolaryngology-
Head and Neck Surgery
College of Medicine,

Hanyang University,

249-1 Gyomun-dong,

Guri 471-701, Korea

Tel +82-31-560-2363

Fax +82-31-560-2894

E-mail shleemd@hanyang.ac.kr

Background and Objectives It is very important to evaluate vestibular function in pa-
tients with sudden sensorineural hearing loss (SNHL) because vertigo combined with sud-
den SNHL is well known as an important prognostic factor. However, the vestibular func-
tion test is not usually performed in sudden SNHL patients without vertigo. We investigated
whether different vestibular function tests such as the results of vestibular evoked myogenic
potential (VEMP) testing or caloric testing were correlated to prognosis in not only sudden
SNHL patients with vertigo but also in sudden SNHL patients without vertigo.

Subjects and Method We enrolled in our study 47 patients with idiopathic sudden SNHL
with vertigo or without vertigo. The degree of initial hearing loss was categorized as mild,
moderate, moderate-severe, severe, and profound group. Types of initial audiograms were
categorized as high tone loss, low tone loss, flat and scale out type. We analyzed the associ-
ation of the VEMP and caloric test with degree of hearing loss, type of audiogram, and hear-
ing recovery in two month.

Results The more sever the hearing loss was, the more increased was the rate of abnormal
VEMP response (p=0.003). The rate VEMP and caloric abnormality was higher in hearing
loss types with high tone loss than in the types with only low tone loss. The rate of accompa-
nying vertigo was high (p=0.017), when the hearing loss was more severe. There was signifi-
cant correlation between the hearing recovery and vestibular dysfunction (p=0.000, r=0.563).

Conclusion VEMP and caloric test are useful in evaluating vestibular function and prog-
nosis of sudden SNHL patients. Korean J Otorhinolaryngol-Head Neck Surg 2010;53:761-7
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Table 1. Demographic findings of sudden sensorineural hearing
loss

Demographic findings No. of patient (%)
Sex

Male 23 (49%)

Female 24 (51%)
Age

10-19 1(2%)

2029 1(2%)

3039 7 (15%)

40—49 17 (36%)

50—59 10 (22%)

60—69 9 (19%)

70— 2 ( 4%)
Side

Right 19 (40%)

Left 28 (60%)
Dizziness

Presence 20 (43%)

Absence 27 (57%)

Table 2. Neuro-otologic result of sudden sensorineural hearing
loss

Neuro-otologic result No. of patient (%)

Degree of initial hearing loss

Mild 9 (19%)
Moderate 3( 6%)
Moderate-severe 7 (15%)
Severe 18 (39%)
Profound 10 (21%)
Type of initial audiogram
Low-tone 9 (19%)
High-tone 9 (19%)
Flat 18 (39%)
Scale out 11 (23%)
VEMP
Normal 10 (22%)
Abnormal 19 (40%)
Abscent 18 (38%)
Caloric test
Normal 23 (49%)
Abnormal 24 (51%)
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