


he sensation that you are moving, or
everything moves around you.



ENT disorders
BPPV
Vestibular neuritis
Méniere-disease (M.D.)
Bilateral vestibulopathy
Labyrinthitis

tigo and dizziness

Fracture of the ter al bone

Vestibular schwat

Superior semicit
dehiscence (SSCL

Vestibular mi
Vestibular parc

Neurologlcal ¢

= Heart diseases: 63% has
dizziness, 37%: the only
symptom!!!

(panic, phobia)
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http://en.wikipedia.org/wiki/Horizontal_semicircular_canal
http://en.wikipedia.org/wiki/Posterior_semicircular_canal
http://en.wikipedia.org/wiki/Otolithic_organs

disorders

Trauma:
Fracture
Perilymph-fistula
Infection:
Vestibular neuritis
Herpes zoster oticus
Labyrinthitis
Vascular:

vascular loo:
Tumors:



Fracture of the temporal (pyre
Cause of vertigo: |
- labyrinth commotion
- labyrinth injury
- vestibular nerve injury

Perilymph fist:
Round windo
pressure

Symptoms: vertig

Therapy: «




Herpes
herpes zoster oticus

Ramsay-Hunt syndrome:
vestibular nerve (n.VIII) iny




uritis / neuronitis

vestibular function - on one side

Frequent

Cause: Viral infection (HS
cranial nerve) is believed tc
ischemia also may be a cause.

Patient history:

Lasts more tk
remain for mon

Vertigo ever

Harmonic periferal syndrome

HIT (head impulse test / Halmagyi's test) positive on the affected side!!!= saccadic
eye movement turning to the affected side



Caloric test: Affected side has 1m
44°) stimulation.

Head impulse test (HIT):

Ask the patient to maintain fixation ¢
passively, rapidly andomly to

Normal (negative): ga n the fixate

function

Abnormal (positive
saccad appears a

Therapy:
Hydration if vomitin
Early mobiliz: A

r neuronitis



Affects hearing and balance!
Background: Endolymph hydrop

ATTACKS (20 minutes-12 hou:
- Vertigo with nystagmus
- Nausea and vomiting

- Hearing loss on the affected side (s
freque

ECoG

s disease (M.D.)

Michael Finney: Vertigo




Pathophysiology

e

~ Genetic_factors

- Extrinsic factors (trauma, otosclerosis, chronic suppurative
otitis)

- ADH (vasopressin)

- Allergy

- Viral infections (CMV)

- Autoimmune reaction

- Excytotoxicity, apoptosis



Pure tone audiometry

AUDIOGRAM




Objective Audiology

Normal EcoG

BERA /ABR — ECoG
Endolympha hydrops

-SP/AP =0,28
- +SP/AP = 0,21




,Certain” : histopathc

,Definite”;: 2 o
measured by
affected ear
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more tipica
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e
= Benign paroxysmal positional
vertigo

Most frequent (older ag

' attacks last for max. 1 minute provoked by a specified head
ement

Dix-Hallpike maneuver
Epley-maneuver

. Supine roll test
m BBQ maneuver




Posterior
Semi-Circular

Dark Cells
Utricle

Saccule

Otoconia

Displaced
Otoconia

® Northwestern University



sley maneuver

- © Buzzle.com

The maneuver moves the particles (otoconia) from areas in the
semicirculat canal, which cause symptoms (such as vertigo), and
repositions them into areas where they do not cause these
problems.



vestibulopathy

Bilateral loss of peripheral ves i = poor quality of life!
(fortunately not too frequer

Symptoms:

Mystory vestibulotc
é

niére’s-disease...

Diagnosis:

No nystagmus
(HIT) is positive bilaterally !!!
No caloric respo

Prevention!!!



r schwannoma

Vestibular Acoustic
neuroma

Bening tumor, slow grov

Symptoms:
One sided tinnitus (usually the

Dizziness, dyse

Diagnosis:



a—

D (superior semicircular canal
cence, 3.window syndrome)

Superior semicircular canal dehiscence

Temporal muscle  Temporal bone

Outer Ear Middle Ear  Inner Ear



micircular canal
dow syndrome)




ompression
roxysmla)

Causes: AICA - artery co esses the VIII

Dg: MRI + patient hist
Symptoms:
Attacks of ‘
- vertigo for secor
- hearing loss
- tinnitus
Therapy: o
- Carbamazepin



Vestibu

~ CHAMELEON

HIT can be positive

Spontaneus nystagmus can t

Central nystagmus can be
Hearing loss can be
20%: endolymphati

Criteria:
- Atleast 5

grain



onal vertigo

History:

Phsychothef g






t history!

attacks or not?

between the attacks do they have
duration of the attac

lasts more than 24 ha acut vestibt
accompanying sym .



Duration of vertigo

Time Peripheral Central

Seconds BPPV VB-TIA, aura of
epilepsy

Minutes perilymph fistula VB-TIA, aura of
migraine

(Half) hours

Meniére disease

basilar migraine

Days

vestibular neuronitis
labyrinthitis

VB stroke

Weeks, Month

acustic neurinoma,
drug toxicity

multiple sclerosis
cerebellar
degenerations




AVS (acut ves

Vertigo, >24 hours + nausea/vomiti
NYSTAGMUS (central? perif

- Vestibular neuronitis (labyrinth
- Multiple sclerosis!

25% central origin
50% of them have no foca




AVS (acut vestibular syncdrome)

CT scan X

MRI X

H.L.N.T.S. plus protocol first 1-2
than MRL

H.IN.T.S. H hanging ystagmus, estof kew

plus 0SS 7 rior inferior cerebellar artery) /

So if the dizzy patient !
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Head Impulse| Nystagmus

Sudden hearing loss



examination

ole, during attack)

. Eardrum (usually negative!l!)
. Spontanous nystagmus - perifer
. Head shaking test

. Head Impulse Test (HIT, Halmagyi
lesions

. Skew-deviation - no ve

. Vestibulo-spinal reflexe
Barany-test) toward

. Cranial nerves
. Positional examina

9. Hearing test - with w

10. Tun1n§ fork (Web
loss:



tal examinations

VNG (Videonystagmograp
examination, positional nyste

ENG (Electronystagmography) -
examination

1 impulse test) goc b semicircular canals






tests, only by comparison v
(=tinnitometry).

Very common in adults

Most people with chron
5 will find it distuz

1% very severe - le




tive tinnitus

Causes:
Sudden deafness
Méniere’s disease
Acute or chronic noise traun
Presbyacusis
Hereditary inner e
Vestibular schwa

Ototoxic drugs
Otosclerosis



tinnitus:

Tinnitus that sounds like a h

Causes of objective

Stenosis of the arteries

Vascular tumors '



subjective tinnitus

THEORIES:

-spontaneous activity of th



Perception & evaluation

Auditory & other cortical areas

Detection — Emotional associations
Subeortical Limbic spatem

Cochlea Body reaction
i ' Aulonomid Rervous .i].'.'.'!-'m

Extecnal sound TRT Model




1akes tinnitus worse
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S can cause:

>creased olerance
speech understanding
stress, depression
entration

medicine

he

Tyler and Baker, 1983



Inations

Examination of the ears

Subjective audiometry (pure
audometry, tinnit y)

Objective test
(Transient Oto.
OtoAcustic Em



Still we do not have a mechanism-k
tinnitus!!!
Most people learn to live with tinr

this difficult.

- avoid : loud noise, medice

link between tinnitus perception and the negative or
iated with it.

Ignoring it rather than focusing on it can provide relief.



sliraining Therapy

Two key components:
Counseling -
So patients will be able to

education (i.e., the more

Sound therapy
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