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Abstract:

Introduction: Sudden sensorineural hearing loss (SSNHL) is an otological emergency that requires early and
appropriate intervention for better outcomes. While the exact cause remains unclear in most cases, various
theories have been proposed. As a result, there is no universally accepted management protocol, though oral
steroids remain the primary treatment. However, the systemic side effects of steroids often restrict their dose and
duration, necessitating the exploration of alternative administration methods to improve recovery.

Materials and Methods: This prospective randomized controlled study involved 50 patients with SSNHL.
Detailed histories were obtained, followed by comprehensive physical and otorhinolaryngological examinations.
Audiological assessments, including tuning fork tests and pure tone audiometry (PTA), were performed for all
patients. Participants were randomly assigned to two groups. Group I (control) received standard treatment with
systemic steroids and intratympanic injections of 0.5 ml normal saline (placebo). Group II (study group)
received standard treatment with a combination of systemic steroids and intratympanic injections of 0.5 ml
dexamethasone (4 mg/ml). PTA was repeated on days 5, 10, 15, and 1 month post-treatment to assess hearing
improvement statistically.

Results: At baseline, the mean PTA (dB) was 66.1£16.3 in Group I and 64.2+15.2 in Group II, with no
statistically significant difference (p = 0.670). After one month, the mean PTA improved to 46.3+14.2 in Group
I and 29.5+13.0 in Group II, demonstrating a statistically significant difference (p = 0.0001). The average PTA
gain was 19.8421.5 in Group I and 34.8+14.2 in Group II, also showing statistical significance (p = 0.006). At 1
month, significant improvement in average PTA gain was observed at 2000 Hz and 4000 Hz between the
groups, but not at 500 Hz or 1000 Hz.

Conclusion: Combining intratympanic steroids with systemic steroids in SSNHL management enhances
outcomes by addressing the limitations of systemic steroid administration. Combination therapy resulted in a
higher recovery rate, with patient age and comorbidities showing no impact on final outcomes. However, the
severity of hearing loss and the affected frequency influenced recovery.
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Introduction

The auditory sense is crucial in engaging with the
environment and communicating with others.
Unaddressed hearing loss is the third largest
contributor to Years lived with disability globally.
At present, more than 1.5 billion people in the
world are affected by hearing loss. [1] Loss of
hearing, if not identified and addressed promptly,
can adversely affect the quality of life,
psychosocial ~ well-being, and interpersonal
relationships. Sudden sensory neural hearing loss
(SSNHL) is an otological emergency with a unique
presentation that needs early identification and
intervention to achieve better hearing recovery. It is
defined as a sudden onset of hearing loss occurring
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over 72 hours of a minimum of 30 dB over 3
contiguous frequencies. [2] The estimated annual
incidence globally is 5-20 per 100000 persons.
Any age group can be affected with a peak in the
6th decade and with no gender preference. 99% of
the cases have unilateral hearing loss. [3]

The precise cause of sudden sensory neural hearing
loss is understood only in less than 5-10% of the
cases. 3 Several pathophysiological mechanisms
have been proposed as etiology for the condition
including infections caused by various agents such
as viruses, and bacteria and as a part of fungal
meningitis. Other causes include various vascular
pathologies such as vascular occlusion by thrombus
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or emboli, vasospasm, ischemia, hyper viscosity,
endolymphatic hydrops, as a part of systemic
immune-mediated disorders and genetic
syndromes, neoplasms, ototoxic medications, head
injuries, and intra-cochlear membrane rupture.

However, the majority of the incidences are
idiopathic. [4] Several factors are attributed to the
prognosis of SSNHL. The presence of symptoms
such as wvertigo, tinnitus, associated systemic
illness, duration between the onset of hearing loss
and the start of the treatment, age of the patient, the
severity of hearing loss, and pattern of audiogram
are the factors that are commonly shown to
influence the outcome, but definite conclusions are
lacking. The spontaneous recovery rate has been
between 32% to 65%. [3] Currently, systemic
steroids are widely accepted as the mainstay
treatment, commonly administered through the oral
route. Other treatment measures include anti-viral
agents, antioxidants, hyperbaric oxygen therapy,
and Vaso-active and vasodilator agents, but
evidence of their efficacy is inconclusive. [2]
Steroids can have different effects on the inner ear,
such as suppression of inflammation, improvement
of the microvascular blood flow, and modulation of
the ion and fluid homeostasis. [5,6]. However
systemic administration can be limited by the
blood-labyrinthine  barrier reducing effective
exchange and side effects on prolonged usage. The
supporting evidence for the use of only systemic
steroids in achieving a significant outcome is weak.

Intratympanic injection of steroids is a minimally
invasive procedure and can result in a higher
concentration of steroids to perilymph fluid
compared to the systemic route due to the diffusion
of steroids from the middle ear across the middle
ear barriers. [7] This route has the advantage of
minimal systemic side effects. [8]

The present study is intended to assess the efficacy
of a combination of intratympanic steroids along
with systemic steroid therapy to achieve a better
hearing outcome.

Objective

To determine the outcome of hearing improvement
in patients receiving systemic steroid therapy alone
and those patients receiving systemic steroid along
with intratympanic steroid therapy.

Methodology

This prospective randomized controlled study was
conducted in the department of ENT at Bangalore
Medical College and Research Institute, Bangalore
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from February 2021 to August 2022. The study was
approved by the institutional ethical committee.

Fifty patients diagnosed with SSNHL were
included in the study. The sample size was
calculated using the formula N =2 (Zoa +Z1-B)’c
2/d*> with a 95% confidence interval and 10%
relative error, and the ¢ value was calculated based
on Puretone audiometry of pre and post-treatment
patients which was 8.4 in a similar study. [9]

Patients above 18 years of age with a history of a
sudden decrease in hearing within 3 days and
sensory neural hearing loss of a minimum of 30db
for a minimum of 3 contiguous frequencies
demonstrable by PTA were included in this study.

Patients with conductive hearing loss and those
presenting with hearing loss due to CNS causes
with associated symptoms like visual disturbances,
muscle paralysis, nausea, vomiting, vertigo, etc.,
post-traumatic SSNHL, previously treated cases of
sudden sensory neural hearing loss were excluded.

A detailed history was taken followed by a
complete general physical examination and
otorhinolaryngological examination. Audiological
tests like tuning fork test and pure tone audiometry
were done for all patients. Patients were randomly
divided into two groups Group I and Group II,
based on balanced randomization by WINPEPI
software version 11.65 6,7.

Group I (Control group) included patients receiving
the standard treatment regimen along with systemic
steroid therapy and intratympanic injection of 0.5
ml of normal saline (placebo).

Group II (Case/study group) included patients
receiving the standard treatment regimen with a
combination of intratympanic injection of 0.5ml of
dexamethasone (4mg/ml) and systemic steroid
therapy.

The standard treatment regimen includes [9,10,11]:

Tab Acyclovir 800 mg QID for five days [9]
Tab Vitamin B12, 1200 mg, per oral, OD
Antioxidant vitamins like A, C, and E [10]

Tab Prednisolone 1mg/kg body weight /day to
a maximum of 60mg/day for 14 days and ta-
pered every five days. [11]

bl e

Intratympanic injections were given on days first,
third, fifth, seventh, and ninth. Patients were
followed up on days 5, 10, 15, and 1 month from
the start of treatment with a pure tone audiometry
test. Hearing loss in patients was calculated with
PTA using Extended Fletcher Index.
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Hearing improvement based on Siegel’s criteria [12]

SIEGEL’S Criteria

TYPE

Hearing recovery

Complete recovery

Final hearing better than 25dB

Partial recovery

> 15dB gain and final hearing 25-45dB

Slight improvement

>15dB gain and final hearing poorer than 45dB

No improvement

< 15dB gain and final hearing poorer than 75dB

Results

Data was compiled into Microsoft Excel 2016 and
analyzed using IBM SPSS Statistics for Windows,
Version 29.0 (Armonk, NY: IBM Corp).

Descriptive statistics, including frequency and
percentage analysis, were used for categorical
variables, while the mean and standard deviation
(S.D.) were applied to continuous variables. To
assess the differences between paired groups, the
Paired Sample t-test was employed, and for
independent groups, the Independent Sample t-test
was used. The Chi-Square test evaluated

significance in categorical data, and Fisher's Exact
test was applied when expected cell frequencies in
2x2 tables were less than 5. A p-value of <0.05 was
considered statistically significant across all tests.

Demographics and Clinical presentation in the
study

The study included 50 patients with Sudden
Sensory Neural Hearing Loss, with a mean age of
40.6 + 10.3 years. In Group I, the mean age was
39.4 £ 9.9 years, while in Group II, it was 41.8 £
10.7 years. The male to female ratio in the study
was 1.9:1, indicating a predominance of males.

Table 1: Age distribution among study patients

Variable Groups N Mean SD P value
Age Group | 25 394 10.0 0.417
Group 11 25 41.8 10.8

Gender Distribution

18
16
14
12
10

o N A O

Group |

Group I

Male mFemale

Graph 1: Gender distribution among study groups. P value:0.765

Among the 25 patients, Group 1 had 13 individuals with left ear involvement and 12 with right ear involvement.
In Group II, 8 patients had left ear involvement, while 17 had right ear involvement. The distribution was not

statistically significant (p Value: 0.160).
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Affected Ear

Left

Right

Group | mGroup Il

Graph 2: Distribution of affected ear. P value: 0.160.

The hearing loss of study participants at the time of
presentation was classified into five groups based
on WHO guidelines.

In Group I and Group II mild hearing loss was seen
in 1 and 2 participants respectively, moderate
hearing loss was seen in 6,7 participants

respectively, and severe hearing loss was seen in 7,
and 6 participants respectively. Very severe hearing
loss was seen in 11, 9 participants and profound
hearing loss, 0,1 participants respectively. There
was no statistically significant difference in the
degree of hearing loss (0.793).

Severity of Hearing loss

12

10

o mil

Mild Moderate

Severe

Very severe Profound

Group | mGroup Il

Graph 3: Severity of hearing loss. P value: 0.793

The study considered co-morbidities such as
diabetes, hypertension, thyroid disorders, smoking,
and alcohol use. Among the patients in Group I, 16
individuals had co-morbidities, while 9 had no co-

morbidities. In Group II, 19 patients had co-
morbidities, and 6 had none. The distribution of co-
morbidities between the groups was not statistically
significant (p-value: 0.355).

Table 2: Co-morbidity among the patients

Variable Group Present Absent p
Co-Morbidity Group | 16 9 0.355
Group 11 19 6
Total 35 15

Murali et al.
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In Group I, patients with mild hearing loss had no
co-morbidities. Among those with moderate
hearing loss, 18.8% had co-morbidities, while
33.3% had none.

For patients with severe hearing loss, 31.3% had
co-morbidities, and 22.2% had none. In cases of
very severe hearing loss, 50% had co-morbidities,
and 33.3% had none. In Group II, 10.5% of patients
with mild hearing loss had co-morbidities. Among

e-ISSN: 0975-1556, p-ISSN: 2820-2643

those with moderate hearing loss, 15.8% had co-
morbidities, while 66.7% had none. For patients
with severe hearing loss, 31.6% had co-morbidities.

In cases of very severe hearing loss, 36.1% had co-
morbidities, while 33.3% had none. Among those
with profound hearing loss, 5.3% had co-
morbidities. The difference among both the groups
across these categories was not statistically
significant (p = 0.420 & 0.132).

Table 3: Relation between severity of hearing loss and co-morbidity among the patients

Group Severity of hearing | Co-morbidity P value
loss Present Absent

Group I Mild 0.0% 11.1% 0.420
Moderate 18.8% 33.3%
Severe 31.3% 22.2%
Very severe 50.0% 33.3%

Group 11 Mild 10.5% 0.0% 0.132
Moderate 15.8% 66.7%
Severe 31.6% 0.0%
Very severe 36.1% 33.3%
Profound 5.3% 0.0%

Treatment outcome: At the initial presentation,
the mean PTA (dB) was 66.1+£16.3 in group I and
64.2+15.2 in group II, with no statistically
significant difference (p = 0.670). After 15 days of
treatment, the mean PTA (db) decreased to
52.3+12.3 in group I and 45.7+15.5 in group II, but
this difference remained statistically insignificant

(p = 0.097). However, one month following the
treatment, the mean PTA in group I was 46.3+14.2
compared to 29.5+13.0 in group II, showing a
statistically significant difference (p = 0.0001). The
gain in average PTA was 19.8+21.5 in group I and
34.8+14.2 in group II, the difference of which was
also a statistically significant (p = 0.006).

Table 4: Mean PTA among the patients

Mean PTA Group N Mean SD P value

At presentation | Group I 25 66.1 16.3 0.670
Group I 25 64.2 15.2

At 15days Group 1 25 52.3 12.3 0.097
Group 11 25 45.7 15.5

At 1 month Group | 25 46.3 14.2 0.0001
Group 11 25 29.5 13.0

Gain in PTA Group | 25 19.8 21.5 0.006
Group I 25 34.8 14.2

Frequency-specific recovery was compared be-
tween two groups. In Group I, the average Pure
Tone Audiometry (PTA) thresholds at presentation
were 68 = 19.6 dB, 69 + 22.5 dB, 62 + 23.4 dB,
and 64 + 28.1 dB for 500 Hz, 1000 Hz, 2000 Hz,

and 4000 Hz, respectively. After one month of
treatment, these thresholds improved to 46 = 22.2
dB, 45 +20.1 dB, 43 + 18.9 dB, and 49 + 22.9 dB,
with a statistically significant difference (p =
0.002).

Table 5: Frequency specific recovery among the patients

Group Frequency Presentation (dB) 1 Month (dB) P value
Group | 500Hz 68+ 19.6 46 +£22.2 0.002
1000Hz 69 +£22.5 45 +20.1
2000Hz 62+234 43 +18.9
4000Hz 64 + 28.1 49 +229
Group II 500Hz 62 +21.7 27+16.5 0.001
1000Hz 58+£22.2 30+21.5
2000Hz 65+ 23.1 29+ 148
4000Hz 70 £24.7 30+ 16.9
Murali et al. International Journal of Pharmaceutical and Clinical Research

2177




International Journal of Pharmaceutical and Clinical Research

At 1 month of follow-up, the gain in average PTA
at specific frequencies showed varying levels of
significance between Group I and Group II. At 500
Hz, the values were 22 + 25.4 in Group I and 35 +
28.4 in Group II, with the difference not being sta-
tistically significant (p Value: 0.0946). Similarly, at
1000 Hz, the values were 24 £26.1 and 28 £26.1 in

e-ISSN: 0975-1556, p-ISSN: 2820-2643

Groups I and II, respectively, with no significant
difference (p Value: 0.5904). However, at 2000 Hz,
the gain was 19 + 28.4 in Group I and 36 + 23.2 in
Group II, showing a statistically significant differ-
ence (p Value: 0.0249). At 4000 Hz, the values
were 15 + 29.1 in Group I and 40 + 24.2 in Group
II, with a significant difference (p Value: 0.0018).

Table 5: Comparing Gain in average PTA at specific frequency among the patients at 1 month of follow

up
Group Frequency Group 1 Group 11 P Value
Gain in PTA 500Hz 22+25.4 35+284 0.0946
1000Hz 24 £26.1 28 £26.1 0.5904
2000Hz 19 +28.4 36+23.2 0.0249
4000Hz 15+29.1 40+£24.2 0.0018

The outcome in terms of recovery was assessed
using Wilson et al criteria. In group I, out of 25
patients, 8.0% patients had complete recovery,
36.0% patients had partial recovery, 24.0% patients
had slight improvement, and 32.0% patients had no
recovery. In group II, 52.0% of patients had

complete recovery, 28.0% of patients had partial
recovery, 16.0% of patients had slight
improvement, and 4.0% of patients had no
improvement. The difference was statistically
significant (p-value: 0.003).

Category of Recovery

60.00%

50.00%
40.00%

30.00%

20.00%

10.00% I

0.00% ]

Complete recovery Partial recovery Slight improvement No improvement

Group | mGroup Il

Graph 4: Category of recovery. P value: 0.003.

In Group I, 12.5% of patients with complete
recovery had co-morbidities. Among those with
partial recovery, 37.5% had co-morbidities, while
33.5% had none. For patients with slight
improvement, 25.0% had co-morbidities, and
44.4% had none. In cases of no improvement
category, 25.0%% had co-morbidities, and 33.3%
had none. In Group II, 56.2% of patients with
complete recovery had co-morbidities and 50.0%

Murali et al.

had none. Among those with partial recovery,
31.6% had co-morbidities, while 16.7% had none.
For patients with slight improvement, 15.8% had
co-morbidities and 16.7% patients had none. In
cases of no improvement category, 16.7% had no
co-morbidities. The difference among both the
groups across these categories was not statistically
significant (p = 0.604 & 0.316).
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Table 6: Relation between the category of recovery and co-morbidity among the patients

Group Category of recovery Co-morbidity P value
Present Absent

Group I Complete recovery 12.5% 0.0% 0.604
Partial recovery 37.5% 33.5%
Slight improvement 25.0% 22.2%
No improvement 25.0% 44.4%

Group 11 Complete recovery 56.2% 50.0% 0.316
Partial recovery 31.6% 16.7%
Slight improvement 15.8% 16.7%
No improvement 0.0% 16.7%

Discussion: severe and moderately severe hearing loss (26.0%).

Sudden Sensorineural Hearing Loss (SSNHL) is
characterized by a hearing loss of 30 dB or more
across three consecutive frequencies within 72
hours period. In most cases, the exact cause
remains unknown, which highlights the need for an
empirical treatment approach. While steroids are
the primary treatment option, the optimal mode and
timing of administration are still debated.
Intratympanic steroid delivery offers a potential
advantage by bypassing the limitations of systemic
steroids, allowing for a higher concentration of the
drug to reach the inner ear. In this study, we have
assessed the efficacy of intratympanic steroid
administration in the management of SSNHL. The
patient’s demographic factors were similar in both
treatment groups, eliminating the possibility of
confounding bias. The mean age of the study
population was 39.4 + 10.0 years in Group I and
41.8 £ 10.8 years in Group II. These findings are
comparable to those reported by Ahn et al [12] and
Jeong-Hoon Oh, MD et al [13]. Sudden
Sensorineural Hearing Loss (SSNHL) is observed
to affect the middle-aged population more
frequently. In older individuals, it often goes
unnoticed due to the presence of preexisting
presbycusis (age-related hearing loss), while
younger individuals tend to have a better response,
leading to higher rates of spontaneous recovery.

Out of 50 patients, 33 were males (66%) and 17
were females (34%), resulting in a male-to-female
ratio of 1.9:1, consistent with findings from the
study conducted by Srirangaprasad et al [14]. This
male predominance could be attributed to the
higher prevalence of risk factors, such as smoking
and alcohol consumption. In our study, unilateral
hearing loss was more commonly observed, with
right ear involvement being more frequent than left,
consistent with findings by Lu Y and Zhou L [15].
In contrast, a study by Oh JH, Park K et al; [13]
reported that bilateral hearing loss was more
commonly seen in older patients with preexisting
conditions such as diabetes mellitus and lipid panel
abnormalities, a pattern not observed in our study.

The most common presentation in our study was
very severe hearing loss (40.0%), followed by
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This

contrasts

slightly ~ with

studies by

Srirangaprasad K et al [14] and H. Vijayendra et al
[16], which identified severe hearing loss as the
most common presentation. No statistically
significant difference was observed in the degree of
hearing loss between the two groups (p > 0.05).

At the initial presentation, the mean Pure Tone
audiogram Average (PTA) was 66.1 £ 16.3 in
Group I and 64.2 £ 15.2 in Group II, with no
statistically significant difference (p = 0.670). After
15 days of treatment, the mean PTA improved to
52.3 +12.3 in Group I and 45.7 + 15.5 in Group II,
though this difference remained statistically
insignificant (p = 0.097). However, one month into
treatment, the mean PTA in Group I was 46.3 +
14.2 compared to 29.5 + 13.0 in Group II, showing
a statistically significant difference (p = 0.0001).
The gain in PTA was 19.8 + 21.5 in Group I and
34.8 + 14.2 in Group II, also showing a statistically
significant difference (p = 0.006). A study by Jong
Bin Lee et al [17] reported similar findings, with a
mean PTA of 74.6 + 252 at the time of
presentation and after 6 weeks of intratympanic
injection, a mean PTA of 63.2 + 25.6, with a mean
PTA gain of 11.4 dB, which was statistically
significant (p = 0.004). In their control group, the
mean PTA at presentation was 72.9 + 24.2, and
after 6 weeks it was 71.2 = 24.6 dB, with a gain in
PTA of 1.7 dB, which was not statistically
significant (p > 0.05).

At 1 month of follow-up, the gain in average PTA
showed significant improvement at 2000 Hz and
4000 Hz between Group I and Group II, but not at
500 Hz or 1000 Hz. Similarly, Ahn et al [12]. re-
ported greater improvements at 500 Hz and 2000
Hz in the early-ITD group compared to the control,
with minimal hearing improvement across all
groups at higher frequencies (3000 and 8000 Hz).
The cochlea's tonotopic structure, with low fre-
quencies at the apex and high frequencies at the
base, and its vulnerability to vascular injuries and
oxidative stress, particularly at the base, make high
frequencies more prone to damage but also more
likely to recover with treatment. In our study, high
frequencies showed statistically significant recov-
ery, while mid and low frequencies also improved
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compared to the control, though the differences
were not statistically significant. [18] The outcome
of recovery in our study, assessed using Sigele’s
criteria [12], showed distinct differences between
the two groups. In Group I, which consisted of 25
patients, 8.0% experienced complete recovery,
36.0% had partial recovery, 24.0% showed slight
improvement, and 32.0% had no recovery. In
contrast, Group II, which received combination
therapy (standard treatment plus intratympanic
steroid injection), demonstrated significantly better
outcomes, with 52.0% achieving complete
recovery, 28.0% having partial recovery, 16.0%
showing slight improvement, and only 4.0%
experiencing no improvement.

This difference between the two groups was
statistically significant (p = 0.003), indicating a
better prognosis with combination therapy. These
findings are consistent with studies by Battaglia et
al [19], Sukhdev et al [20], and Ahn et al [12],
which also reported higher recovery rates in
patients receiving combination therapy. Similarly,
Petros et al [21] and Godogan et al [22] reported
positive outcomes with intratympanic injections,
though their results were not statistically
significant. This supports the efficacy of additional
intratympanic steroid injections in managing
SSNHL, as they bypass local barriers and deliver a
higher concentration of medication to the inner ear.
However, a meta-analysis by Anup Singh et al [23]
Suggests uncertainty about the overall efficacy of
intratympanic steroid use.

The study also considered co-morbidities such as
diabetes, hypertension, thyroid disorders, smoking,
and alcohol use. In Group I, 16 patients had co-
morbidities, while 9 had none. In Group II, 19
patients had co-morbidities, and 6 had none. A
similar study by Wen Xie et al [2] concluded that
there was no significant difference in the
prevalence of co-morbidities, such as hypertension
and diabetes, or the incidence of smoking and
alcohol use between the case and control groups (p
> 0.05).

In our study, the majority of patients with co-
morbidities presented with severe or very severe
hearing loss compared to those with mild or
moderate hearing loss, though this difference was
not statistically significant (p > 0.05). When
comparing recovery rates and co-morbidities,
Group II (patients treated with intratympanic
steroids) showed a higher rate of complete recovery
(52.6%) compared to Group I (12.5%), but this
difference was not statistically significant (p >
0.05). This confirms that while intratympanic
injections are effective in SSNHL management, co-
morbidities do not appear to significantly impact
the prognosis. Various theories have been proposed
to explain sudden sensorineural hearing loss
(SSNHL), but none have gained widespread
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acceptance. The inflammatory reaction theory is
the most credible, supported by several
observations: SSNHL has been linked to upper
respiratory illnesses; antibodies to various viruses
have been detected in SSNHL patients; and
laboratory tests show a cascade of inflammatory
cell death associated with the condition. These
findings help clarify why corticosteroids, which are
anti-inflammatory drugs, remain the only effective
treatment option, while other treatments like
vasoactive hemodilution substances, systemic
antiviral agents, carbogen, and vitamins have been
abandoned.

Corticosteroids are used for their ability to reduce
inflammation and edema, making them the
mainstay in the management of SSNHL. Numerous
studies confirm the efficacy of oral steroids in
facilitating recovery. However, the potential for
systemic side effects with higher doses or long-
term use presents a limitation. As an alternative,
intratympanic  steroid injections have gained
popularity, allowing for direct delivery to the inner
ear and minimizing systemic side effects. This
method not only achieves higher drug
concentrations in the target area but also enhances
early hearing recovery. Research indicates that
combining intratympanic injections with standard
systemic steroids can lead to earlier and more
significant hearing improvements.

Common complications from intratympanic
injections include pain, transient dizziness, middle
ear infections, vaso-vagal reactions, and the risk of
persistent  tympanic membrane  perforation.
However, it is a less invasive, safer, better
compliance and more effective approach to the
management of SSNHL. It's cost-effective, less
cumbersome, and easy to perform in office setup
compared to other modalities of inner ear drug
delivery. [25,26,27]

Conclusion

SSNHL is an otological emergency that can have a
significant impact on a person's quality of life. The
specific cause is not identifiable in the majority.
Despite the common use of systemic steroids as the
initial treatment, there is limited evidence to
support its effectiveness as a standalone therapy.
According to the current study, combining
intratympanic steroids with systemic steroids in the
management of SSNHL can improve outcomes by
overcoming the limitations of systemic steroid
administration. There were greater number of
positive outcomes in terms of recovery when
combination therapy was used. The patient's age
and co-morbid factors did not have an impact on
the final outcome of the management of SSNHL.
However, the severity of hearing loss and the
frequency affected can have an impact on the
outcome. The addition of intratympanic steroids
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gives a better outcome when the severity of hearing
loss is higher. Hence, we could conclude that
combining intratympanic steroid administration
with systemic steroid use has an added advantage
in the treatment of SSNHL. It can improve the
patient prognosis and can be combined with
systemic steroids especially when the severity of
the hearing loss is high.
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