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A Case of Mumps with Sudden Sensorineural Hearing Loss, Orchitis
and Vestibular Neuronitis

Young-Jun Kim, MD, Sung-Hoon Jung, MD, Byung-Gun Park, MD, PhD and Mi-Jin Mun, MD
Department of Otorhinolaryngology, Busan Saint Marys Hospital, Busan, Korea

— ABSTRACT —

Mumps is caused by paramyxovirus and common cause of nonsuppurative acute sialoadenitis. Paramyxovirus is
spread by saliva, nasal droplet and urinary secretion. Patients usually experience low-grade fever, myalgia, arthral-
gia, headache and painful swelling on bilateral parotid gland. There are many mumps complications including
sensorineural hearing loss (SNHL), pancreatitis, encephalitis, orchitis, prostatitis, oophoritis, nephritis and vestibu-
lar neuronitis. Orchitis and encephalitis are common complications of mumps, while SNHL appear less frequent
in adults. This research focuses on the mumps patient who had experienced unilateral SNHL and orchitis before si-
aloadenitis. If patients have symptoms of mumps complication without sialoadenitis, clinician should doubt pos-
sibility of mumps and perform serologic tests. (J Clinical Otolaryngol 2014;25:255-260)

KEY WORDS : Mumps - Sensorineural hearing loss * Orchitis - Vestibular neuronitis.
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Fig. 1. Hearing tests are performed on the first day of hospitalization. The Audiogram of right ear shows mild SNHL in mid-

frequency and moderate SNHL in high-frequency. Hearing threshold of left ear is normal.

Fig. 2. A : Ultrasonographic finding shows enlarged right testis in acute phase. B : Color Doppler ultrasonographic
finding shows increased blood flow in right testis. C : Ultfrasonographic finding shows enlarged left testis in acute

phase. D : Color Doppler ultrasonographic finding shows increased blood flow in left festis.
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Fig. 3. Hearing tests are performed on the sixth day of hospitalization. The Audiogram of right ear shows profound
SNHL in full range of frequency. Hearing threshold of left ear is normal.
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Fig. 4. A : VNG shows left horizontal nystagmus in spontaneous nystagmus test. B © VNG shows left horizontal nystag-

mus in Dix-hall pike test and Head turn test.
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