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A Case of Ipsilateral Vestibular Neuritis Developed 3 Weeks
after the Onset of Bell’s Palsy
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— ABSTRACT -

Bell’s palsy, defined as an acute isolated peripheral seventh cranial nerve palsy of unknown etiology, can be
accompanied by several symptoms of cranial polyneuropathy such as facial hypesthesia of cranial nerve V or IX,
retroauricular pain, hearing impairment, vagal motor weakness, and dizziness. Though vestibular neuritis also
can be developed after Bell’s palsy, the interval between the two diseases tends to be a few days. We are now to
report an unusual case of a 33-year-old female who presented with ipsilateral vestibular neuritis, developed three
weeks after the onset of Bell’s palsy with review of literatures. (J Clinical Otolaryngol 2021;32:233-239)
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Fig. 2. Facial nerve Electroneurography (ENoG) results of patients at 7th and 12th day of onset. A : Shows left facial
nerve compound muscle action potential (CMAP) of 7" day of onset compared to right side. B : Shows aggravation
of CMAP, due to Wallerian degeneration.
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Fig. 3. Videonystagmography shows spontaneous nystagmus to the right.
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Fig. 4. Bithermal caloric test shows left side 48% canal paresis.

palsy; acute idiopathic peripheral facial palsy)®
oF 51% =5 AAshH, I thZor TR (head
trauma)(22%), ©|A thAFEZZ (herpes zoster oticus)
(1%), %%F(tumor)(6%), ¥ (infection)(d%), WA
Z%Hcongenital facial palsy or birth trauma)(3.5%),
FHAAA W% 59 wcoB HES B3l

T 7heH dnkH= 344 S R4 R

WA o), 74, SFo] UloR FHEANL, of

L= &4F 417 A(geniculate ganglion) W
&E 7] vlo]# 29 A &AISHreactivated
simplex type I, HSV—-1)o]t}, o] oFHAIA
e A S5 Y HA 9] endoneural fluid Bi%F
Aol A HSV-19] ZA7}F & Av] A=A Yo|=
WollAl afleld 28e S uff volaA e
Shatol] what QIHEH HAF O WS T 7ol
AA =, 53] Theil 5 tHAIE S S41H A2 R E

HAAR YRR AASE Bl 9L B st

92 FA5t9 Y Arbusow 5
wloleize] £4744 o] B Sotol HakEl

L, volef 2ol o8 2t THIZAof o3 dygo
)

o
ki
_O|L
52
o

§ S} Qhnte] W 219 F Qheinel e B8-S
AT, Azo] 92 SHA Auero] LrehteiA
AR Aol e

o= My my

Duarte < HSV—1 7to] M|ZAFFAL, A}7hE4],
Al AbsE 5of wraje g Aol 21 &AL F7U,

i)
6=
o)
Ba)
re
ox
o
hu
r [¢]
i)
=S
o,
2

236



AR 9| 1 ¥ Oh| 5 LS HHAZY
20V [ | 20V [
P1 P1
N N
/ \ ~— TB 500
[EErz ]f \\ // TBSOO
\ws
-20 -10 0 10 20 30 40 50 60 70 80ms -20 -10 0 10 20 30 40 50 60 70 80ms
dBnHL dBnHL
&0 | atencies (ms]
P1 N1 P1" N1’ N1-P1 Lat N1-P1 Amo (LA-SA)/(R+L)
15.00 27.67 12,67 130.1 0.20
@ ﬁ 15.00 3033 1533 8747 0.20
—2uv [ —2pv|
P ;
" TB 500 MZ TB 500
T - [100aL4] s
-20 -10 O 10 20 30 40 50 60 70 80ms -20 -10 0 10 20 30 40 50 60 70 80ms
dBnHL dBnHL
Curve [ Latencies (ms)
P1 N1 P1” N1’ N1-P1Lat N1-P1 Amo (LA-SA)/(R+L]
100a L4 19.00 14.00 -5.00 2159 025
100a R5 17.67 12.00 -5.67 3618 0.25
Fig. 5. cVEMP (A), oVEMP (B) which was performed shows bilateral normal response.
Hao] WS 7He = e 4= Qlrh ElA}3}H (option) &2 Hil ‘3}1 gom, & Zois 3
2 A wy A, FE2 SE7 FUEA ol th  mholHAAE ALgSH ekoleh” woule ARA Y
ZX] vpol A (Varlcella zoster virus) 789 7Hs/d2 o] thA o g o]H 9] FHoA = HHaws
wE Ao AN, L 2 dex vtolg] ARSI, £ SEoA e Zol o= 290t S
2o gk 3 f%il Arbs AlstA] Eotedl, ol uhH|ek FukE thabd 417 W A, gatolgaA) B
wnp|o] 919102 oeldl HSV-1o] A4 Adel= §  gamst 2e|2o= GEawzre] xjolof that A
@) wzelo] glof BAke] A] HSV-19) ZAMOR A o, olo] thsh 37442l 977t Bag Aow
wobule] 91910= ek Aol Bhgsha shrha o AjZiait,
57] wEolct? eyt vrolg A g HAL Al Hpolg| A PO R Qg PFoR AAY fFo]
E|QIThH, Bt opefRl sijAlo] stk deollA ob4l st HW, Aol sEAm SAPAET} AbetE o] nf
ol et H)7F WA O o] A7 A Ee|Hefo] Z7ta
American Academy of Otolaryngology — Head and ~ A}7]5- G4 }‘*}Oﬂ A 7hst g Z7Fo] Yehdr) Y

Neck Surgery Foundation(AAO—HNSF)-2 ®Wluls] 2
ROl AH|Ro| =0} gutole AR o] WFare] 79 A

g Ase] w2 1}710
2954 e dAY %

237



J Clinical Otolaryngol 2021;32:233-239

Lateral Impulse Test: 1/22/2021 10:11:16 AM
LARP Impulse Test: 1/22/2021 10:14:19 AM
RALP Impulse Test: 1/22/2021 10:18:07 AM

Head Impulse

Asymmetry 300 Left Anterior 300 Right Anterior
@ Relative @ Normalized Relative
Anterior: 13% ‘g ’g
Lateral: 1% K K]
Posterior:  18% L S
w w
] =]
o o
3 153
T T
-100 -100
-140 0 140 280 420 560 -140 0 140 280 420 560
Left Anterior (LA) ms Right Anterior (RA) ms
300 Left Lateral Mean G?iéls 300 Right Lateral
8 8
2 2
& &
= =
E I3
z g V
-140 0 140 280 420 560 -140 0 140 280 420 560
Left Lateral (LL) ms Right Lateral (RL) ms
300 Left Posterior
2 200
3
<
g
w
3
i
4
~100 -100
-140 0 140 280 420 560 -140 0 140 280 420 560
Left Posterior (LP) ms Right Posterior (RP) ms
Legend
.Normal
() Gathered
‘Scattered
Fig. 6. All semicircular canal shows normal gain and no abnormal saccadic movement in VHIT of 3rd day of onset of
dizziness.
27} R RET Y B AR A7 TEAAel  7h ARE AR T2 27 FEsis o
A Aol Fuieh 2957e Below, HFHo 4 ATE B offR F3Y
& Grade [1& 35 E|o] o 5= LpmA] oIop, AL 52 AAAA ?; A olgtEof Uehd 4
W ol ol u ol Aol SEED, sl Y HABIT o UORE $4
FRZEANN BN BEeFo] SAue] 24E 8, WANT 2 FEAS, Aol 7Y, da-ut
AE Ao vol7h i, 7] oAE S A=t A 8 S5, A A3 ol & o ok AR
A sporom, ARABARE 27l AW HE]  Bxl L AAANOR FuhE HAuhue] gixg 7
PP FUL Ao wlth, EF vpol2| 2] ZHo]  A3Hlocalization)dtL, Lof what 273 H A4 AAY,
A B, 27 19 gdel O 453 olF vlole]  MHSe] PAS AFsle] Fuh A g sy

2ol TRt AGAAL Hhol et Ay AZl Aol

% et

238



2 SeolAe 2det dops oln] Attt a1
HL Aol 21doehe AREE Tl Aoz A
417 AB78 ol A Al

9 =Bk ueby Anhulo] A9 Zgk Ao WA
AR A, WA AL AR A 52 Ealke] B
B 4 gl ThE HAME ol 2 Selst, ol

Acknowledgements
Not applicable.
Funding Information
Not applicable.
Conflict of Interest

No potential conflict of interest relevant to this article was report-
ed.

ORCID

Youngchul Kim, https://orcid.org/0000-0003-1341-749X
Hyun-Jin Lee, https://orcid.org/0000-0001-7472-830X
Seong-Ki Ahn, https://orcid.org/0000-0002-1078-2646
Dong Gu Hur, https://orcid.org/0000-0002-9555-3665

Author Contribution

Conceptualization: Hur DG.

Data curation: Kim YC.

Formal analysis: Ahn SK., Lee HJ.

Methodology: Ahn SK, Lee HJ.

Writing - original draft: Kim YC.

Writing - review & editing: Kim YC, Ahn SK, Lee HJ, Hur DG.

Ethics Approval
Not applicable.

239

LY 9 Oj T 2R HHAEY

References

1) Lee WS, Kim J. Facial nerve paralysis and surgical manage-
ment. ] Korean Med Assoc 2009;52(8):807-18.

2) Koo JW, Song JJ, Chang DY, Kim JS. Bell’s palsy associated
with acute vestibulopathy. J Korean Bal Soc 2005;4(2):259-
63.

3) Frock TL, McCaffrey R. Postauricular pain with Bell’s palsy.
Nurse Pract 2005;30(4):58-61.

4) Vanopdenbosch LJ, Verhoeven K, Casselman JW. Bell’s pal-
sy with ipsilateral numbness. J Neurol Neurosurg Psychiatry
2005;76(7):1017-8.

5) Murakami S, Mizobuchi M, Nakashiro Y, Doi T, Hato N,
Yanagihara N. Bell palsy and herpes simplex virus: identi-
fication of viral DNA in endoneurial fluid and muscle. Ann
Intern Med 1996;124(1 Pt 1):27-30.

6) Theil D, Arbusow V, Derfuss T, Strupp M, Pfeiffer M, Mas-
colo A, et al. Prevalence of HSV-1 LAT in human trigeminal,
geniculate, and vestibular ganglia and its implication for cra-
nial nerve syndromes. Brain Pathol 2001;11(4):408-13.

7) Arbusow V, Strupp M, Wasicky R, Horn AKE, Schulz P,
Brandt T. Detection of herpes simplex virus type 1 in human
vestibular nuclei. Neurology 2000;55(6):880-2.

8) Duarte LF, Farias MA, Alvarez DM, Bueno SM, Riedel CA,
Gonzélez PA. Herpes simplex virus type 1 infection of the
central nervous system: insights into proposed interrelation-
ships with neurodegenerative disorders. Front Cell Neurosci
2019;13:46.

9) Kim J. Facial nerve and facial paralysis. Seoul: Medbook;
2020. p. 78.

10) Yetiser S, Kazkayas M, Altinok D, Karadeniz Y. Magnetic
resonance imaging of the intratemporal facial nerve in idio-
pathic peripheral facial palsy. Clin Imaging 2003;27(2):77-
81.

11) Jonsson L, Tien R, Engstrdm M, Thuomas KA. Gd-DPTA
enhanced MRI in Bell’s palsy and herpes zoster oticus: an
overview and implications for future studies. Acta Otolaryn-
gol 1995;115(5):577-84.

12) Lee HJ, Kim SI, Park JM, Park KH. Association of the
prognosis and the facial nerve enhancement in gadolinium
enhanced MRI in patients with Bell’s palsy. Korean J Otorhi-
nolaryngol Head Neck Surg 2017;60(12):621-5.

13) Keane JR. Multiple cranial nerve palsies: analysis of 979
cases. Arch Neurol 2005;62(11):1714-7.



