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Learning Objectives

At the end of this presentation participants will be able to:
1. Discuss Clinical Practice Guidelines related to Sudden Sensorineural Hearing Loss (SSNHL).
2. Describe implications of the Hearing Center of Excellence’s (HCE) clinical study related to 

SSNHL.
3. Define SSNHL and recognize the clinical presentation of SSNHL.
4. Select appropriate referrals for a patient who reports tinnitus.
5. Identify the location of the International Classification of Diseases-10 (ICD-10) Coding 

guidance for vestibular disorders on the HCE website to use as a resource. 
6. Summarize the purpose of the Vestibular Disorders ICD-10 Coding Guidance document.
7. Execute appropriate treatment and referral for patients with SSNHL, tinnitus and 

vestibular disorders.
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Quality of Care

• The Institute for Healthcare Improvement (IHI) has proposed initiative known as the 
“Triple Aim” that will facilitate new designs in US healthcare systems.  There are three 
interrelated factors:
– Improving the patient experience of care. 
– Improving the health of populations.
– Reducing the per capita cost of healthcare.

• Value=Quality/Cost. Value of care increases when:
• The quality of that care increases, 
• The cost of care declines, or 
• Some combination of these two outcomes occurs
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Clinical Practice Guidelines

Clinical Practice Guidelines (CPGs) are developed throughout the world 
to reduce variation in practice and improve the quality of health care.  
• There has been a shift from professional consensus to scientific 

rigor, employing systematic reviews and meta-analyses as the basis 
for developing guidelines.  

• The Institute of Medicine (IOM) defines clinical practice guidelines 
as “a statement that includes recommendations intended to 
optimize patient care that are informed by systematic review of 
evidence and as assessment of the benefits and harms of alternative 
care options.” 
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Clinical Practice Guidelines

• Guidelines benefit patients through better outcomes, fewer 
ineffective interventions, greater consistency of care, and by 
creating secondary implementation materials (educational 
handouts).

• Clinicians can use guidelines to make better decisions, initiate 
quality improvement efforts, and prioritize new research 
initiatives.

• A flawed guideline could significantly harm both patients and 
clinicians, thereby mandating sound methodology as a basis 
for guideline development.
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Clinical Practice Guidelines

• Guidelines are NOT:
– Reimbursement policies
– Performance measures
– Legal precedents
– Measures of certification or licensing
– Intended for comprehensive management
– For provider selection or public reporting
– Recipes for cookbook medicine
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Care Path SSNHL
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Patient symptoms

Ear fullness/HL

PC/ED 
TX?? Consult ENT/AUD

ENT/Aud 

Audio Tx

HA

Pt 
Education 

*Tx – treatment
HL – Hearing Loss
ENT – Otolaryngologist
Aud – Audiologist
HA – Hearing aid
PC – Primary Care
ED – Emergency Department



Sudden Sensorineural Hearing Loss

• Sudden Sensorineural hearing loss (SSNHL) is defined as sudden 
hearing loss with no identifiable cause despite adequate 
investigation.

• American Academy of Otolaryngology-Head and Neck Surgery 
(AAO-HNS) CPG- 30 dB or greater SNHL over at least three 
consecutive  frequencies

• Hearing loss is related to the opposite ear’s thresholds or previous 
audiogram, if available.

• Rapid onset over a 72 hour period.
• Difficult for health care providers to diagnose and treat.
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Sudden Sensorineural Hearing Loss

• Incidence 5-20 per 100,000
• 4,000 cases per year in the U.S.
• Highest among 50-60 year olds
• M=F
• 2% Bilateral
• 90%+ are idiopathic
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Sudden Sensorineural Hearing Loss

• Viral infections
• Autoimmune
• Vascular Compromise
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Sudden Sensorineural Hearing Loss
History and Physical

• SSNHL is considered to be a true otologic emergency, 
given the observation that there is less recovery of hearing 
when there is delay in treatment.

• The primary goal is to rule out any treatable causes.
• The otologic exam is NORMAL.
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Clinical Presentation of SSNHL

• Tinnitus occurs in 80%
• Vertigo, associated peripheral vestibular dysfunction 

in 30%
• About one third noticed hearing loss upon first 

awakening
• 80% report a feeling of ear FULLNESS 
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Sudden Sensorineural Hearing Loss
History and Physical

• Time course i.e. – When did this start? Days or months?
• Associated Symptoms:
• Vertigo/dizziness
• Aural Fullness (cerumen)/Eustachian tube dysfunction (ETD)
• Tinnitus

• Ototoxic drug use
• Symptoms of a viral infection
• History of – trauma, noise exposure, straining, sneezing, head trauma

• Ask about recent air travel or water sports
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Sudden Sensorineural Hearing Loss
History and Physical
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Source: Dr. Carlos Esquivel



Sudden Sensorineural Hearing Loss
History and Physical
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PHYSICAL EXAM

WEBER 
• Vibrating tuning midline
• Ask where the sound is heard, 

normal
• If lateralized to one : 

Conductive hearing loss (CHL) 
to that ear or SNHL in the 
opposite

Rinne
• Vibrating tuning fork to 

mastoid area, move to the 
area of external auditory canal 
(EAC)

• Sound should be heard better 
at the EAC

• If sound is heard better at 
mastoid area= CHL
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Audiometric Test 
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Source: Dr. Carlos Esquivel



AAO-HNS Guideline Summary Statements 

Diagnosis
∎ Exclusion of CHL
∎ CT:  Strong recommendation 

against
∎ Audiometric testing
∎ Laboratory testing: Strong 

recommendation against
∎ Magnetic Resonance Imaging (MRI) 

to rule out Pathology
∎ Shared decision making/ patient 

education.

Treatment
∎ Oral Corticosteroids: Option
∎ Hyperbaric oxygenation (HBO) therapy: 

Option
∎ Other Pharmacologic therapy: strong 

recommendation against
∎ Outcomes assessment: 

Recommendation
∎ Rehabilitation: Strong 

Recommendation

24
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HCE SSNHL Study 

• Evaluate the percentage of patients with SSNHL being treated 
according to the AAO-HNS CPG.

• Assess cost of testing methods, unnecessary appointments, referrals 
and NOT recommended treatments/incorrect dosage of treatments.

• Evaluate provider education to their patients, follow-up and number of 
patients receiving amplification devices.

• Compare the percentage of patients with diagnosis of SSNHL to CPG 
definition

• Compare how many patients get educated on their diagnosis 
• Compare how many patients received amplification devices
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Care Path SSNHL
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Coding

outcomes

*TF - Transfer



HCE SSNHL
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327 total subjects screened
166 subjects excluded



Guidance for Primary Care

28

Sudden Sensorineural Hearing Loss Standard 
Procedures for the MHS

Guidance for Primary Care

Recommendations from the Department of Defense Hearing Center of Excellence 

Hearing.health.mil



Gaps in Care
Specialties GAP

PC, ED Recognition of SSNHL and Referral Criteria

All Specialties Documentation, Diagnosis Code, and Procedural 
coding

ENT Standardized steroid dosage (oral and 
intratympanic [IT])

AUD Standardized documentation of word list 
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Primary Care Clinical Presentation 

Patients present with a full or blocked ear after awakening. Tinnitus may occur as well 
as vertigo. They describe symptoms such as: “It feels like I have water in my ear” or “I 
can’t clear my ear.”
• Patients may not be able to lateralize the ear affected by hearing loss at first 

presentation. Precise questioning of the patient hearing status is warranted. 
• You may ask “Has your hearing changed?” or “Can you use your mobile 

device/phone on the symptomatic ear?”
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Primary Care Presentation  

• It is important to ask if patients have experienced recent trauma, external ear and 
canal pain, drainage, fever, or other systemic symptoms. Patients with SSNHL do not 
present with the above symptoms. 

• Clinical exam is normal with no obvious explanation to the ear fullness or hearing 
loss (for example: cerumen impaction, otitis externa, otitis media, tympanic 
membrane perforation, etc). 

• It is recommended that a Weber or Rinne test be performed with a 512-Hz/256-Hz 
tuning fork. See Table 1. Recommended Technique and Associated Findings for 
Webber and Rinne Testing for additional information. 
• In lieu of a tuning fork, clinicians may also ask the patient to hum, which will  be 

heard in the better hearing ear, opposite of the symptomatic ear.

31
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Clinical Care

• Patients should be referred to ENT/Audiology on same day/within 72hrs.
• If Audiology is available they should be seen first.
• If warranted start oral prednisone at 60mg qd for 7-10 days with a taper.
• Every effort should be made to consult ENT/Audiology within 72 hours 

of starting medications.
• Imaging studies or labs are not warranted at this stage of evaluation.
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Clinical Care

• Primary care should use the code H91.90- Unspecified hearing loss.
• If Audiometric studies confirm SSNHL code H91.20 Sudden hearing loss.
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NCRAR
NATIONAL CENTER FOR REHABILITATIVE AUDITORY RESEARCH

Tinnitus: Guidance for DoD Primary Care 
Providers

Tara Zaugg, Au.D., C.C.C.-A.
Audiologist/Research Investigator
National Center for Rehabilitative Auditory Research
VA Portland Health Care System
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Hearing “Nothing Can Be Done” from a 
Health Care Provider Sometimes Feels 

Devastating

• I’ve been told this *many* times from people who didn’t 
share their reaction with their provider.

• It is usually true that nothing can make the tinnitus 
quieter, but this message must be accompanied by the 
message that it is possible to feel better even if the 
tinnitus cannot be changed.
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Give Patients a Message That is Accurate and Leaves a 
Sense of Hope about Living with Tinnitus



https://www.ncrar.research.va.gov/ClinicianResources/IndexPTM.asp
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Give Patients a Message That is Accurate and Leaves a 
Sense of Hope about Living with Tinnitus

https://www.ncrar.research.va.gov/ClinicianResources/IndexPTM.asp
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Clinical Recommendations
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Clinical Recommendations
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Recommended Referrals



42

Recommended Referrals
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Recommended Referrals for Sudden Hearing Loss
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Tinnitus: Guidance for DoD Primary Care Providers



https://www.ncrar.research.va.gov/ClinicianResources/IndexPTM.asp
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Tinnitus: Guidance for DoD Primary Care Providers

https://www.ncrar.research.va.gov/ClinicianResources/IndexPTM.asp


Coding Guidance for Diagnosing
Vestibular Disorders in the MHS

Karen H Lambert, P.T., D.P.T., N.C.S.
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Background

∎Diagnosing dizziness can be challenging
qMultifactorial causes of dizziness
qVarying interpretations of the word “dizziness” 

∎Misunderstanding the cause of dizziness can lead to misdiagnosis
qShift treatment paradigm
qDelay appropriate treatment
qAdversely influence Service Member’s readiness and job performance

“Medically Ready Force…Ready Medical Force” 47UNCLASSIFIED



Recommendation

∎Differentiate appropriate codes for use by primary care providers (PCP)
∎ Reserve specific codes for use after full, specialty-specific evaluation is 

complete

“Medically Ready Force…Ready Medical Force” 48UNCLASSIFIED



Development of the Coding Guidance

∎ Created by the DoD Hearing Center of Excellence (HCE) in collaboration 
with Tri-Service representatives and subject matter experts

∎Utilized 10th revision of the International Classification of Diseases (ICD-
10) to standardize and provide guidance for diagnosing patients with 
dizziness in the DoD

∎Approved by DHA Coding Workgroup and DHA Medical Coding Program 
in accordance with IPM 18-016
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Coding Guidance Available on HCE Website
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∎ https://hearing.health.mil/
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Coding Guidance Available on HCE Website
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∎ https://hearing.health.mil/
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Coding Guidance Available on HCE Website
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∎ https://hearing.health.mil/
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Common Terminology

∎Vertigo – sensation of motion when no motion is present; altered 
sensation of motion when motion occurs; often described as spinning, 
but can be translational, tilt, swaying, or linear

∎Oscillopsia – illusion that the world is jiggling (bouncing) when patient 
moves

∎ Imbalance – difficulty and unsteadiness when walking
∎Disequilibrium – altered sense of orientation to the world
∎Near-syncope – feeling of almost fainting
∎ Lightheadedness – vague feeling in head as if becoming weightless

“Medically Ready Force…Ready Medical Force” 53UNCLASSIFIED



General referral patterns

Symptoms Suspected system Referral suggestion
Acute spinning vertigo, hearing and 
tinnitus symptoms

Peripheral (inner ear) pathology • ENT and audiology for vestibular 
workup and diagnosis

• Vestibular Physical therapy (PT) 
for symptom management

Imbalance, chronic or slow 
developing headache, other neuro 
symptoms

Central nervous system pathology • Neurology for diagnosis
• PT for symptom management

Lightheadedness or near-syncope Cardiovascular pathology • Primary care team to workup 
and determine appropriate 
referral
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Coding Recommendations
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Summary of Codes

∎ Summary reference sheet groups codes as:
q General codes – can be used by primary care 

clinician prior to diagnostic exams
q Peripheral vestibular codes – to be used after 

vestibular diagnostic exam has been performed
q Central pathology codes – to be used after 

neurological evaluation and diagnosis
q Other pathology codes 

§ Do not recommend use of these codes
§ Should rarely be used
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General Codes

∎ This summary (slides 14-17) 
includes codes intended for 
use by primary care providers, 
to accompany referrals to 
specialists who will diagnose 
or treat the patient's 
symptoms. 

∎ Additional details are available 
in the guidance document. 
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H81.39* - Other Peripheral Vertigo

∎ Presentation of vertigo/spinning may include:
qSudden onset
qConcurrent hearing loss
qNausea
qNystagmus is horizontal or torsional
qNystagmus is direction fixed and follows 

Alexander’s law
∎ Appropriate diagnostic code for primary care 

before referral to ENT/Audiology (aud) for 
differential diagnosis and vestibular 
rehabilitation for management

“Medically Ready Force…Ready Medical Force” 58UNCLASSIFIED

(HCE, 2020)



H81.4* - Vertigo of Central Origin

∎ Presentation of disequilibrium, swimming 
or imbalance may include:
q Progressive onset
q Purely vertical nystagmus
q Nystagmus does not abate with fixation
q Nystagmus changes direction
q Other neurologic signs/symptoms

∎ Appropriate diagnostic code for primary 
care before referral to neurology or ENT for 
differential diagnosis and vestibular 
rehabilitation for management.
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H81.9* - Unspecified Disorder of Vestibular 
Function

∎ Should replace a general dizziness code
∎ Appropriate diagnostic code for primary 

care when uncertain about central versus 
peripheral etiology

∎ Consider referrals to ENT/Audiology for 
testing and diagnosis, and to vestibular 
rehabilitation for management
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T75.3XXS- Motion Sickness

∎ Symptoms of nausea caused by motion, 
particularly when traveling by car, airplane, 
boat or train

∎ Appropriate diagnosis code for primary 
care

∎ Consider differential:
q Migraine
q Mal de debarquement syndrome
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Peripheral Codes

∎ This summary (slides 19-23) provides guidance 
for use of codes related to peripheral disorders. 

∎ Primary care providers can diagnose and treat 
benign paroxysmal positional vertigo (H81.1*) 
as their experience/training dictates. 
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Peripheral Codes

∎ For other peripheral vestibular disorders, referral for 
ENT/audiology and PT is recommended for differential 
diagnosis and follow-on care.

∎ Diagnostic evaluations by specialty and sub-specialty 
providers are recommended.

∎ Primary care should code H81.39* to indicate "other 
peripheral vertigo." 

∎ Key markers for the specific diagnoses are provided in the 
following slides. 

∎ The guidance document provides additional diagnostic 
criteria for use by applicable providers.
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Peripheral Vestibular Codes 

“Medically Ready Force…Ready Medical Force” 64

Must have a positive 
positional test – if 

experience dictates, 
PCP may perform 

repositioning maneuver

Must meet all 4: 
- Spontaneous 

episodes of vertigo
- Fluctuating hearing 

loss
- Tinnitus
- Aural fullness

UNCLASSIFIED
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Peripheral Vestibular Codes 
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Sudden severe vertigo 
lasting days – no 

associated hearing 
changes or tinnitus; 
refer to ENT/aud/PT

Sudden severe vertigo 
lasting days – WITH 
associated hearing 
changes or tinnitus; 
refer to ENT/aud/PT

UNCLASSIFIED

(HCE, 2020)



Peripheral Vestibular Codes 
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Hearing loss may be 
sudden and profound 

or fluctuating; may 
follow physical trauma;

refer to ENT/aud/PT

Vertigo and/or 
oscillopsia with loud 
noises or change in 
middle ear pressure; 
autophony; refer to 

ENT/aud

UNCLASSIFIED
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Peripheral Vestibular Codes 
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Clinical signs vary by 
degree of hearing loss, 

vertigo and/or tinnitus; this 
code should NOT by used 
by primary care – refer to 

ENT

Clinical signs vary in 
degree of hearing loss, 

tinnitus, vertigo and 
nystagmus - this code 

should NOT by used by 
primary care – refer to 

ENT, neurology, or 
neurosurgery 

UNCLASSIFIED
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Central Pathology Codes 

∎ Slide 25 reviews specific diagnosis codes 
related to dizziness attributed to causes 
other than the peripheral vestibular system. 

∎ Referral to neurology is recommended for 
differential diagnosis and treatment. 

∎ Primary care should code H81.39* to 
indicate "other peripheral vertigo." 

∎ Key markers for the specific diagnoses are 
provided.

∎ The guidance document provides additional 
diagnostic criteria for use by applicable 
providers.
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Central Pathology Codes 
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Dizziness associated 
with neck movement; 
refer to neuro, ENT or 
PT for evaluation and 

management

Dizziness, vision 
changes, 
numbness/tingling, 
slurred speech; refer to 
neuro/neurosurgeryMust meet specific 

criteria of International 
Classification of 

Headache Disorders; 
refer to neuro or ENT

UNCLASSIFIED
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Other Pathology Codes

CODE CONSIDER WHO CAN USE
R42 – dizziness/giddiness H81.4(central disorder)

H81.39 (peripheral vertigo)
Primary care, ENT, 
audiology, neurology, 
neurosurgery, PT

H82 – vertiginous syndrome in 
diseases classified elsewhere

Only to be used when secondary to 
another disease process

ENT, neurology

H83.2 – labyrinthine dysfunction For use after vestibular laboratory tests 
confirm hypofunction

Audiology 

H81.8X3 – other disorders of 
vestibular function

H81.9 (unspecified disorder of vestibular function)
H81.39 (peripheral vertigo)
H81.4 (central vertigo)

Audiology, ENT, neurology, 
PT

H81.31 – aural vertigo H81.39 (peripheral vertigo) DO NOT USE
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Key Takeaways

∎ Familiarize yourself with appropriate treatment and referral for patients 
with SSNHL, tinnitus and vestibular disorders.

∎Hearing the message “nothing can be done” about tinnitus feels 
devastating for some patients. Explain to patients who are bothered by 
tinnitus that it is possible to improve quality of life with tinnitus even if 
the tinnitus does not change. 

∎ Improper coding of vestibular disorders leads to delays in treatment and 
often improper referral of Service Members with dizziness. 
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