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AAO: Autoimmune and Autoinflammatory (Disease) in Otology:

What is New in Immune-Mediated Hearing Loss

Andrea Vambutas, MD; Shresh Pathak, PhD

Objectives: Autoinflammatory diseases are a family of immune-mediated, rare diseases, some of which, exhibit sensori-
neural hearing loss (SNHL), suggesting potentially similar mechanisms of molecular pathogenesis between autoinflammatory-
mediated hearing loss and autoimmune inner ear disease (AIED) may exist. The purpose of this review is to compare the
clinical features of autoimmune and autoinflammatory diseases that affect hearing, discuss the limitations of our knowledge,
and highlight potential new disease mechanisms and therapeutics.

Data sources: Pubmed Literature Review; Google Scholar Literature review.
Review methods: A focused comparison of AIED with a number of autoinflammatory diseases that manifest with senso-

rineural hearing loss was performed. The pathogenesis of these diseases is reviewed in the context of the innate and adaptive
immune system, cytokine expression and genetic polymorphisms.

Results: AIED, since first described by Cogan and Lehnhardt and first clinically characterized by McCabe, has remained
an enigmatic disease, with limited advances in both new diagnostics and new therapeutics. Since the discovery of autoinflam-
matory diseases, a number of systemic autoimmune diseases have either been re-classed as autoinflammatory diseases or
identified to have features of autoinflammatory disease.

Conclusion: AIED has clinical features of both autoimmune and autoinflammatory disease. It is critical that autoinflam-
matory diseases be correctly identified, as failure to do so may result in systemic amyloidosis and kidney damage.

INTRODUCTION
Autoinflammatory diseases are a family of immune-

mediated rare diseases, some of which exhibit sensori-
neural hearing loss (SNHL) suggesting that potentially
similar mechanisms of the molecular pathogenesis of
hearing loss may exist. Since the discovery of autoin-
flammatory diseases, a number of autoimmune diseases
have either been re-classed as autoinflammatory dis-
eases or identified to have features of autoinflammatory
disease. It is critical that autoinflammatory diseases be
correctly identified because failure to do so may result in
systemic amyloidosis and kidney damage. The purpose
of this review is to compare the clinical features of auto-
immune and autoinflammatory diseases, discuss the lim-
itations of our knowledge, and highlight potential new
disease mechanisms and therapeutics.

MATERIALS AND METHODS

History of Autoimmune Inner Ear Disease
Autoimmune inner ear disease (AIED) was first described

by Cogan in the 1940s1 and Lehnhardt in the 1950s,2 and a lim-
ited series of patients benefitted from a combination of steroids
and cyclophosphamide, as noted by McCabe in the 1970s.3

Described by investigators as a bilateral SNHL with a decline
in at least one ear evolving in greater than 3 days but less than
90, response to steroids has been a requisite clinical criterion
for diagnosis.4 More specifically, however, response to steroids
was used as an entrance criterion to test steroid-sparing biolog-
ic therapies in clinical trials such as methotrexate4 and etaner-
cept.5 The rationale for this approach was the natural history of
this disease as a progressive SNHL, at risk for further hearing
decline in the absence of therapy. Although an initial clinical
response to steroids has helped to define AIED, for those with
repetitive declines in hearing necessitating corticosteroid treat-
ment, only 14% remain corticosteroid-responsive after 34
months.6 Development of corticosteroid resistance is common in
many autoimmune and autoinflammatory diseases: for example,
30% of rheumatoid arthritis patients,7 up to 57% of lupus nephri-
tis patients,8 and up to 40% of ulcerative colitis patients9 are
corticosteroid-resistant. The incidence of AIED is significantly
lower than the rate of acute SNHL, which occurs at a rate of five
to 20 cases per 100,000 per year.10 If we extrapolate the preva-
lence from this, we would calculate that the incidence is less than
five cases per 100,000 per year. Furthermore, the duration of
time from initial presentation to development of refractory dis-
ease that may only be managed with rehabilitative strategies,
such as hearing aids or cochlear implants, is 34 months because
only 14% remain corticosteroid-responsive at this interval. Thus,
using the formula prevalence 5 incidence 3 duration, we get
P 5 5/100,000/year 3 3 years 5 15/100,000. Because there are
approximately 300,000,000 persons in the United States, the
prevalence at any time is approximately 45,000 persons with
AIED. Therefore, AIED is a yet-to-be classified orphan disease.
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Pathogenesis of Autoimmune Inner Ear Disease
As with most autoimmune diseases, it has been postulated

that a misdirected attack on self, in this case to inner ear pro-
teins, results in both proinflammatory T-cell responses and
autoantibody formation, which represent the basic features of
AIED and other autoimmune diseases. Unlike other autoim-
mune diseases in which a single autoantibody dominates, the
presence of autoantibodies in AIED is inconsistent, with no sin-
gle autoantibody diagnostic or prognostic for therapeutic
response. In the mid-1990s, discovery of 68kD protein, which
was identified to be an antibody to heat shock protein 70
(HSP70) in patients with AIED and Meniere disease, was
thought to be predictive of steroid responsiveness.11 Not sur-
prisingly, HSP70 is likely a bystander molecule because HSPs
are a conserved family of proteins expressed during cellular
stress. A second study demonstrated that only 9% of patients
with AIED were HSP70-positive.12 Moreover, HSP70 antibodies
have subsequently been detected in controls at a rate similar to
controls, reducing the utility of HSP antibodies in the diagnosis
of AIED.13 Similarly, other autoantibodies have been described;
however, none have been specific to AIED, although the pres-
ence of anti-cochlin antibodies has been shown in a small cohort
and would represent a cochlear specific antibody response.14,15

Much of the early, instrumental experimental work in this
field was established by Ryan, Harris, Keithley, Gloddek, Tuohy,
Hughes, and others.16–20 Given the difficulties of accessing the
human cochlea, much of our early understanding was gleaned
from a guinea pig model inoculated with Keyhole limpet hemocy-
anin (KLH), a strong immunogen capable of inducing labyrinthi-
tis.21,22 Although this model was exceptionally useful to
mechanistically describe immune reactions in the inner ear, it
was a limited surrogate for identifying therapeutic interventions
for human immune-mediated hearing loss because what worked
in this model23 did not in fact work in humans with the dis-
ease.24 Studies of AIED have been difficult, however, because 1)
the cochlea has limited access for clinical study; 2) studies of the
peripheral blood immune system may not be indicative of the
immune reactions in the inner ear; and 3) early studies in guin-
ea pigs had limited immunologic reagents available for charac-
terization of complex immune system reactions. The basic tenet
of any animal model to be representative of human autoimmune
disease is that the disease must be recapitulated in an animal
model according to Witebsky’s postulates.25 In 2004, the murine
cochlin-peptide vaccination model was described that validated
AIED as an autoimmune disease,26 and a cohort of patients
were identified to have high titer anti-cochlin antibodies27 (Table
I). Overall, human studies in AIED have been limited, with a
lack of consistent studies supportive of autoimmune disease.

Although high titer, cochlin-specific antibodies have been
observed; we have noted low titer anti-cochlin antibodies in a
cohort AIED patients, which is more consistent with an autoin-
flammatory disease28; and others have seen inconsistent autoan-
tibodies.29 In support of an autoimmune disease, evidence of
proinflammatory T cells that secrete interleukin-17 (IL-17)28 and
interferon-gamma30 exist, and patients with na€ıve T cells had a
better prognosis than those with memory T cells.30 Is this a
result of limited access into the human cochlea to better charac-
terize the molecular events of immune-mediated hearing loss, or
is it the result of comingling of other disease processes that
resemble an autoimmune disease? The difficulties of identifying
consistent autoantibodies, coupled with the observations of T
cells releasing IL-17 and interferon-gamma, are suggestive that
AIED has features of both autoimmune disease and autoinflam-
matory disease. Similarly, a number of autoimmune diseases
such as rheumatoid arthritis have features suggestive of both
autoimmune and autoinflammatory disease.31

Standard Therapies for Autoimmune Inner Ear
Disease

The mainstay of treatment for AIED has been corticoste-
roids, which have been used in varying doses and for varying
duration. During the serial audiometry trial for AIED, therapy
consisted of high-dose corticosteroids for a minimum of 28
days.32 Despite this aggressive regimen, although a statistically
significant gain in hearing was achieved, the magnitude of the
gain was relatively small at a 4-dB PTA average improvement
and an 8% average improvement in word recognition scores.32

Since the time of these studies, the advent of intratympanic cor-
ticosteroid therapy has become commonplace, which through a
large clinical trial for sudden SNHL we know to be equally effi-
cacious to oral corticosteroids.33 It remains to be shown whether
oral or intratympanic steroids are more efficacious or whether
other distinct advantages exist for use in AIED. Methotrexate
was evaluated in a multicentered clinical trial as a potential
steroid-sparing agent in corticosteroid-responsive patients.4 This
therapy failed to exceed the placebo response. Methotrexate used
as monotherapy is inferior to use in combination with a tumor
necrosis factor (TNF) inhibitor in rheumatoid arthritis,34 and as
such it still may hold promise when used in combination with
other immunosuppressives in AIED. Use of immnuosuppressives
that block specific preinflammatory cytokines have been explored
with varying success, as discussed below.

Cytokines and Autoimmune Inner Ear Disease
Early expression of cytokines during the innate immune

response will often dictate many of the later adaptive immune
responses in AIED. The role of cytokines in the autoimmune pro-
cess has been investigated in both animal models and in human
disease (see Table II). In a murine model, using KLH as a stimu-
lus, TNF was identified as a key cytokine instigating an adaptive
immune response.35 Similarly, in humans with immune-mediated
hearing loss, we identified elevated TNF levels to be largely pre-
dictive of steroid-sensitive, immune-mediated hearing loss.36

Tumor necrosis factor antagonism appears to have therapeutic
benefit in Cogan syndrome patients37 and several other small
cohorts with AIED by intratympanic injection38,39; however, in
another placebo-controlled study of successful corticosteroid-
treated AIED patients, TNF antagonism by intravenous infusion
was no better than placebo.24 Why is there a disparity? Potential-
ly timing of treatment relative to corticosteroid use, type of TNF
antagonist used, and/or the route of administration may explain
this apparent difference in response. Experimentally, we have
observed that peripheral blood immune cells from steroid-
sensitive patients release high levels of TNF in vitro culture, and

TABLE I.
Characteristics of Autoimmune Versus Autoinflammatory Disease

Autoimmune Autoinflammatory

Type of immune
reaction

Adaptive Innate

Autoantibodies High titer Low titer/
nonspecific

Cytokines IL-17, Interferon-
gamma, TNF

IL-1

Predominant cell
type dictating
response

T cells Monocytes

Anti-cochlin
antibodies

High titer27 Low titer15

IL 5 interleukin; TNF 5 tumor necrosis factor.
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this is dramatically reduced with dexamethasone. Perhaps initial
use of corticosteroids prior to TNF inhibition resulted in excessive
reduction of the intended molecular target and compromised effi-
cacy in the placebo-controlled trial.

Interleukin-1 was initially discarded as a potential media-
tor of immune reaction in the inner ear in several animal mod-
els. In the labyrinthitis model, it was interpreted to be expressed
in response to surgical trauma.40 Furthermore, aggressive inhibi-
tion of IL-1 using its receptor antagonist resulted in spiral gan-
glion cell loss in another animal model.41 The role of IL-1 in
animal models and human disease turned out to be quite dispa-
rate. In humans, differential expression of the IL-1, nonsignaling
decoy receptor was identified in AIED patients as compared with
controls undergoing cochlear implantation.42 Further studies
revealed that IL-1 was elevated in the plasma of patients who
failed to respond to corticosteroid therapy,43 suggesting that

failure to respond to corticosteroids may not be antonymous with
immune-mediated hearing loss. Finally, in a limited open-label
study of IL-1 antagonism with anakinra in corticosteroid-
resistant AIED, patients resulted in improvement in pure tone
average in seven out of 10 subjects and in speech discrimination
in eight out of 10 subjects.44 These improvements trended with a
reduction in plasma IL-1 levels. Interleukin-1 is predominantly
produced by monocyte and macrophages. In neuroinflammation,
macrophage migration inhibitory factor (MIF) is produced and
has been suggested to have a putative role in sudden SNHL,
Meniere disease, and noise-induced hearing loss (see Table II).
Migration inhibitory factor has been demonstrated as an essen-
tial mediator for the production of IL-1b, IL-6, and TNF in micro-
glia.45 Recent animal studies suggest that MIF is a key molecule
in the development of glucocorticoid resistance in experimental
autoimmune encephalomyelitis (EAE), the animal model of

TABLE II.
Cytokine Expression and Immune Mediated Hearing Loss.

Disease Cytokine Expression Effect on Disease

Steroid-sensitive AIED TNF Reduction in TNF correlates with steroid
response59

Steroid-resistant AIED IL-1 Reduction of IL-1 with correlates results in
improved hearing in limited series of
patients60

Cogan syndrome TNF Induces remission of disease in a few
cases61,62

Meniere disease MIF genetic polymorphism? 63,64 Unknown

SNHL IL-1 genetic polymorphisms65 Unknown

MIF genetic polymorphisms MIF polymorphisms correlate with steroid
responsiveness66

Noise-induced hearing
loss (animal results only)

MIF gene; IL-6 MIF knock-out mice fail to recover hearing
after noise exposure67 IL-6 blockade
improves cochlear blood flow in NIHL ani-
mal model68

AIED 5 autoimmune inner ear disease; IL 5 interleukin; MIF 5 migration inhibitory factor; NIHL 5 noise induced hearing loss; SNHL 5 sensorineural hear-
ing loss; TNF 5 tumor necrosis factor.

TABLE III.
CAPS Diseases With Associated Hearing Loss.

Autoinflammatory
Disease Clinical Features

Genetic Mutation/
Inheritance Treatment

Hearing Loss
Manifestation

Muckle-Wells
disease

Skin rashes, fever,
hearing loss,
conjunctivitis,
amyloidosis

NLRP3 (also
called CIAS1)/AD

IL-1 inhibitors High-frequency SNHL in
100%, below 4 kHz
involved in>70%,
starting in adolescence54

NOMID/CINCA Fever, meningitis,
joint damage,
hearing loss,
vision loss, uveitis,
papilledema

NLRP3 (also
called CIAS1)/AD

IL-1 inhibitors SNHL starting in infancy/
young childhood

Familial cold
autoinflmmatory
syndrome (FCAS)

Cold-induced urticarial
rash, conjunctivitis

NLRP3 (also
called CIAS1)/AD

IL-1 inhibitors ? mild SNHL, unclear if
disease-related

Monarch-1 Cold-induced uriticarial
or malar rash

NLRP12/AD In 2 of 5 patients, type not
defined69

H syndrome, also
referred to as
SLC29A3

IDDM, lymphadenopathy
mimicking Rosai-Dorfman,
hyperpigmentation,
phalyngeal flexion
contractures

SLC29A3/AR Limited data:
unresponsive
to TNF or IL-1
inhibitors70

SNHL from early infancy/
childhood in 53% of
patients, average age of
onset 5 5.9 years71

AD 5 autosomal dominant; AR 5 autosomal recessive; AIED 5 autoimmune inner ear disease; CAPS 5 cyropyrin-associated periodic syndrome;
CINCA 5 chronic infantile neurological, cutaneous, and articular (CINCA) syndrome; FCAS 5 familial cold autoinflammatory syndrome; IL 5 interleukin; MIF 5 mi-
gration inhibitory factor; NLRP3 5 NACHT, LRR and PYD domains-containing protein 3; NOMID neonatal onset multisystem inflammatory disease; SNHL 5 sen-
sorineural hearing loss; TNF 5 tumor necrosis factor.
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multiple sclerosis,46 although glucocorticoid resistance has been

attributed to multiple factors including glucocorticoid receptor

functional impairment or local factors that impair glucocorticoid

availability.47

Autoinflammatory Diseases
During the same time, discoveries concerning the mecha-

nisms of AIED were being described, a family of rare autoin-

flammatory diseases that were exquisitely sensitive to IL-1

inhibition was also being described, largely in the rheumatology

literature (as reviewed48). Here, genetic mutations/polymor-

phisms, inherited in an autosomal dominant (AD) manner

resulting in a gain of function mutation in a gene called NLRP-

3 (also called CIAS-1), resulted in excessive IL-1 beta release,

SNHL, systemic amyloidosis, and transient skin rashes. This

syndrome, Muckle-Wells, was characterized by a dermatologist

in the late 1970s49 and attributed to excessive IL-1 release.50

Muckle-Wells syndrome (MWS) and NOMID (neonatal onset

multisystem inflammatory disease) belong to a family of autoin-

flammatory diseases called cyropyrin-associated periodic syn-

drome (CAPS), some of which include SNHL in their

presentation (see Table III for CAPS diseases with associated

hearing loss). Of all of the CAPS diseases, MWS is the one most

likely associated with SNHL. Interestingly, although case

reports exist as to hearing improvement with IL-1 antago-

nism,51 initial descriptions of the hearing improvement

observed largely were believed to be minimal.52 Furthermore,

as more studies of this rare disease surfaced, several paradigm

shifts occurred relative to both inheritance of MWS and hearing

amelioration with IL-1 antagonism. Although initially described

as AD, in a recent review of CAPS, 133 of the 136 patients stud-

ied carried a heterozygous germline mutation, and 42% of these

patients had SNHL.53 In a series of patients with MWS (52% of

whom were children), 100% exhibited high-frequency SNHL

(equal to or above 6 kHz), whereas 74% were affected from 500

to 4,000 Hz, and all had normal caloric function. Interleukin-1

inhibition resulted in stable or improved hearing in 96% of the

patients, although improvement was noted in only 24% and was

worsening in 4%.54 Interestingly, MWS may also comprise neu-

rologic sequelae, including migraine, despite a negative magnet-

ic resonance imaging; symptoms were controlled with IL-1

antagonism.55 Other rare autoinflammatory diseases, such as

Monarch-1 and H syndrome, include SNHL as part of their pre-

sentation, most of which initially manifest during childhood

(Table III). Interestingly, similar to congenital SNHL for which

renal involvement may be seen in conjunction with SNHL, here

up to 25% of patients with Muckle-Wells may present with

either renal insufficiency or proteinuria, and also may have

amyloid deposits noted on kidney biopsy.56 Additionally, similar

to Cogan disease, keratitis has been reported in MWS.57 Devel-

opment of corticosteroid resistance in autoinflammatory dis-

eases has been reported. In Behcet disease, now considered an

autoinflammatory disease, corticosteroid resistance has been

effectively managed with anti-TNF therapy.58 Notably, the small

series of corticosteroid-resistant patients who we treated with

anakinra were sequence-negative for the MWS mutation (not

shown).

CONCLUSION
With the discovery of autoinflammatory diseases

that may manifest with SNHL, our understanding of the
putative role of IL-1 and other proinflammatory cyto-
kines involved in the pathogenesis of SNHLwill continue
to grow. Multiorgan involvement in many of these rare

autoinflammatory diseases has led to a mechanistic
understanding of the role IL-1 in various organs, as well
as study through large clinical trials of the effect of IL-1
in common diseases such as diabetes and myocardial
infarction. Hopefully, this collective knowledge will lead
to new therapeutics in AIED and other immune-
mediated hearing losses.

BIBLIOGRAPHY

1. Cogan, D.G., Syndrome of nonsyphilitic interstitial keratitis and vestibu-
loauditory symptoms. Arch of Ophthalmol, 1945. 33(2): p. 144–149.

2. Lehnhardt, E., Plotzliche horstorungen, auf beiden seiten gleichzeitig oder
nacheinander aufgetreten. Z Laryngol Rhinol Otol, 1958. 37: p. 1.

3. McCabe, B.F., Autoimmune SNHL. Ann Otol Rhinol Laryngol, 1979. 88:
p. 585–589.

4. Harris, J.P., M.H. Weisman, J.M. Derebery, M.A. Espeland, B.J. Gantz,
A.J. Gulya, P.E. Hammerschlag, M. Hannley, G.B. Hughes, R. Moscicki,
R.A. Nelson, J.K. Niparko, S.D. Rauch, S.A. Telian, and P.E.
Brookhouser, Treatment of corticosteroid-responsive autoimmune inner
ear disease with methotrexate: a randomized controlled trial. JAMA,
2003. 290(14): p. 1875–1883.

5. Cohen, S., A. Shoup, M.H. Weisman, and J. Harris, Etanercept treatment
for autoimmune inner ear disease: results of a pilot placebo-controlled
study. Otol Neurotol, 2005. 26(5): p. 903–907.

6. Broughton, S.S., Meyerhoff, W.E., Cohen, S.B., Immune mediated inner
ear disease: 10-year experience. Semin Arthritis Rheum, 2004. 34:
p. 544–548.

7. Silverman, M.N. and E.M. Sternberg, Neuroendocrine-immune interac-
tions in rheumatoid arthritis: mechanisms of glucocorticoid resistance.
Neuroimmunomodulation, 2008. 15(1): p. 19–28.

8. Ripoll, E., A. Merino, J.M. Grinyo, and J. Torras, New approaches for the
treatment of lupus nephritis in the 21st century: from the laboratory to
the clinic. Immunotherapy, 2013. 5(10): p. 1089–1101.

9. Chang, K.H., J.P. Burke, and J.C. Coffey, Infliximab versus cyclosporine as
rescue therapy in acute severe steroid-refractory ulcerative colitis: a sys-
tematic review and meta-analysis. Int J Colorectal Dis, 2013. 28(3):
p. 287–293.

10. George, D.L. and S. Pradhan, Idiopathic sensorineural hearing disorders
in adults—a pragmatic approach. Nat Rev Rheumatol, 2009. 5(9):
p. 505–512.

11. Moscicki, R.A., San Martin, J.E., Quintero, C.H., Rausch, S.D., Nadol,
J.B., Bloch, K.J. Serum antibody to inner ear proteins in patients with
progressive hearing loss. Correlation with disease activity and response
to corticosteroid treatment. . JAMA, 1994. 272: p. 611–616.

12. Garcia Berrocal, J.R., R. Ramirez-Camacho, B. Arellano, and J.A. Vargas,
Validity of the Western blot immunoassay for heat shock protein-70 in
associated and isolated immunorelated inner ear disease. Laryngoscope,
2002. 112(2): p. 304–309.

13. Yeom, K., Gray, J., Nair, T.S., Arts, H.A., Telian, S.A., Disher, M.J., El-
Kashlan, H., Sataloff, R.T., Fisher, S.G., Carey, T.E., Antibodies to HSP-
70 in normal donors and autoimmune hearing loss patients. Laryngo-
scope, 2003. 113: p. 1770–1776.

14. Baek MJ, P.H., Johnson JM, Altunas CZ, Jane-Wit D, Jaini R, Solares CA,
Thomas DM, Ball EJ, Robertson NG, Morton CC, Hughes GB, Tuohy
VK. Increased frequencies of cochlin-specific T cells in patients with
autoimmune sensorineural hearing loss. J Immunol, 2006. 177(6):
p. 4203–4210.

15. Pathak, S., L.J. Hatam, V. Bonagura, and A. Vambutas, Innate immune
recognition of molds and homology to the inner ear protein, cochlin, in
patients with autoimmune inner ear disease. J Clin Immunol, 2013.
33(7): p. 1204–1215.

16. Harris, J.P. Experimental autoimmune sensorineural hearing loss. Laryn-
goscope, 1987. 97(1): p. 63–76.

17. Gloddek, B., M. Rogowski, G. Reiss, and W. Arnold, Adoptive transfer of
an autoimmunological labyrinthitis in the guinea pig; animal model for
a sympathetic cochleolabyrinthitis. Clin Exp Immunol, 1994. 97(1):
p. 133–137.

18. Lorenz, R.R., C.A. Solares, P. Williams, J. Sikora, C.M. Pelfrey, G.B.
Hughes, and V.K. Tuohy, Interferon-gamma production to inner ear anti-
gens by T cells from patients with autoimmune sensorineural hearing
loss. J Neuroimmunol, 2002. 130(1–2): p. 173–178.

19. Solares, C.A., G.B. Hughes, and V.K. Tuohy, Autoimmune sensorineural
hearing loss: an immunologic perspective. J Neuroimmunol, 2003.
138(1–2): p. 1–7.

20. Hirose, K., M.H. Wener, and L.G. Duckert, Utility of laboratory testing
in autoimmune inner ear disease. Laryngoscope, 1999. 109(11): p. 1749–
1754.

21. Ross, U.H., M. Rogowski, G. Reiss, and B. Gloddek, Detection of cochlear
dysfunction by the measurement of transiently evoked otoacoustic emis-
sions in guinea pigs with autoimmune-induced labyrinthitis. Eur Arch
Otorhinolaryngol, 1994. 251(2): p. 80–83.

22. Chen, M.C., J.P. Harris, and E.M. Keithley, Immunohistochemical analysis
of proliferating cells in a sterile labyrinthitis animal model. Laryngo-
scope, 1998. 108(5): p. 651–656.

Laryngoscope Investigative Otolaryngology 1: October 2016 Vambutas and Pathak: Autoimmune and Autoinflammatory

113



23. Wang, X., T. Truong, P.B. Billings, J.P. Harris, and E.M. Keithley, Block-
age of immune-mediated inner ear damage by etanercept. Otol Neurotol,
2003. 24(1): p. 52–57.

24. Cohen, S., A. Shoup, M.H. Weisman, and J. Harris, Etanercept treatment
for autoimmune inner ear disease: results of a pilot placebo-controlled
study. Otol Neurotol, 2005. 26(5): p. 903–907.

25. Witebsky, E., N.R. Rose, K. Terplan, J.R. Paine, and R.W. Egan, Chronic
thyroiditis and autoimmunization. J Am Med Assoc, 1957. 164(13):
p. 1439–1447.

26. Solares, C.A., A.E. Edling, J.M. Johnson, M.J. Baek, K. Hirose, G.B.
Hughes, and V.K. Tuohy, Murine autoimmune hearing loss mediated by
CD41 T cells specific for inner ear peptides. J Clin Invest, 2004. 113(8):
p. 1210–1217.

27. Baek, M.J., H.M. Park, J.M. Johnson, C.Z. Altuntas, D. Jane-Wit, R.
Jaini, C.A. Solares, D.M. Thomas, E.J. Ball, N.G. Robertson, C.C.
Morton, G.B. Hughes, and V.K. Tuohy, Increased frequencies of cochlin-
specific T cells in patients with autoimmune sensorineural hearing loss.
J Immunol, 2006. 177(6): p. 4203–4210.

28. Pathak, S., L.J. Hatam, V. Bonagura, and A. Vambutas, Innate immune
recognition of molds and homology to the inner ear protein, cochlin, in
patients with autoimmune inner ear disease. J Clin Immunol, 2013.
33(7): p. 1204–1215.

29. Agrup, C. and L.M. Luxon, Immune-mediated inner-ear disorders in
neuro-otology. Curr Opin Neurol, 2006. 19(1): p. 26–32.

30. Lorenz, R.R., C.A. Solares, P. Williams, J. Sikora, C.M. Pelfrey, G.B.
Hughes, and V.K. Tuohy, Interferon-gamma production to inner ear anti-
gens by T cells from patients with autoimmune sensorineural hearing
loss. J Neuroimmunol, 2002. 130(1–2): p. 173–178.

31. Svrakic, M., S. Pathak, E. Goldofsky, R. Hoffman, S.S. Chandrasekhar, N.
Sperling, G. Alexiades, M. Ashbach, and A. Vambutas, Diagnostic and
prognostic utility of measuring tumor necrosis factor in the peripheral
circulation of patients with immune-mediated sensorineural hearing
loss. Arch Otolaryngol Head Neck Surg, 2012. 138(11): p. 1052–1058.

32. Niparko, J.K., N.Y. Wang, S.D. Rauch, G.B. Russell, M.A. Espeland, J.J.
Pierce, S. Bowditch, A. Masuda, A.J. Gulya, B.J. Gantz, G.B. Hughes,
P.E. Brookhouser, M.T. Hannley, S.A. Telian, and J.P. Harris, Serial
audiometry in a clinical trial of AIED treatment. Otol Neurotol, 2005.
26(5): p. 908–917.

33. Rauch, S.D., C.F. Halpin, P.J. Antonelli, S. Babu, J.P. Carey, B.J. Gantz,
J.A. Goebel, P.E. Hammerschlag, J.P. Harris, B. Isaacson, D. Lee, C.J.
Linstrom, L.S. Parnes, H. Shi, W.H. Slattery, S.A. Telian, J.T. Vrabec,
and D.J. Reda, Oral vs intratympanic corticosteroid therapy for idio-
pathic sudden sensorineural hearing loss: a randomized trial. JAMA,
2011. 305(20): p. 2071–2079.

34. Gomez-Reino, J., Biologic monotherapy as initial treatment in patients
with early rheumatoid arthritis. Rheumatology (Oxford), 2012. 51 Suppl
5: p. v31–37.

35. Satoh, H., G.S. Firestein, P.B. Billings, J.P. Harris, and E.M. Keithley,
Proinflammatory cytokine expression in the endolymphatic sac during
inner ear inflammation. J Assoc Res Otolaryngol, 2003. 4(2): p. 139–147.

36. Svrakic, M., S. Pathak, E. Goldofsky, R. Hoffman, S.S. Chandrasekhar, N.
Sperling, G. Alexiades, M. Ashbach, and A. Vambutas, Diagnostic and
prognostic utility of measuring tumor necrosis factor in the peripheral
circulation of patients with immune-mediated sensorineural hearing
loss. Arch Otolaryngol Head Neck Surg, 2012. 138(11): p. 1052–1058.

37. Tayer-Shifman, O.E., O. Ilan, H. Tovi, and Y. Tal, Cogan’s syndrome—clin-
ical guidelines and novel therapeutic approaches. Clin Rev Allergy
Immunol, 2014. 47(1): p. 65–72.

38. Van Wijk, F., H. Staecker, E. Keithley, and P.P. Lefebvre, Local perfusion
of the tumor necrosis factor alpha blocker infliximab to the inner ear
improves autoimmune neurosensory hearing loss. Audiol Neurootol,
2006. 11(6): p. 357–365.

39. Derebery, M.J., L.M. Fisher, C.C. Voelker, and A. Calzada, An open label
study to evaluate the safety and efficacy of intratympanic golimumab
therapy in patients with autoimmune inner ear disease. Otol Neurotol,
2014. 35(9): p. 1515–1521.

40. Satoh, H., G.S. Firestein, P.B. Billings, J.P. Harris, and E.M. Keithley,
Tumor necrosis factor-alpha, an initiator, and etanercept, an inhibitor of
cochlear inflammation. Laryngoscope, 2002. 112(9): p. 1627–1634.

41. Komeda, M., B.J. Roessler, and Y. Raphael, The influence of interleukin-1
receptor antagonist transgene on spiral ganglion neurons. Hear Res,
1999. 131(1–2): p. 1–10.

42. Vambutas, A., J. DeVoti, E. Goldofsky, M. Gordon, M. Lesser, and V.
Bonagura, Alternate splicing of interleukin-1 receptor type II (IL1R2) in
vitro correlates with clinical glucocorticoid responsiveness in patients
with AIED. PLoS One, 2009. 4(4): p. e5293.

43. Pathak, S., E. Goldofsky, E.X. Vivas, V.R. Bonagura, and A. Vambutas, IL-
1beta is overexpressed and aberrantly regulated in corticosteroid non-
responders with autoimmune inner ear disease. J Immunol, 2011.
186(3): p. 1870–1879.

44. Vambutas, A., M. Lesser, V. Mullooly, S. Pathak, G. Zahtz, L. Rosen, and E.
Goldofsky, Early efficacy trial of anakinra in corticosteroid-resistant auto-
immune inner ear disease. J Clin Invest, 2014. 124(9): p. 4115–4122.

45. Cox, G.M., A.P. Kithcart, D. Pitt, Z. Guan, J. Alexander, J.L. Williams, T.
Shawler, N.M. Dagia, P.G. Popovich, A.R. Satoskar, and C.C. Whitacre,
Macrophage migration inhibitory factor potentiates autoimmune-
mediated neuroinflammation. J Immunol, 2013. 191(3): p. 1043–1054.

46. Ji, N., A. Kovalovsky, G. Fingerle-Rowson, M.N. Guentzel, and T.G.
Forsthuber, Macrophage migration inhibitory factor promotes resistance

to glucocorticoid treatment in EAE. Neurol Neuroimmunol Neuroin-
flamm, 2015. 2(5): p. e139.

47. Silverman, M.N. and E.M. Sternberg, Glucocorticoid regulation of inflam-
mation and its functional correlates: from HPA axis to glucocorticoid
receptor dysfunction. Ann N Y Acad Sci, 2012. 1261: p. 55–63.

48. Dinarello, C.A., A. Simon, and J.W. van der Meer, Treating inflammation
by blocking interleukin-1 in a broad spectrum of diseases. Nat Rev Drug
Discov, 2012. 11(8): p. 633–652.

49. Muckle, T.J., The ’Muckle-Wells’ syndrome. Br J Dermatol, 1979. 100(1):
p. 87–92.

50. Agostini, L., F. Martinon, K. Burns, M.F. McDermott, P.N. Hawkins, and
J. Tschopp, NALP3 forms an IL-1beta-processing inflammasome with
increased activity in Muckle-Wells autoinflammatory disorder. Immuni-
ty, 2004. 20(3): p. 319–325.

51. Mirault, T., D. Launay, L. Cuisset, E. Hachulla, M. Lambert, V. Queyrel,
T. Quemeneur, S. Morell-Dubois, and P.Y. Hatron, Recovery from deaf-
ness in a patient with Muckle-Wells syndrome treated with anakinra.
Arthritis Rheum, 2006. 54(5): p. 1697–1700.

52. Ombrello, M.J. and D.L. Kastner, Autoinflammation in 2010: expanding
clinical spectrum and broadening therapeutic horizons. Nat Rev Rheu-
matol, 2011. 7(2): p. 82–84.

53. Levy, R., L. Gerard, J. Kuemmerle-Deschner, H.J. Lachmann, I. Kone-
Paut, L. Cantarini, P. Woo, A. Naselli, B. Bader-Meunier, A. Insalaco,
S.M. Al-Mayouf, S. Ozen, M. Hofer, J. Frenkel, C. Modesto, I. Nikishina,
T. Schwarz, S. Martino, A. Meini, P. Quartier, A. Martini, N. Ruperto,
B. Neven, M. Gattorno, P. for, and Eurofever, Phenotypic and genotypic
characteristics of cryopyrin-associated periodic syndrome: a series of 136
patients from the Eurofever Registry. Ann Rheum Dis, 2015. 74(11):
p. 2043–2049.

54. Kuemmerle-Deschner, J.B., A. Koitschev, P.N. Tyrrell, S.K. Plontke, N.
Deschner, S. Hansmann, K. Ummenhofer, P. Lohse, C. Koitschev, and
S.M. Benseler, Early detection of sensorineural hearing loss in Muckle-
Wells-syndrome. Pediatr Rheumatol Online J, 2015. 13(1): p. 43.

55. Kitley, J.L., H.J. Lachmann, A. Pinto, and L. Ginsberg, Neurologic mani-
festations of the cryopyrin-associated periodic syndrome. Neurology,
2010. 74(16): p. 1267–1270.

56. Scarpioni, R., D. Rigante, L. Cantarini, M. Ricardi, V. Albertazzi, L. Melfa,
and A. Lazzaro, Renal involvement in secondary amyloidosis of Muckle-
Wells syndrome: marked improvement of renal function and reduction
of proteinuria after therapy with human anti-interleukin-1beta monoclo-
nal antibody canakinumab. Clin Rheumatol, 2015. 34(7): p. 1311–1316.

57. Gorovoy, I.R., J.B. Gorovoy, D. Salomao, and M.S. Gorovoy, Chronic kerati-
tis with intrastromal epithelioid histiocytes: a new finding in Muckle-
Wells syndrome. Cornea, 2013. 32(4): p. 510–512.

58. Calvo-Rio, V., R. Blanco, E. Beltran, J. Sanchez-Burson, M. Mesquida, A.
Adan, M.V. Hernandez, M. Hernandez Garfella, E. Valls Pascual, L.
Martinez-Costa, A. Sellas-Fernandez, M. Cordero Coma, M. Diaz-Llopis,
R. Gallego, D. Salom, J.L. Garcia Serrano, N. Ortego, J.M. Herreras, A.
Fonollosa, A.M. Garcia-Aparicio, O. Maiz, A. Blanco, I. Torre, C.
Fernandez-Espartero, V. Jovani, D. Peiteado-Lopez, E. Pato, J. Cruz, C.
Fernandez-Cid, E. Aurrecoechea, M. Garcia, M.A. Caracuel, C. Montilla,
A. Atanes, F.F. Hernandez, S. Insua, S. Gonzalez-Suarez, A. Sanchez-
Andrade, F. Gamero, L. Linares, F. Romero-Bueno, A.J. Garcia, R.
Almodovar, E. Minguez, C. Carrasco Cubero, A. Olive, J. Vazquez, O.
Ruiz Moreno, F. Jimenez-Zorzo, J. Manero, S. Munoz Fernandez, J.
Rueda-Gotor, and M.A. Gonzalez-Gay, Anti-TNF-alpha therapy in
patients with refractory uveitis due to Behcet’s disease: a 1-year follow-up
study of 124 patients. Rheumatology (Oxford), 2014. 53(12): p. 2223–2231.

59. Svrakic, M., S. Pathak, E. Goldofsky, R. Hoffman, S.S. Chandrasekhar, N.
Sperling, G. Alexiades, M. Ashbach, and A. Vambutas, Diagnostic and
prognostic utility of measuring tumor necrosis factor in the peripheral
circulation of patients with immune-mediated sensorineural hearing
loss. Arch Otolaryngol Head Neck Surg, 2012. 138(11): p. 1052–1058.

60. Vambutas, A., M. Lesser, V. Mullooly, S. Pathak, G. Zahtz, L. Rosen, and E.
Goldofsky, Early efficacy trial of anakinra in corticosteroid-resistant auto-
immune inner ear disease. J Clin Invest, 2014. 124(9): p. 4115–4122.

61. Fricker, M., A. Baumann, F. Wermelinger, P.M. Villiger, and A. Helbling, A
novel therapeutic option in Cogan diseases? TNF-alpha blockers. Rheu-
matol Int, 2007. 27(5): p. 493–495.

62. Ghadban, R., M. Couret, and T. Zenone, Efficacy of infliximab in Cogan’s
syndrome. J Rheumatol, 2008. 35(12): p. 2456–2458.

63. Yazdani, N., M.T. Khorsandi Ashtiani, M.M. Zarandy, S.J. Mohammadi, H.
Ghazavi, E. Mahrampour, P. Amiri, and M.M. Amoli, Association
between MIF gene variation and Meniere’s disease. Int J Immunogenet,
2013. 40(6): p. 488–491.

64. Gazquez, I., A. Moreno, T. Requena, J. Ohmen, S. Santos-Perez, I. Aran,
A. Soto-Varela, H. Perez-Garrigues, A. Lopez-Nevot, A. Batuecas, R.A.
Friedman, M.A. Lopez-Nevot, and J.A. Lopez-Escamez, Functional var-
iants of MIF, INFG and TFNA genes are not associated with disease
susceptibility or hearing loss progression in patients with Meniere’s dis-
ease. Eur Arch Otorhinolaryngol, 2013. 270(4): p. 1521–1529.

65. Um, J.Y., C.H. Jang, H.L. Kim, Y.B. Cho, J. Park, S.J. Lee, Y.B. Kim, H.J.
Kim, K.S. Ahn, H.J. Jang, S.G. Lee, H. Lee, K.M. Lee, S.J. Kim, and
S.H. Hong, Proinflammatory cytokine IL-1 beta polymorphisms in sud-
den sensorineural hearing loss. Immunopharmacol Immunotoxicol,
2013. 35(1): p. 52–56.

66. Yazdani, N., A. Kakavand Hamidi, H. Ghazavi, M.J. Rikhtegar, M.
Motesadi Zarandi, M. Qorbani, and M.M. Amoli, Association between
macrophage migration inhibitory factor gene variation and response to

Laryngoscope Investigative Otolaryngology 1: October 2016 Vambutas and Pathak: Autoimmune and Autoinflammatory

114



glucocorticoid treatment in sudden sensorineural hearing loss. Audiol
Neurootol, 2015. 20(6): p. 376–382.

67. Kariya, S., M. Okano, Y. Maeda, H. Hirai, T. Higaki, Y. Noyama, T.
Haruna, J. Nishihira, and K. Nishizaki, Macrophage migration inhibito-
ry factor deficiency causes prolonged hearing loss after acoustic over-
stimulation. Otol Neurotol, 2015. 36(6): p. 1103–1108.

68. Wakabayashi, K., M. Fujioka, S. Kanzaki, H.J. Okano, S. Shibata, D.
Yamashita, M. Masuda, M. Mihara, Y. Ohsugi, K. Ogawa, and H.
Okano, Blockade of interleukin-6 signaling suppressed cochlear inflam-
matory response and improved hearing impairment in noise-damaged
mice cochlea. Neurosci Res, 2010. 66(4): p. 345–352.

69. Jeru, I., G. Le Borgne, E. Cochet, H. Hayrapetyan, P. Duquesnoy, G.
Grateau, A. Morali, T. Sarkisian, and S. Amselem, Identification and
functional consequences of a recurrent NLRP12 missense mutation in
periodic fever syndromes. Arthritis Rheum, 2011. 63(5): p. 1459–1464.

70. Melki, I., K. Lambot, L. Jonard, V. Couloigner, P. Quartier, B. Neven, and
B. Bader-Meunier, Mutation in the SLC29A3 gene: a new cause of a
monogenic, autoinflammatory condition. Pediatrics, 2013. 131(4):
p. e1308–1313.

71. Molho-Pessach, V., Y. Ramot, F. Camille, V. Doviner, S. Babay, S.J. Luis, V.
Broshtilova, and A. Zlotogorski, H syndrome: the first 79 patients. J Am
Acad Dermatol, 2014. 70(1): p. 80–88.

Laryngoscope Investigative Otolaryngology 1: October 2016 Vambutas and Pathak: Autoimmune and Autoinflammatory

115


