SSCD SYMPTOM QUESTIONNAIRE

(Superior Semi-Circular Canal Dehiscence)

Name Date
YES NO
1 Po you experience diz.ziness or notice an increase in dizziness when speaking in a loud voice or
in response to loud noises?
2 Do people mention to you that your speaking voice is soft even though it seems loud to you?
3 Have you ever yelled and felt like you were going to pass out?
4] Do your eyes hurt to move up and down, side to side, or feel like they are scraping or dragging while moving?
5 Have people commented that your eyes twitch or do you feel them twitching?
6 | Canyou hear your own heartbeat inside your head when lying down on one side, when having severe dizzy
episode, or during physical exertion?
7 Do you have a feeling of fullness in one or both ears?
8 | When you hum or sing, can you see things move or does it make you dizzy?
9 | When you cough or sneeze, do you feel like things are moving or does it make you dizzy?
10 | Do you get dizzy when lifting heavy objects or when exerting yourself through exercise?
11 | Do you sense that objects on the horizon seem to “bounce”, in your field of vision, while walking/running?
12 | Have you ever had the feeling that fluid was leaking out of one of your ears, yet there wasn't any fluid there?
13 | Have you ever felt dizzy when a storm front was passing through or when there was a noticeable change
in barometric pressure?
14 | Do you feel a constant sway in your body?
15 | Do you have ringing or cracking in one or both ears?
16 | Do you experience dizziness or fullness when lying flat?
TOTALS
SCORING SSCD SUSPECT
No=0 0-8 = Mild
Yes =1 8-12 = Moderate
12-16 = Severe

This questionnaire is designed to screen for those who may be suffering from semi-circular canal dehiscence.

The information obtained herein is considered a preliminary result only and does not diagnose or constitute confirmation of any specific medical problems. It is not a substiute for proper medical examination.




