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Background and Objectives Video head impulse test system (VHIT) is an easy-to-use test
and there are numerous studies showing its efficacy. The aim of the study was to evaluate the
clinical usefulness of VHIT as an initial test in determining vestibular hypofunction in patients

with dizziness.

Subjects and Method The study recruited 103 outpatients who visited our ear clinic with
dizziness. We performed both bedside head impulse test (bHIT), vHIT and bithermal caloric
tests for 103 patients. Both bHIT and vHIT were consecutively performed in each subject on
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the same day by the same examiner.

The sensitivity of bHIT and vHIT was determined based on the bithermal caloric
test results, which showed that vHIT was more sensitive than bHIT. There was a significant
negative correlation between VHIT gain and canal paresis (p<0.05). Results of some patients
indicated dissociation between VHIT and caloric test.

Conclusion There is a significant correlation between the results of vHIT and caloric test.
Although VHIT does not replace the caloric test, it would be useful to evaluate the initial ves-
tibular loss in patients with dizziness.
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Table 1. Results of caloric test and bHIT in all patients (p<0.05)

CP- (%) CP+ (%)
PHIT- 141 (95.3) 36 (62.1)
PHIT+ 7 (4.7) 22 (37.9)

bHIT: bedside head impulse test, CP: canal paresis

Table 2. Results of caloric test and vHIT in all patients (p<0.05)

CP- (%) CP+ (%)
VHIT- 136 (91.9) 28 (48.3)
VHIT+ 12.8.1) 30 (51.7)

VHIT: video head impulse test, CP: canal paresis
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Fig. 1. Canal paresis between vHIT positive group and vHIT neg-
ative group. The mean canal paresis of VHIT positive group was
significantly higher than that of vHIT negative group (p<0.05). vHIT:
video head impulse test.
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Fig. 2. vHIT gain between canal paresis positive group and canal
paresis negative group. The mean vHIT gain of canal paresis pos-
itive group was significantly lower than that of canal paresis nega-
tive group (p<0.05). VHIT: video head impulse test, CP: canal pa-
resis.
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Fig. 3. Pearson correlation plot between vHIT gain and canal pa-
resis. Vestibulo-ocular reflex gain on vHIT shows significant neg-
ative correlation with canal paresis on caloric test (correlation coef-
ficient=-0.387, p<0.05). vHIT: video head impulse test.
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Fig. 4. The plot of area under receiver operating characteristic
expresses the model explanation power to be 0.7.
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