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Background and Objectives We evaluated the correlation between video head impulse
test (VHIT) and dizziness handicap inventory (DHI), which is commonly used to quantify severi-
ty of dizziness in vestibular neuritis (VN).
Subjects and Method Twenty VN patients undergoing vHIT either at the acute or follow-up
stages of treatment were assessed by DHI questionnaire. Gain and gain asymmetry (GA) were
correlated with DHI scores and abnormal vHIT rates were compared according to the severity
of dizziness (mild <30; moderate-to-severe >32).
Results VHIT gains significantly increased from the acute to follow-up stages (from 0.45+
0.18 to 0.7010.25), whereas GA and DHI scores decreased (GA, from 0.36£0.15 to 0.22+0.18;
DHI scores, from 35+26 to 23+23). Although VHIT gains or GA showed no correlation with
DHI scores at the acute stage, VHIT gains showed significant correlation with DHI scores at
the follow-up (R-sq=0.32, p=0.01) stage. VHIT gains and GA did not differ according to the
severity of dizziness during the acute stage; however, VHIT gains (0.78+0.25) of patients with
mild dizziness were significantly higher than those (0.5140.14) with moderate-to-severe diz-
ziness at the follow-up stage. During the follow-up, all patients with moderate-to-severe dizzi-
ness showed abnormal vHIT gain, but 43% of patients with mild dizziness showed abnormal
VHIT gain, showing a significant difference (p<0.05).
Conclusion Reduced vHIT gain was significantly correlated with high degrees of dizziness
at the follow-up, but not at the acute stage, suggesting that high-frequency canal dysfunction
is contributed in part by the subjective dizziness at the follow-up. Our findings suggest that
VHIT might give an indirect evidence for implementing vestibular rehabilitation for enhanc-
ing impaired vestibular function and relieving subjective dizziness.
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Fig. 1. Changes of vHIT gains and
gain asymmetries from acute to fol-

low-up stages. The VHIT gains (A)
increased significantly at follow-up
stage and gain asymmetries (B)
decreased significantly at follow-up

A Acute stage Follow-up stage B

Acute stage

stage (p<0.001). vHIT: video head

Follow-up stage s
impulse test.
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Fig. 2. Pearson correlation plot between DHI scores and vHIT gain (A and B) and GA (C and D) in patients with VN at acute and follow-
up stages. DHI scores shows significant negative correlation with only vHIT gain in patients with VN at follow-up stage (B, R-sq=0.3155,
p<0.05). No correlation was found between DHI scores and vHIT gain at acute stage (A), and GA at acute and follow-up stages (C and
D). DHI: dizziness handicap inventory, vHIT: video head impulse test, VN: vestibular neuritis, GA: gain asymmetry.
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less GA than patients with moderate-to-severe DHI scores, though it was not significant (B). *“Mann-Whitney test. DHI: dizziness handi-
cap inventory, VHIT: video head impulse test, VN: vestibular neuritis, GA: gain asymmetry.

Table 1. Abnormal rates in VHIT gain value in patients with VN at acute and follow-up stages

Decreased VHIT gain (vHIT gain <0.8) Normal vHIT gain (vHIT gain >0.8) p-value*
VN at acute stage (%)
None-to-mild dizziness 10 (91) 1(9) 0
Moderate-to-severe dizziness 9 (100) 0
VN at follow-up stage (%)
None-to-mild dizziness 6 (43) 8 (57) 0,05
Moderate-to-severe dizziness 6 (100) 0
«Fisher's exact test. VHIT: video head impulse test, VN: vestibular neuritis
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