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It is known that about 30% of patients with sudden hearing loss present with
vertigo or dizziness. In clinical practice, this is called sudden hearing loss with
vertigo (SHLV) although definite diagnostic criteria have not been established.
Dizziness in SHLV is known to be caused by the dysfunction of the vestibular
end-organs as well as the superior vestibular nerve or both vestibular nerve
divisions. Lesions of the inferior vestibular nerve or a single semicircular canal
have also been reported in these patients. Herein we report a 71-year-old male
patient with SHLV who demonstrated vestibular dysfunction involving only the
posterior semicircular canal. The patient showed normal results in the bithermal
caloric test and the cervical vestibular evoked myogenic potentials test as well
as positional test. Video head impulse test showed decreased gain only in the
posterior semicircular canal. This case is significant in showing that dizziness in
SHLV patients can occur by an abnormality involving only a single semicircular
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Fig. 1. Results of vestibular function test. (A) Result of video-nystagmographic recordings showed left beating horizontal spontaneous
nystagmus (3.6 day/sec) on the initial visit day of admission. (B) Bithermal caloric test did not show canal paresis on both sides on
the second day of admission. CP, canal paresis; DP, directional preponderance. (C) Cervical vestibular evoked myogenic potential showed
normal response on the second day of admission. (D) Ocular vestibular evoked myogenic potential also showed normal response on
the second day of admission.
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Fig. 2. Pure tone audiometry. (A) Initial pure tone audiometry showed profound sensorineural hearing loss on the left side at the initial
visit. (B) Follow-up pure tone audiomerty showed mild improvement of hearing threshold on the left ear three months after admission.
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Fig. 3. Serial change of the results of video head impulse test. (A)
Initial video head impulse test showed decreased gain (0.34) and
catch up saccade on the left posterior semicircular canal. The gains
of five semicircular canals other than the left posterior semicircular
canal were within the normal limit. (B) Follow-up video head impulse
test on the 7th day after admission showed mild improvement of
the gain on the left posterior semicircular canal. (C) Three months
after admission, follow-up video head impulse test showed increased
gain of the left posterior semicircular canal compared with previous
results. LARP, left-anterior-right-posterior; RALP, right-anterior-
left-posterior; LA, left anterior semicircular canal; LP, left posterior
semicircular canal; RA, right anterior semicircular canal; RP, right
posterior semicircular canal.
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