Hoa s A WK K ¥ R R (E ¥R 2026 4F 4 J1
Vol.64 No.4 JOURNAL OF SHANDONG UNIVERSITY (HEALTH SCIENCES) Apr. 2026

XERS :1671-7554(2026) 04-0038-06 DOI:10.6040/j.issn.1671-7554.0.2024.0757

JILEREMZRITESZALIRERGLLER

FARAM AR, BB RE R IR A e
(LA L B B B LR 7 250022
QAR LA B BT 1 5 7 HE B L IR T 250022
3 AR K505 — B B B O Sk AN R VF T 250033)

WE. a4 MR H LIRS L (vestibular evoked myogenic potential, VEMP) , 483 VEMP # & /£ )L & &7
JEAP 2 £ (vestibular neuritis, VN) &9 B AME, Fek LI 2023F1 A£2024 53 Ak T LAKRFWEIL
FERFFAENL 59 BILE, 5 AT BA(n=36)F VN 20 (n=23) 34T =B 57, 39 3% % KL % % VEMPs
ek, 4 R NURT B 5 K WUIR P ¥, 45 ( cervicalvestibular-evoked myogenic potential, cVEMP) #-i] 45 & 2 = , VN
20 %)L F-69 P1-N1 4Rt 32 BT e, 2 F A 43t 5 & L (P<0.05) ; 4L % )L F Pl #RK B4 N1 #RK 2 eh £
FAGH 5 E L (P>0.05) ; VN 28 cVEMP #1& 7R F 4R b (anymmetry ratio, AR)1E>35% 9 £ ILH & & T xF R4,
EF A G FE L (P<0.05) , BRIUAT 5 K MUK PE ¥ 4% (ocular vestibular-evoked myogenic potential, oVEMP) #
MLER LT, VN A5 )UAF o) NI-P1 Jtgs st AT %, £ 7 A 4t 5 & L (P<0.05) ; %48 % )L £ 49 N1-P1 3k
78 W E Pl KA A N1 Sk 89 2 F R4t 5 & L (P>0.05) ; VN 40 oVEMP AR 18 >21% % £ )L4 8 & T 2 1
0, 2R A %I FENL(P<0.05), %# VN &JLH cVEMP #= oVEMP 357 HHLF % T4 3 TR EF0E & &
H A @R B M EIEFT, VEMP A2 & TAEA VN 6995 Wik 48, LA E 2l R &L,

KW IUE AT EAPZ KRR A NUR M A 3R R

B2 S . R764 MR SRS A

Vestibular evoked myogenic potential

in children with vestibular neuritis
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Abstract: Objective To analyze the vestibular evoked myogenic potential ( VEMP) and explore the application value
of VEMP examination in children with vestibular neuritis ( VN). Methods A total of 59 children who visited the
Otolaryngology Clinic of Children’s Hospital Affiliated to Shandong University from January 2023 to March 2024 were
selected and divided into the control group (36 cases) and the VN group (23 cases) for retrospective analysis. All
patients completed VEMPs examinations as required. Results The cervical vestibular-evoked myogenic potential
(cVEMP) test results showed that the P1-N1 amplitude of both ears in the VN group was lower than that in the control
group, with a statistically significant difference ( P<0.05). There was no significant difference in the P1 and N1 latency

between the two groups ( P>0.05). The number of children in the VN group with a cVEMP amplitude asymmetry ratio
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(AR) value >35% was higher than that in the control group, with a statistically significant difference ( P<0.05). The

ocular vestibular-evoked myogenic potential (0VEMP) test results showed that the N1-P1 amplitude of the right ear in

the VN group was lower than that in the control group, with a statistically significant difference (P<0.05). There was

no significant difference in the N1-P1 amplitude of the left ear, and the P1 and N1 latency of both ears between the two
groups (P>0.05). The number of children in the VN group with an oVEMP AR value >21% was higher than that in the

control group, with a statistically significant difference ( P<0.05). Conclusion The cVEMP and oVEMP waveforms in

children with VN showed abnormal changes, suggesting that there were functional disorders in the saccule, utricle, and

their conductive pathways. VEMP examination can be used as a diagnostic basis for VN and has important clinical sig-

nificance.
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Figure 1 The waveform diagram of cVEMP
A: Normal cVEMP waveform diagram; B: Abnormal cVEMP waveform diagram.
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Figure 2 The waveform diagram of oVEMP
A: Normal oVEMP waveform diagram; B: Abnormal oVEMP waveform diagram.
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