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This study aims to evaluate long-term vestibular function and hearing outcomes in a cohort of children 
with congenital cytomegalovirus infection (cCMV) using a comprehensive battery of vestibular and 
hearing tests, and possible relationships between vestibular and cochlear damage and relevant clinical 
presentation variables of cytomegalovirus (CMV) infection. A prospective cohort study was carried 
out from June 2016 to December 2023 and included 40 children affected by cCMV. Our sample was 
composed by 35% males and 65% females, with age at first vestibular assessment ranging from 3 to 
8 years old, and 30% (12) were symptomatic at birth. All patients received their diagnosis during the 
neonatal period, with none diagnosed retrospectively through dried blood spots. The median follow-up 
period was 5.3 years (ranging from 4.6 to 6.0). Comparing children with and without symptoms related 
to CMV, the presence of hearing loss (50% vs. 0.0%, p = 0.0002), psychomotor delay (25% vs. 0.0%, 
p = 0.024) and vestibular dysfunction (VD) (66.7% vs. 17.9%, p = 0.0075) were significantly increased 
in symptomatic patients. The VD was confirmed with a reduced gain of the lateral semicircular canals 
(LSCC) at the video head impulse test (vHIT) (58.3% vs. 17.9%, p = 0.021), and with the absence of 
response at cervical vestibular evoked myogenic potentials (cVEMPs) (54.5% vs. 3.7%, p = 0.0009). 
Comparing children with and without VD, we found a significant presence of reduced LSCC gain during 
the vHIT (93.3% vs. 0.0%, p < 0.0001), of an exclusive alteration in cVEMPs (61.5% vs. 0.0%, p < 0.0001), 
of hearing loss (46.2% vs. 0.0%, p = 0.0004), of patients with symptoms related to cCMV at birth (61.5% 
vs. 14.8%, p = 0.0075), of pathological neuroimaging at onset (61.5% vs. 7.4%, p = 0.0006), presence of 
antiviral therapy (61.5% vs. 11.1%, p = 0.0017) and positive viremia at onset (100% vs. 63%, p = 0.018). 
Finally, about time of maternal CMV infection the first trimester was associated to children with VD, 
while the third trimester to children without VD. cCMV infection can involve the entire inner ear: 
vestibular function seems to be more affected than cochlear function. Therefore, vestibular evaluation 
should be included in the audiological work up and follow-up in children with cCMV.
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TEOAEs	� Transient evoked otoacoustic emissions
US	� Ultrasound
VD	� Vestibular dysfunction
vHIT	� Video head impulse test

CMV is the most common cause of congenital viral infection globally1. The estimated pooled overall prevalence 
rate of cCMV is 0.67%, ranging from 0.48% in high-income countries to 1.42% in low/middle-income countries2. 
Approximately 10% of congenitally infected newborns are termed “symptomatic” because they present one or 
more clinically observable abnormalities at birth, which include microcephaly, abnormalities at neuroimaging, 
jaundice, hepatosplenomegaly, petechiae, hearing loss, and chorioretinitis3. Most children with cCMV do not 
develop any consequences related to the infection. However, moderate to severe long-term impairment is 
diagnosed in almost 25% of infected children considered as a whole4 and this prevalence is even higher among 
those who are symptomatic at birth (50–70%)5,6, frequently presenting as sensorineural hearing loss (SNHL)7–10. 
Moreover, the main predictor of long-term sequelae is a maternal infection in the first trimester (< 14 weeks of 
gestational age), while no long-term sequelae are reported in those infected in the second or third trimester11.

In recent years, vestibular and balance dysfunctions have been reported in children with symptomatic and 
asymptomatic cCMV infection at birth, both in those with and without hearing loss, as summarized by Shears 
et al.9. cCMV can have an impact on both the semicircular canals and the otolith function12–14, resulting in a 
vestibular loss that may be severe, with variable onset and clinical progression over time15,16.

The cochlear and posterior labyrinth tropism of CMV has been previously assessed in histopathological 
studies. In fact, CMV can cause virus-induced labyrinthitis, impacting both auditory and vestibular structures17–20. 
However, it is noteworthy that our understanding of cCMV-induced VD may currently be underestimated due 
to several factors, such as diagnostic challenges and the absence of specific guidelines governing the appropriate 
conduct of vestibular assessments in pediatric cases of cCMV.

As vestibular input is fundamental for appropriate early motor development, timely detection of vestibular 
loss could be crucial in helping children achieve their maximum potential. Indeed, the dysfunction of the 
vestibular system, leading to delays in gross motor skills, can potentially contribute to learning challenges and 
other neurodevelopmental disabilities21. However early detection of vestibular deficits is also difficult in young 
children due to their lack of appropriate language to indicate vestibular symptoms.

Nevertheless, routine examination for inner ear pathologies in infants predominantly centers around 
traditional audiological monitoring, with infrequent inclusion of vestibular assessments. Few data are currently 
available on the VD, therefore case–controlled longitudinal studies are desirable in order to characterize 
vestibular impairment and determine the efficacy of early interventions.

The aim of this study is to assess the long-term vestibular function and hearing outcomes in a cohort of 
children with cCMV using a comprehensive battery of vestibular and hearing tests. The primary objective is to 
determine the occurrence of vestibular dysfunction (VD) as a symptom in patients with cCMV. The secondary 
objective is to explore the association between relevant clinical variables of cCMV infection and the presence of 
VD in these children. The insights in the characteristic of VD in cCMV are important to schedule an appropriate 
follow up program.

Materials and methods
This was a prospective cohort study carried out at Specialized Perinatal Infection Unit of the University Federico 
II of Naples, in which we enrolled all infants and children with cCMV. The multidisciplinary team includes 
specialists from Neonatology, Maternal–Fetal Medicine, Pediatric Infectious Diseases, and Pediatric Audiologists 
dealing with the mother and infant dyad, focusing on vertically transmitted infections throughout the Campania 
Region. Serology examinations were performed by the local specialized reference laboratory. In this study, we 
stratified our sample population based on the presence or absence of vestibular dysfunction associated with 
CMV infection and conducted a comparative analysis. In this case the children had an appropriate follow up 
program started in 2014 and including into range [3.3. 8.7] years with mean of 5.4 years and 1.1 years of standard 
deviation, considering overall the sample. Particularly, this study started in 2016 and had a follow-up program 
that started in 2014, because it included one patient, with follow-up started in 2014, and four patients, with 
follow-up started in 2015.

Additional analyses were obtained by demographic and clinical data collected at inclusion, all audiological 
parameters, symptoms related to cCMV and data concerning mothers and pregnancy. Finally, all data collected 
were stored in electronic clinical records at the referent Operative Unit. Table 1 shows the information obtained 
on overall sample.

Study population
The universal neonatal screening for CMV is not offered in Italy, while the search of CMV DNA is performed 
in case of known or suspected maternal CMV infection during pregnancy and/or in case of symptoms in 
the neonatal period. In our cohort congenital infection was defined by viral DNA detection in urine using a 
polymerase chain reaction (PCR) assay within the first 3 weeks of life. When cCMV infection was suspected in 
older children, a retrospective diagnosis was made through PCR evaluation of dried blood spots3. At the time of 
enrollment, a blood sample was also collected to determine the presence of viremia.

Maternal CMV infection was categorized by analyzing maternal and newborn hospital records, as follow22: 
primary infection in case of demonstrated seroconversion during pregnancy or presence of CMV low-avidity 
IgG and specific IgM in the first trimester of gestation; non-primary infection in case of presence of IgG before 
pregnancy or IgG without IgM within the first trimester of gestation or fourfold or greater rise in IgG titer in 
paired samples.
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Patients were classified as symptomatic at onset if presenting with one or more of the following: intrauterine 
growth restriction, hepatomegaly, splenomegaly, petechiae, thrombocytopenia (< 100,000 platelets/mm3), 
elevated serum transaminase levels, jaundice with conjugated hyperbilirubinemia, central nervous system (CNS) 
involvement (as denoted by microcephaly (head circumference < 2 SD below the mean for age and birth weight), 
seizures, lethargy and/or poor suck, neuroimaging abnormalities consistent with CMV infection detected by 
cranial ultrasound (US) and/or Magnetic Resonance Imaging and Computed Tomography in past years such 
as calcifications, neuronal migration disorders, cerebral, and cerebellar volume loss, ventriculomegaly, white 
matter disease, ophthalmological abnormalities detected by funduscopic examination or SNHL detected by 
click-evoked auditory brainstem responses (ABR). SNHL was defined as a threshold ≥ 30  dB nHL for pure-
tones, confirmed at two consecutive click-evoked ABR, and after exclusion of middle ear disorders. Patients were 
defined as asymptomatic if free from all signs listed above soon after birth.

Other causes of congenital infection, including toxoplasmosis, rubella, herpes simplex, and syphilis, were 
ruled out.

Parameters

Paediatric patients 40

Age

 Mean ± SD 4.9 ± 1.1

 Median (IQR) 5 (4, 5.5)

Gender

 Male 35% (14)

 Female 65% (26)

Patients with symptoms related to cCMV at birth 30% (12)

Maternal age at delivery (years)

 Mean ± SD 30.4 ± 6.2

 Median (IQR) 31(25.5, 35)

Duration of follow-up (years)

 Mean ± SD 5.4 ± 1.1

 Median (IQR) 5.3 (4.6, 6)

Gestational age at birth (weeks)

 Mean ± SD 37.1 ± 3.2

 Median (IQR) 38 (37, 39)

Prematurity < 37 weeks 22.5% (9)

Birth weight (g)

 Mean ± SD 2696.6 ± 377.9

 Median (IQR) 2800 (2187.5, 3210)

Birth weight < 2500 g 42.5% (17)

Type of maternal infection

 Primary infection 65% (26)

 Non-primary infection 30% (12)

 Unknown 5% (2)

Time of maternal CMV infection (trimester)

 First 20% (8)

 Second 30% (12)

 Third 20% (8)

 Unknown 30% (12)

Antenatal US lesions 2.5% (1)

Pathological neuroimaging at onset 25% (10)

Antiviral therapy 27.5% (11)

Positive viremia at onset 75% (30)

Viral Load on blood at onset (IU/mL)

 Mean ± SD 15 × 103 ± 67.4 × 103

 Median (IQR) 446 (25.5, 1595)

Viral Load on urine at onset (IU/mL)

 Mean ± SD 15.3 × 106 ± 56.1 × 106

 Median (IQR) 9.4 × 105 (6.8 × 104, 4.6 × 106)

Table 1.  General characteristics of our sample. SD standard deviation, IQR interquartile interval.
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Neonates with CNS involvement were treated with oral valganciclovir for 6 months23. If oral route was not 
available for administration, they were treated with ganciclovir24. Parents/legal guardians agreed to treat children 
and accordingly gave informed consent.

The follow-up was scheduled for 6  years in cases of asymptomatic infection and longer for symptomatic 
cases, based on clinical needs. Data regarding timing and type (primary vs. non-primary) of maternal infection, 
neonatal and follow-up evaluations (physical, neurodevelopmental, audiological, and ophthalmological 
assessments) were prospectively collected during periodic controls. By 3 years of age, we performed a specific 
vestibular evaluation (see vestibular assessment). Data were recorded on a standardized database.

The study protocol matched the standard care applied in our center for all infants with cCMV infection.

Hearing assessment
We adopted different audiological protocols to evaluate the children according to their age.

The objective instrumental evaluation was used for infants ≤ 4  years of age and subjective instrumental 
evaluation was used in children > 4 years of age. Therefore, transient evoked otoacoustic emissions (TEOAE), 
click-evoked auditory brainstem responses (ABR) and tympanometry registration were performed on 
babies ≤ 4 years of age, and, behavioral audiometry or pure-tone audiometry, and tympanometry were performed 
on children between 5 and 8 years of age. All cCMV patients were subjected to the Universal Newborn Hearing 
Screening by means of TEOAE and Automated ABR. Based on the results of click-evoked ABR, children were 
enrolled in a longitudinal audiological follow-up protocol, with scheduled appointments every 6 months until 
the age of 3 and every 12 months until the age of six.

TEOAEs were performed during spontaneous sleep in a soundproof and faradized room with an automated 
tool (AccuscreenR Madsen by Natus, Montegrotto Terme, Italy) whose output simply indicates the response 
score of “pass” or “fail” at 70–80 dB SPL with a frequency range of 1.5–4.5 kHz. TEOAEs will most often be absent 
when hearing loss is greater than 35 dB HL. In addition TEOAEs may or may not be present when all pure-tone 
thresholds are between 25 and 35 dB HL, which may lead to missing some hearing-impaired newborns.

Furthermore, the click-evoked ABR (Neuro-Audio by Inventis, Padova, Italy) required spontaneous sleeping 
in a soundproof and faradized room and detected the presence and the persistence of V wave in order to find the 
hearing threshold for each side. Normal hearing was defined based on the presence and persistence of V wave 
for acoustic stimuli < 30 dB nHL. The diagnosis of HL was defined as the presence and persistence of V wave for 
acoustic stimuli ≥ 30 dB nHL. By using this method, mild SNHL may be missed.

The tympanometry (R36M by Resonance®, Gazzaniga, Italy) measured the middle ear pressure in order to 
exclude a middle ear dysfunction, suspected in case of a reduced or no measurable middle ear pressure with 
normal ear canal volume.

Various audiometric procedures as visually reinforced audiometry, conditioned play audiometry and 
conventional audiometry (R37A, Resonance®, Gazzaniga, Italy) were adopted to identify the pure-tone threshold 
using frequencies from 0.125 to 8 kHz.

The categorization of HL degree is based on the Bureau International for Audiophonology (Biap) 
classification25 and includes: normal (< 20 dB HL), mild (21–40 dB HL), moderate (41–70 dB HL), severe (71–
90 dB HL) and profound (> 91 dB HL).

Vestibular assessment
The assessment of vestibular function was performed in children from 3  years of age when they achieve an 
adequate attention span. This evaluation included a bedside examination, video head impulse test (vHIT) and 
cervical vestibular evoked myogenic potentials (cVEMPs).

During bedside-examination, eye movements were analyzed with video-oculoscopy (Audiomedical, Pompei, 
Italy), with and without visual fixation. The assessment included the detection of spontaneous and/or positional 
nystagmus and head impulse test in order to suspect a vestibular loss.

The vHIT with remote video camera (Synapsys vHIT Ulmer Device, Inventis, Padova, Italy) quantified the 
vestibulo-ocular reflex and superior vestibular nerve function measuring the ratio (gain) between the eye and 
head velocities at peak of head acceleration during high-frequency head stimuli/jerk horizontal rotations. The 
recording of vHIT required at least 5 trials for side and we increased them if the compliance of the patient 
was high. We used the rejection algorithm of the instrument for those trials where the eye tracking cannot be 
continued for the whole head movement (for ex. blinking, reduced sharpness) or for insufficient head velocity. 
Lateral canal hypofunction was defined as a gain value lower than 0.826.

The cVEMPs for air conducted sounds (Neuro-Audio, Inventis, Padova, Italy) were performed to evaluate 
the vestibulocollic reflex and the inferior vestibular nerve function. Potentials were recorded delivering tone 
bursts of 500 Hz at 100 dB nHL. Recording system used an EMG-based biofeedback monitoring method to 
minimize variations in muscles contractions and VEMPs amplitudes. A re-test was performed for each stimulus 
to assess reproducibility and to declare the presence of the biphasic responses. We considered a real vestibular 
insufficiency the absence of cVEMPs response on at least three consecutive trials27.

A VD was defined as an abnormal result on at least one test of the vestibular evaluation protocol: selective 
when only LSCC or otolithic receptors dysfunction occurred, combined in both LSCC and otolithic receptors 
dysfunction.

Other possible causes of vestibular dysfunction, such as trauma or infections, were excluded based on an 
accurate anamnesis. Moreover, infected children underwent periodical blood examinations including complete 
blood count, in the same day of the vestibular assessment, and no pathological findings were highlighted.

Sample size
The sample size was defined using the sample size for proportion. The formula is shown below,
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N =

z2
α
2

π (1 − π)
ε2

where π is the hypothesized prevalence of successes in the population and ε is the error accepted in the evaluation 
the sample size. This formula, based on Binomial distribution is applicable whether the distribution is normal 
or approximately normally. In our study we considered π equal to 60%. Particularly, π was hypothesized as 
central value of the prevalence interval defined considering the minimum (24.6%) and the maximum (95.7%) 
prevalence rates reported in review paper by Salomè et al.28. Based on π = 60%, an error ε = 20% and a z-score 
of 99%, the estimated minimum simple size is equal to 40 children. Our sample was obtained using Bernoulli 
sampling where all elements of the population had the same probability of being included in the sample. By 
Bernoulli sampling the sample of 40 children was composed by 12 children with symptoms related to CMV 
and 28 children without symptoms related to CMV). In our sample the proportion of children with symptoms 
related to CMV was of 30%, and despite being less than the hypothesized population prevalence (60%), it was 
included in the estimated prevalence range previous described, and therefore, it was acceptable. Finally, the 
Binomial distribution of the proportion of 30% can be approximated to normal distribution if the sample size 
is sufficiently large. Qualitatively, it is possible to consider a sample size as large sample if N ≥ 30 and Np > 5, 
N(1 − p) > 5. In our case all the conditions were verified (N = 40, Np = 12, N(1 − p) = 28, therefore the previous 
formula was applicable,

Ethics statement
The study was conducted in accordance with Helsinki Declaration as revised in 2013. The protocol was approved 
by the Ethics Committee of the University of Naples Federico II (protocol number 274/16 of 2016). Parents/legal 
guardians of participants provided their written informed consent to participate in this study.

Statistical analysis
Data were presented as number and percentage for categorical variables and continuous data were expressed as 
the mean ± standard deviation (SD) or median with interquartile interval (IQR). In this study, our sample was 
stratified into two pairs of complementary and independent subgroups that we compared (Group I: patients 
without symptoms related to CMV vs. Group II: patients with symptoms related to CMV; and Group III: patients 
without Vestibular Dysfunction vs. patients with Vestibular Dysfunction). Chi-square test and Fisher’s exact 
test were performed to evaluate significant differences in proportions or percentages between two independent 
groups. The multiple comparison chi-square and Fisher’s exact test were used to define significant differences 
between two independent groups where the variables were characterized by three or more modalities. If the 
chi-square or Fisher’s exact test were significant (p value < 0.05), the post hoc test was performed using the 
Adjusted Standardized Residuals and the Z-test, to identify significant modalities with higher and lower 
frequency. Fisher’s exact test was used where the chi-square test was not appropriate, i.e., if the sample size is 
small (n ≤ 25), and at least one cell has an expected frequency less than 5. The test for normal distribution was 
performed using the Shapiro–Wilk test. The t-test was used to evaluate the differences between means of the 
two independent groups. Alternatively, the Mann–Whitney test was used if the distributions were not normal. 
Notably, we reported Mean ± SD if the data were normally distributed, while median with IQR if the data were 
not normally distributed. Furthermore, where the tests on medians showed a significant difference and the 
medians were equal, then the mean rank values were described. In addition, in the tables with inferential analysis 
(Tables 2 and 3). the statistical tests used for each comparison were reported. Finally, all tests with p value < 0.05 
were considered significant. The statistical analysis was performed using the Matrix Laboratory (MATLAB) 
analytical toolbox version 2008 (MathWorks, Natick, MA, USA) for Windows at 32 bits.

Parameters Group I: patients without symptoms related to CMV Group II: patients with symptoms related to CMV p value (test)

Patients 70% (28) 30% (12) –

Age

 Median (IQR) 5 (4, 5) 5 (4, 6)

 Mean rank 20.3 21.1 0.83 (MW)

Gender
F: 64.3% (18), F: 66.7% (8)

1.0 (Fet)
M: 35.7% (10) M: 33.3% (4)

Hearing loss 0% (0) 50% (6) 0.0002* (Fet)

Psychomotor delay 0% (0) 25% (3) 0.024* (Fet)

Vestibular dysfunction 17.9% (5) 66.7% (8) 0.0075* (Fet)

Head Impulse Test (altered) 0% (0) 8.3% (1) 0.36 (Fet)

vHIT—gain < 0.8 17.9% (5) 58.3% (7) 0.021* (Fet)

cVEMPs—absence (n = 38) 3.7% (1) 54.5% (7) 0.0009* (Fet)

Table 2.  Comparison between children with and without symptoms related to CMV considering audiological 
and non-audiological parameters investigated in this study. p p value, C chi square test, MW Mann–Whitney 
test, T t-test, Fet Fisher’ exact test, F females, M males. *Significant test (p < 0.05).
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Results
Participant characteristics
A cohort consisting of 40 congenitally infected children was examined, with 35% being males (14) and 65% 
females (26). Enrolled children were all those followed in our clinic who could be evaluated according to 
inclusion criteria. Age at first vestibular assessment ranged from 3 to 8  years old (mean ± SD: 4.9 ± 1.1). All 
patients received their diagnosis during the neonatal period, with none diagnosed retrospectively through dried 
blood spots; 30% (12) were symptomatic at birth. The average follow-up was 5.3 years (range 4.6–6.0). Table 1 
shows the information obtained on overall sample.

The auditory function was within the normal range at the first evaluation in all patients with asymptomatic 
onset and remained stable during the follow-up while 6 (50%) symptomatic children received a diagnosis of 
SNHL at the onset. The hearing impairment was unilateral in 5 patients and bilateral in 1 patient and all showed 
also a VD. The degree of unilateral hearing loss in the poorer hearing ear ranged from mild to profound, and it 
was profound in bilateral hearing loss. Particularly, all children with SNHL and their families received counseling 

Parameters Group III: patients without VD Group IV: patients with VD p value (test)

Patients 67.5% (27) 32.5% (13)

Age

 Median (IQR) 5 (4, 5) 5 (4, 6)

 Mean rank 20 21.6 0.66 (MW)

Gender
F: 66.7% (18) F: 61.5% (8)

0.28 (C)
M: 33.3% (9) M: 38.5% (5)

Head impulse test 0% (0) 7.7% (1) 0.33 (Fet)

vHIT—gain < 0.8 0% (0) 92.3% (12) < 0.0001* (Fet)

Hearing loss 0% (0) 46.2% (6) 0.0004* (Fet)

Psychomotor delay 3.7% (1) 15.4% (2) 0.24 (Fet)

Patients with symptoms related to cCMV at birth 14.8% (4) 61.5% (8) 0.0075* (Fet)

cVEMPs—absence (n = 38) 0% (0) 61.5% (8) < 0.0001* (Fet)

Maternal age at delivery (years)

 Mean ± SD 30.7 ± 6.7 29.9 ± 5.3 0.73 (T)

Duration of follow-up (years)

 Median (IQR) 5.2(4.6, 5.5) 5.9(4.6, 6.7) 0.25 (MW)

Gestational age at birth (weeks)

 Median (IQR) 38.0 (37.0, 39.0) 38.0 (35.75, 38.25)

 Mean rank 21.4 18.5 0.45 (MW)

Prematurity < 37 weeks 18.5% (5) 30.8% (4) 0.44 (Fet)

Birth weight (g)

 Mean ± SD 2820.9 ± 657.8 2438.5 ± 851.5 0.13 (T)

Birth weight < 2500 g % (N) 33.3% (9) 61.5% (8) 0.091 (C)

Type of maternal infection 1.0 (Fet)

 Primary infection 63(17) 69.2% (9)

The modality “unknown” was excluded from the analysis Non-primary infection 29.6% (8) 30.8% (4)

 Unknown 7.4% (2) 0% (0)

Time of maternal CMV infection (trimester) 0.026* (MFet)

 First 11.1% (3) 38.5% (5)** “First” (Group IV)**, p = 0.0296 (Z)

 Second 29.6% (8) 30.8% (4) “Third” (Group III)**, p = 0.0213 (Z)

 Third 29.6% (8)** 0% (0)

 Unknown 29.6% (8) 30.8% (4) The modality “unknown” was excluded from the analysis

Antenatal US lesions (yes) 0% (0) 7.7% (1) 0.33 (Fet)

Pathological neuroimaging at onset (yes) 7.4% (2) 61.5% (8) 0.0006* (Fet)

Antiviral therapy 11.1% (3) 61.5% (8) 0.0017* (Fet)

Positive viremia at onset (yes) 63% (17) 100% (13) 0.018* (Fet)

Viral Load on blood at onset (IU/mL)

 Median (IQR) 347 (0, 1710) 918 (252, 4952.75) 0.083 (MW)

Viral Load on urine at onset (IU/mL)

 Median (IQR) 9.2 × 105 (3.1 × 104, 3.7 × 106) 1.3 × 106 (2.1 × 105, 49.6 × 105) 0.31 (MW)

Table 3.  Comparison between patients with and without VD considering all audiological and non-
audiological parameters investigated in this study. p p value, C chi square test, MW Mann–Whitney test, T 
t-test, Fet Fisher’ exact test, F females, M males, MFet multiple Fisher’ exact test. *Significant test (p < 0.05).
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about hearing loss and its consequences. Three of children with SNHL (2 unilateral and 1 bilateral) received 
hearing rehabilitation with hearing aids.

Indeed, the VD was highlighted in 13 patients in the overall sample and was associated to hearing loss 
in 6 children while 7 cases showed only the vestibular loss without hearing impairment even if the bedside 
examination excluded spontaneous and positional nystagmus in overall sample and detected a positive head 
impulse test only in a child. Therefore, the instrumental evaluation highlighted the vestibular loss. Among 6 
children with VD associated to hearing loss, the detection of vestibular hypofunction was on the same side in 
4 (66.6%) patients: 3 cases with unilateral hearing loss and 1 case with bilateral hearing loss. Moreover, VD was 
combined in both 2 unilateral hearing loss and 1 bilateral hearing loss and selective otolith hypofunction in 1 
unilateral hearing loss. Among 7 children with only VD it was combined in 2 patients (alteration of both vHIT 
and cVEMPs) and selective in 5 patients with the only alteration of vHIT. Regarding the results of the vestibular 
instrumental evaluation, vHIT detected a reduced gain of the lateral semicircular canal in 12 patients (30.0%). 
The affected canal was the right side in three cases, the left side in four cases and bilaterally in five cases. The 
analysis of cVEMPs was performed on 38 out of forty patients showing the absence of the biphasic responses in 
eight patients: one on the right side, three on the left side and four bilaterally.

Furthermore, 2 patients with unilateral hearing loss showed a bilateral vestibular involvement, one combined 
and one selective (right reduction of gain at vHIT and left absence of cVEMPs).

In Table 2, we reported the comparison between patients with and without symptoms related to CMV about 
audiological and non-audiological parameters investigated.

The prevalence of hearing loss (50% vs. 0.0%, p = 0.0002), psychomotor delay (25% vs. 0.0%, p = 0.024) and 
VD (66.7% vs. 17.9%, p = 0.0075) was significantly higher in symptomatic children. Furthermore, the vestibular 
instrumental evaluation was significantly more altered in the symptomatic group. In detail, a decreased gain 
of the LSCC at vHIT was identified in 58.3% of symptomatic patients and in 17.9% of asymptomatic patients 
(p = 0.021), while the absence of cVEMPs was observed in 54.5% of symptomatic patients and in 3.7% of 
asymptomatic patients (p = 0.0009).

Finally, no significant differences between Group I and II were observed for age (mean rank: 20.3 vs. 21.1, 
p = 0.83), and gender (Male: 35.7% vs. 33.3%, p = 1.0).

In Table 3 we reported our sample stratified into two groups: children without and with VD. Specifically, in 
the last column, we compared audiological and non-audiological parameters investigated in this study between 
the two groups.

Evaluating the pediatrics parameters between children without VD (Group III) and children with VD 
(Group IV), no statistical difference were observed for maternal age at birth (mean: 30.7 vs. 29.9, p = 0.73), for 
gestational age at birth, considered as weeks of gestation and prematurity, defined as gestational age < 37 weeks of 
gestation or not (mean rank: 21.4 vs. 18.5, p = 0.45), and for birth weight (mean: 2820.9 vs. 2438.5, p = 0.13). Both 
weight measurements were considered as weight expressed in grams and low birth weight, defined as < 2500 g. 
Furthermore, the duration of follow up did not differ between the two groups (median: 5.2 vs. 5.9, p = 0.25).

About time of maternal CMV infection, we found a significant difference between children with and without 
VD (p = 0.026). Namely, the first trimester was associated to children with VD (38.5%, p = 0.0296), while the 
third trimester to children without VD (29.6%, p = 0.0213).

Children with VD compared to those without VD presented more frequently neuroimaging abnormalities 
at onset (61.5% vs. 7.4%, p = 0.0006), detected with US and MRI. These abnormalities include multiple 
calcifications in 5 patients, white matter abnormalities in 2 patients, and a combination of multiple calcifications, 
white matter abnormalities and micropolygira in one patient with VD, as well as multiple calcifications with 
subependymal cysts in the 2 patients without VD. They also received antiviral treatment more often (61.5% vs. 
11.1%, p = 0.0017). In addition, their viremia at the onset was more frequently positive (100% vs. 63%, p = 0.018), 
although a difference in median values of viral load was not highlighted, nor in blood (median: 347 vs. 918, 
p = 0.083) nor in urine (9.2 × 105 vs. 1.3 × 106, p = 0.31). Moreover, the presence of antenatal US lesions did not 
differ in the two groups (0.0% vs. 7.7%, p = 0.33).

All the children with symptomatic onset of infection presented cerebral abnormalities at birth, such as 
germinolytic cysts, cerebral calcifications and ventriculomegaly associated to children with VD compared to 
children without VD (61.5% vs. 7.4%, p = 0.0006), and in 6 cases (46.2%) associated to Hearing loss (46.2% vs. 
0.0%, p = 0.0004).

For psychomotor delay no significant difference was observed between children with and without VD (15.4% 
vs. 3.7%, p = 0.24).

None of the patients presented neurological signs of VD although one presented with periodic episodes 
of vertigo followed by vomiting that were initially suspected of cyclic vomiting syndrome and subsequently 
correctly diagnosed after vestibular evaluation.

Five patients (38.4% = 5/13) were completely asymptomatic both at onset and when vestibular evaluation was 
performed. In these patients, other causes of VD were ruled out (even with a cerebral MRI).

As described in Table 3, we observed a significant presence of symptoms at birth in children with VD 
compared to those without VD (61.5% vs. 14.8%, p = 0.0075). Furthermore, in the group of children with VD, 
46.2% (6/13) had hearing loss., while 53.8% (7/13) had normal hearing function. Therefore, the absence of 
hearing lossdoesn’t assure the proper functioning of the vestibular system.

The VD was more frequently unilateral, 61.5% (8/13) in our cohort.
Children with VD, 53.8% (7/13) had a combined LSCC and otolith dysfunction, 38.5% (5/13) had an isolated 

LSCC dysfunction, while 7.7% (1/13) had an isolated otolith dysfunction. The vestibular function of the LSCC 
was affected in 92.3% (12/13) of the vestibular impaired children, while an otolith dysfunction was discovered in 
61.5% (8/13). Among the 85% (34/40) of children with normal hearing, 4 children (11.7%) had a canal function 

Scientific Reports |        (2025) 15:15740 7| https://doi.org/10.1038/s41598-025-98150-5

www.nature.com/scientificreports/

http://www.nature.com/scientificreports


disorder and 8 (23.5%) had otolith damage. More details about semicircular canals and otolith function are 
showed in Fig. 1.

Discussion
Our study provides findings on the vestibular assessment from a cohort of 40 cCMV-affected patients including 
12 infants having symptomatic onset and 6 among them exhibiting SNHL. All children were diagnosed in the 
neonatal period. In our cohort a compromised vestibular function was found in 13 patients (32.5%), suggesting 
a higher impact of vestibular damage as compared to the cochlear part of the inner ear.

In most cases, the CMV infection is completely asymptomatic in the child, while in symptomatic patients 
it is associated with a high rate of comorbidity mainly including neurologic damage as hearing impairment, 
neurodevelopmental disorders, ophthalmic complications, infantile autism, epilepsy, and other neurologic 
abnormalities5.

Several researchers focused on the evaluation of risk factors for the development of SNHL and the implications 
it can have on neurological development14,29–32. Although vestibular disorders in cCMV affected children have 
been described there are currently few studies on the assessment and features of vestibular damage in these 
children.

According to a recent review33 the prevalence of VD ranged from 14 to 90.4% across 12 studies using 
vestibular-specific assessment. The high variability of the prevalence reported is due to small single center 
studies, variation in vestibular assessment and limited long-term follow-up of patients.

The lower prevalence of vestibular deficit in our study could be attributed to the enrollment of a greater 
number of patients with asymptomatic cCMV compared to data reported by Bernard, Dhondt and Maes14,31,32,34. 
In fact, in these studies patients with symptomatic onset and/or severe SNHL represent the majority of analyzed 
cohorts.

According to the accepted criteria, 8 out of 13 (66.7%) patients with vestibular abnormalities were classified 
as symptomatic at onset, patients had structural brain abnormalities and 6/8 (75%) had SNHL. Therefore, in our 
sample the VD in symptomatic children was about four times more reported than in children with asymptomatic 
onset and with a much higher frequency than reported in literature35. Furthermore, in our sample VD (13/40, 
32.5%) was more common than SNHL (6/40, 15%) although the occurrence rate of SNHL was slightly higher 
than the value reported in literature (13%)7,36.

Due to the anatomic proximity of vestibular organ and cochlea, the association between VD and SNHL 
is of great interest19,37, but the mechanism of damage is still poorly understood. The presence of cytomegalic 
cells with inclusion bodies in the cochlea and vestibular labyrinth, degeneration of the organs of Corti and 
spiral ganglion cells in the inferior cochlear gyri, and atrophy of the crista and degeneration of nerve fibers in 
the vestibular system have been demonstrated in human temporal bones. The potassium-regulating structures 
of the endolymphatic sector of the inner ear, particularly the cochlear stria vascularis and the vestibular dark 
cells, both primary targets of CMV, are hypothesized to be involved in the etiopathogenesis of hearing loss38. 
The impairment of these structures may result from pressure variations within the inner ear, such as hydrops 
or atelectasis, which can contribute to the development of hearing loss and vestibular dysfunction20. Persistence 
of the virus in the inner ear has been observed even years after infection, and CMV has been found in the 
perilymphatic fluid of children who have undergone late cochlear implantation due to progressive hearing loss 
following cCMV. The reactivation of the virus may produce damage both to the cochlea and to the vestibular 
system, leading to progressive or late-onset VD, as for cochlear damage39.

Our functional results demonstrate that the vestibular part of the inner ear is significantly more impaired 
than the cochlear part confirming the importance of vestibular assessment as part of a neurodevelopmental 
follow-up in children with cCMV during the first years of life. Furthermore, our data suggest the need of early 
vestibular evaluations to improve the diagnostic criteria between symptomatic/asymptomatic infants and those 

Fig. 1.  Vestibular assessment characteristics.
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with indication to therapy. Thus, longitudinal vestibular follow-up of all cCMV patients, as established for 
hearing function, is challenging.

In agreement with the Italian guidelines, in cCMV the surveillance path provides audiological evaluation at 
1, 3, and 6 months, then once every 6 months until 3 years of age, and then once a year until age 640.

The limitation of our study is that vestibular assessments were performed at a mean age of 4.9  years, 
hindering the definition of the exact onset time of identified VD. An increasing number of studies have shown 
that vestibular function loss has a significant impact on motor development and other domains of learning 
and cognitive abilities, making early identification of vestibular disorders crucial for early rehabilitation41–44. 
However, it is also true that longitudinal vestibular follow-up in all cCMV patients would require a significant 
commitment from both diagnostic centers and patients. Notably, Dondht et al.29, in a prospective cohort study 
including a large cohort cCMV patients with a vestibular assessment before the age of 18 months, identified 
predictive factors for cCMV-patients at risk for vestibular dysfunction, which have significant effects on motor 
outcome and hearing impairment at the time of vestibular testing, including the presence of periventricular cysts 
on the CNS imaging. These findings provide evidence for a targeted vestibular follow-up in cCMV patients with 
risk factor for VD, mainly hearing impairment and periventricular cysts.

In our study vestibular assessment included canal and otolith function evaluations using vHIT for the 
assessment of the LSCC function and cVEMPs for an assessment of the otolith function. In line with the results of 
both Zagólski and Bernard12,14, semicircular canals dysfunctions were more prevalent than otolith dysfunctions, 
however, both the canal and otolith system were affected in more than 50% of cases. The vestibular loss was 
complete in 17.5% and partial in 15% of our cohort (see Fig. 1). The pathophysiologic correlate of this finding 
remains to be elucidated. On the other hand, the actual number of semicircular canals deficits related to otolith 
dysfunction might still be underestimated because the cVEMPs test was performed more often successfully than 
vHIT and rotatory testing45.

Taken together, cVEMPs responses were absent in 8 cCMV children, frequently monolaterally and in children 
with hearing loss, indicating a possible CMV role in defective saccular responses. Altered vHIT responses were 
observed in 12 cCMV children, more frequently bilaterally and in children with normal hearing.

Overall finding on vestibular deficits even in asymptomatic patients with normal hearing function suggests 
that despite the anatomical and phylogenetic proximity of cochlea and vestibular part the two systems maintain 
their independent function. Thus, it is important to detect any alteration considering that the initiation of early 
neuromotor rehabilitation could improve the postural and motor outcomes of children with affected vestibular 
system46,47.

In our sample VD is not associated with delayed gross motor development, hypotonia, poor balance and 
impaired spatial awareness also if these disorders are often not easily reported by patients especially if children. 
The lack of sufficient linguistic competence to express information about spatial orientation and balance in 
young children contributes to their symptoms often underestimated. Currently the clinical relevance and 
practical implications of this condition on balance are not clear. VD does not always lead to balance impairment 
as children can compensate through vision and proprioception. Moreover, this result could be likely related to 
the higher prevalence of unilateral VD in our sample. In literature, children with bilateral VD are known to have 
difficulties with balance43,47 acquisition of gross motor milestones21,48,49 and negative impact on cognition, and 
school performance42,50–55. However, the possible impact of unilateral VD on these developmental domains 
remains unclear. Interestingly, the vestibular test battery adopted in our study provided robust evidence for its 
feasibility in older children (i.e. over 4 years of age) with VD. Despite, vestibular assessment in children with 
cCMV as well as in other conditions that could be associated to severe hearing loss or meningitis or in infants 
underwent to cochlear implantation is highly recommended there is a crucial need to implement vestibular 
testing in all vestibular-impaired children including below 3 years and even younger 1 year.

The cVEMPs assesses otolith function, while vHIT evaluates the high-frequency function of the semicircular 
canals, aligning more closely with the physiological stimuli encountered in daily life. This stands in contrast to 
the caloric test, which appraises mid-frequency and low-frequency function of the LSCC. Given the potential 
challenges of conducting the caloric test in younger patients, it should be reserved for cases where symptoms 
are not explained by vHIT or cVEMPs results. Considering that vestibular pathways mature through childhood 
long-term follow-up from an early age is also crucial to evaluate the reliability of testing and the onset and 
progression of VD.

Our findings also confirm that there were no differences in vestibular defects in babies born after a maternal 
primary or non-primary maternal infection, suggesting that both primary or non-primary infection can be 
equally harmful for the children32. In addition, VD was more frequent in case of maternal infection in the first 
trimester of gestation32. In our cohort, the role of maternal antiviral therapy on vestibular function of their 
children was not evaluable because none of the mothers of children enrolled were treated since treatment was 
available in Italian clinical practice by December 202056. Further studies will be needed to evaluate the effect of 
maternal antiviral treatment on vestibular function.

Remarkably, there was no difference in gestational age nor in weight at birth so that these parameters cannot 
be used as predictors for subsequent development of VD.

However, children with VD presented more frequently neuroimaging abnormalities and received antiviral 
treatment but these results are consistent with more frequent dysfunction in symptomatic children at birth. 
Abnormalities on CNS imaging, defined as the presence of periventricular cysts, was found to be a significant 
predictor for vestibular dysfunction even in another cohort29. In our study children with vestibular disfunction 
presented with more severe features, because abnormalities were mainly calcifications but even white matter 
abnormalities and micropolygiria. In addition, in our cohort viremia at the onset was more frequently positive 
in patients with VD although a difference in median values of viral load was not highlighted nor in blood nor in 
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urine. Our study is the first one that evaluate the predictive role of viral load in blood and urine for VD. Further 
studies with a large cohort of patients are needed to define this relationship.

Despite the clinical symptoms and functional impairment caused by VD in cCMV patients, very few children 
have access to the specialized resources required for vestibular testing. Therefore, it is essential to develop a 
criteria-based approach to prioritize access to these specialized services.

According to our findings, vestibular assessment should be performed in patients classified as symptomatic at 
onset, particularly in relation to specific clinical presentation characteristics such as structural brain abnormalities 
(periventricular cysts, calcifications, white matter abnormalities, and micropolygyria) and sensorineural hearing 
loss (SNHL). Pediatric variables of the infection, which have already been described in the literature as significant 
predictors, can be used to further refine the criteria for selecting patients for vestibular evaluation. Our results 
specifically indicate the necessity for prioritized assessment in patients with infections contracted during the first 
trimester of pregnancy, regardless of the type of infection (primary or non-primary) and the viremia at onset.

Conclusion
Cochlear and vestibular parts of inner ear could be both damaged by cCMV, however, vestibular function seems 
to more affected as compared to cochlear function. Therefore, vestibular assessment should be recommended 
during diagnosis and follow-up of infected children together with hearing function evaluation.

Despite most of the vestibular disorders in our sample are combined, isolated LSCC dysfunctions and otolithic 
dysfunctions are possible. Therefore, determining a vestibular battery test that evaluates all the components of 
the vestibular system, while being feasible even at an early stage, is crucial in defining effective and feasible 
protocol in clinical practice.

Our study confirmed that of maternal infection in the first trimester and neuroimaging abnormalities 
even associated to antiviral treatment in children can be predictive for vestibular defects. Remarkably, positive 
viremia at the onset can be considered as a risk factor for VD. Future research will be useful to evaluate the role 
of maternal antiviral therapy on vestibular function in their babies.

Data availability
The datasets generated and analyzed during the current study are not publicly available due to privacy reasons 
but are available from the corresponding author on reasonable request.

Received: 1 September 2024; Accepted: 9 April 2025

References
	 1.	 Manicklal, S., Emery, V. C., Lazzarotto, T., Boppana, S. B. & Gupta, R. K. The “silent” global burden of congenital cytomegalovirus. 

Clin. Microbiol. Rev. 26(1), 86–102. https://doi.org/10.1128/CMR.00062-12 (2013).
	 2.	 Ssentongo, P. et al. Congenital cytomegalovirus infection burden and epidemiologic risk factors in countries with universal screening: 

A systematic review and meta-analysis. JAMA Netw. Open 4(8), e2120736. https://doi.org/10.1001/jamanetworkopen.2021.20736 
(2021).

	 3.	 Leruez-Ville, M. et al. Corrigendum to ‘Consensus recommendation for prenatal, neonatal and postnatal management of 
congenital cytomegalovirus infection from the European congenital infection initiative (ECCI)’ [The Lancet Regional Health—
Europe 40 (2024) 100892]. Lancet Reg. Health Eur. 42, 100974 (2024).

	 4.	 Korndewal, M. J. et al. Long-term impairment attributable to congenital cytomegalovirus infection: A retrospective cohort study. 
Dev. Med. Child Neurol. 59(12), 1261–1268. https://doi.org/10.1111/dmcn.13556 (2017).

	 5.	 Dollard, S. C., Grosse, S. D. & Ross, D. S. New estimates of the prevalence of neurological and sensory sequelae and mortality 
associated with congenital cytomegalovirus infection. Rev. Med. Virol. 17(5), 355–363. https://doi.org/10.1002/rmv.544 (2007).

	 6.	 Cannon, M. J., Griffiths, P. D., Aston, V. & Rawlinson, W. D. Universal newborn screening for congenital CMV infection: What is 
the evidence of potential benefit?. Rev. Med. Virol. 24(5), 291–307. https://doi.org/10.1002/rmv.1790 (2014).

	 7.	 Goderis, J. et al. Hearing in children with congenital cytomegalovirus infection: Results of a longitudinal study. J. Pediatr. 172, 
110-115.e2. https://doi.org/10.1016/j.jpeds.2016.01.024 (2016).

	 8.	 Pinninti, S. & Boppana, S. Congenital cytomegalovirus infection diagnostics and management. Curr. Opin. Infect. Dis. 35, 436–441 
(2022).

	 9.	 Aldè, M. et al. Congenital cytomegalovirus and hearing loss: The state of the art. J. Clin. Med. 12, 4465 (2023).
	10.	 Gana, N. et al. Congenital cytomegalovirus-related hearing loss. Audiol. Res. 14, 507–517 (2024).
	11.	 Chatzakis, C. et al. Timing of primary maternal cytomegalovirus infection and rates of vertical transmission and fetal consequences. 

Am. J. Obstet. Gynecol. 223, 870-883.e11 (2020).
	12.	 Zagólski, O. Vestibular-evoked myogenic potentials and caloric stimulation in infants with congenital cytomegalovirus infection. 

J. Laryngol. Otol. 122(6), 574–579. https://doi.org/10.1017/S0022215107000412 (2008).
	13.	 Karltorp, E. et al. Impaired balance and neurodevelopmental disabilities among children with congenital cytomegalovirus 

infection. Acta Paediatr. (Oslo, Norway: 1992) 103(11), 1165–1173. https://doi.org/10.1111/apa.12745 (2014).
	14.	 Bernard, S., Wiener-Vacher, S., Van Den Abbeele, T. & Teissier, N. Vestibular disorders in children with congenital cytomegalovirus 

infection. Pediatrics 136(4), e887–e895. https://doi.org/10.1542/peds.2015-0908 (2015).
	15.	 Kokkola, E. et al. Long-term outcome of vestibular function and hearing in children with congenital cytomegalovirus infection: A 

prospective cohort study. Eur. Arch. Oto-Rhino-Laryngol. Off. J. Eur. Fed. Oto-Rhino-Laryngol. Soc. (EUFOS) Affil. Ger. Soc. Oto-
Rhino-Laryngol. Head Neck Surg. 280(7), 3141–3147. https://doi.org/10.1007/s00405-022-07816-7 (2023).

	16.	 Chebib, E. et al. Audiovestibular consequences of congenital cytomegalovirus infection: Greater vulnerability of the vestibular part 
of the inner ear. Ear Hear. 43, 1730–1739 (2022).

	17.	 Davis, G. L., Spector, G. J., Strauss, M. & Middlekamp, J. N. Cytomegalovirus endolabyrinthitis. Arch. Pathol. Lab. Med. 101(3), 
118–121 (1977).

	18.	 Davis, G. L. In vitro models of viral-induced congenital deafness. Am. J. Otol. 3(2), 156–160 (1981).
	19.	 Strauss, M. Human cytomegalovirus labyrinthitis. Am. J. Otolaryngol. 11(5), 292–298. ​h​t​t​p​s​:​/​/​d​o​i​.​o​r​g​/​1​0​.​1​0​1​6​/​0​1​9​6​-​0​7​0​9​(​9​0​)​9​0​0​5​

7​-​3​​​​ (1990).
	20.	 Kahn, L. et al. Hearing loss and vestibular dysfunction in congenital CMV infection: Could it be due to endolymphatic pressure 

anomaly? A preliminary study. Int. J. Pediatr. Otorhinolaryngol. 188, 112172 (2025).

Scientific Reports |        (2025) 15:15740 10| https://doi.org/10.1038/s41598-025-98150-5

www.nature.com/scientificreports/

https://doi.org/10.1128/CMR.00062-12
https://doi.org/10.1001/jamanetworkopen.2021.20736
https://doi.org/10.1111/dmcn.13556
https://doi.org/10.1002/rmv.544
https://doi.org/10.1002/rmv.1790
https://doi.org/10.1016/j.jpeds.2016.01.024
https://doi.org/10.1017/S0022215107000412
https://doi.org/10.1111/apa.12745
https://doi.org/10.1542/peds.2015-0908
https://doi.org/10.1007/s00405-022-07816-7
https://doi.org/10.1016/0196-0709(90)90057-3
https://doi.org/10.1016/0196-0709(90)90057-3
http://www.nature.com/scientificreports


	21.	 Inoue, A. et al. Effect of vestibular dysfunction on the development of gross motor function in children with profound hearing loss. 
Audiol. Neurootol. 18(3), 143–151. https://doi.org/10.1159/000346344 (2013).

	22.	 Maltezou, P. G. et al. Maternal type of CMV infection and sequelae in infants with congenital CMV: Systematic review and meta-
analysis. J. Clin. Virol. Off. Publ. Pan Am. Soc. Clin. Virol. 129, 104518. https://doi.org/10.1016/j.jcv.2020.104518 (2020).

	23.	 Kimberlin, D. W. et al. Valganciclovir for symptomatic congenital cytomegalovirus disease. N. Engl. J. Med. 372(10), 933–943. 
https://doi.org/10.1056/NEJMoa1404599 (2015).

	24.	 Kimberlin, D. W. et al. Effect of ganciclovir therapy on hearing in symptomatic congenital cytomegalovirus disease involving the 
central nervous system: A randomized, controlled trial. J. Pediatr. 143(1), 16–25. https://doi.org/10.1016/s0022-3476(03)00192-6 
(2003).

	25.	 BIAP (1996) Recommendation no 02/1 bis. Audiometric Classification of Hearing Impairments. BIAP—International Bureau for 
Audio Phonology. http://www.biap.org/biapanglais/biaprecomangl.html. Accessed 2 April 2024.

	26.	 Alhabib, S. F. & Saliba, I. Video head impulse test: A review of the literature. Eur. Arch. Oto-Rhino-Laryngol. Off. J. Eur. Fed. Oto-
Rhino-Laryngol. Soc. (EUFOS) Affil. Ger. Soc. Oto-Rhino-Laryngol. Head Neck Surg. 274(3), 1215–1222. ​h​t​t​p​s​:​/​/​d​o​i​.​o​r​g​/​1​0​.​1​0​0​7​/​s​0​
0​4​0​5​-​0​1​6​-​4​1​5​7​-​4​​​​ (2017).

	27.	 Janky, K. L. & Rodriguez, A. I. Quantitative vestibular function testing in the pediatric population. Semin. Hear. 39(3), 257–274. 
https://doi.org/10.1055/s-0038-1666817 (2018).

	28.	 Salomè, S. et al. Congenital cytomegalovirus infection: The state of the art and future perspectives. Front. Pediatr. 11, 1276912. 
https://doi.org/10.3389/fped.2023.1276912 (2023).

	29.	 Dhondt, C. et al. Predicting early vestibular and motor function in congenital cytomegalovirus infection. Laryngoscope 133(7), 
1757–1765. https://doi.org/10.1002/lary.30375 (2023).

	30.	 Pinninti, S. et al. Vestibular, gaze, and balance disorders in asymptomatic congenital cytomegalovirus infection. Pediatrics 147(2), 
e20193945. https://doi.org/10.1542/peds.2019-3945 (2021).

	31.	 Maes, L. et al. Comparison of the motor performance and vestibular function in infants with a congenital cytomegalovirus infection 
or a connexin 26 mutation: A preliminary study. Ear Hear. 38(1), e49–e56. https://doi.org/10.1097/AUD.0000000000000364 
(2017).

	32.	 Chebib, E. et al. Predictors of cochleovestibular dysfunction in children with congenital cytomegalovirus infection. Eur. J. Pediatr. 
181(8), 2909–2918. https://doi.org/10.1007/s00431-022-04495-8 (2022).

	33.	 Shears, A. et al. Vestibular and balance dysfunction in children with congenital CMV: A systematic review. Arch. Dis. Child. Fetal 
Neonatal 107(6), 630–636. https://doi.org/10.1136/archdischild-2021-323380 (2022).

	34.	 Dhondt, A., Van Keer, I., van der Putten, A. & Maes, B. Communicative abilities in young children with a significant cognitive and 
motor developmental delay. J. Appl. Res. Intell. Disabil. JARID 33(3), 529–541. https://doi.org/10.1111/jar.12695 (2020).

	35.	 Dhondt, C. et al. Vestibular function in children with a congenital cytomegalovirus infection: 3 Years of follow-up. Ear Hear. 42(1), 
76–86. https://doi.org/10.1097/AUD.0000000000000904 (2021).

	36.	 Foulon, I. et al. Hearing loss with congenital cytomegalovirus infection. Pediatrics 144(2), e20183095. ​h​t​t​p​s​:​/​/​d​o​i​.​o​r​g​/​1​0​.​1​5​4​2​/​p​e​d​
s​.​2​0​1​8​-​3​0​9​5​​​​ (2019).

	37.	 Schuknecht, H. F. Pathology of the Ear (Lea & Febiger, 1993).
	38.	 Teissier, N. et al. Inner ear lesions in congenital cytomegalovirus infection of human fetuses. Acta Neuropathol. 122(6), 763–774. 

https://doi.org/10.1007/s00401-011-0895-y (2011).
	39.	 Ogawa, H. et al. Presence of cytomegalovirus in the perilymphatic fluid of patients with profound sensorineural hearing loss 

caused by congenital cytomegalovirus infection. Acta Otolaryngol. 136(2), 132–135. ​h​t​t​p​s​:​/​/​d​o​i​.​o​r​g​/​1​0​.​3​1​0​9​/​0​0​0​1​6​4​8​9​.​2​0​1​5​.​1​0​9​9​7​
3​3​​​​ (2016).

	40.	 Gruppo multidisciplinare “Malattie infettive in ostetricia-ginecologia e neonatologia”. Percorsi diagnostico-assistenziali in 
Ostetricia-Ginecologia e Neonatologia CITOMEGALOVIRUS available at: ​h​t​t​p​s​:​​/​/​w​w​w​.​​a​m​c​l​i​.​​i​t​/​w​p​-​​c​o​n​t​e​​n​t​/​u​p​l​​o​a​d​s​/​2​​0​1​5​/​1​0​​/​C​
I​T​O​​M​E​G​A​L​O​​V​I​R​U​S​A​​p​r​i​l​E​2​​0​1​2​.​p​d​f

	41.	 Braswell, J. & Rine, R. M. Evidence that vestibular hypofunction affects reading acuity in children. Int. J. Pediatr. Otorhinolaryngol. 
70(11), 1957–1965. https://doi.org/10.1016/j.ijporl.2006.07.013 (2006).

	42.	 De Kegel, A., Maes, L., Baetens, T., Dhooge, I. & Van Waelvelde, H. The influence of a vestibular dysfunction on the motor 
development of hearing-impaired children. Laryngoscope 122(12), 2837–2843. https://doi.org/10.1002/lary.23529 (2012).

	43.	 Popp, P. et al. Cognitive deficits in patients with a chronic vestibular failure. J. Neurol. 264(3), 554–563. ​h​t​t​p​s​:​/​/​d​o​i​.​o​r​g​/​1​0​.​1​0​0​7​/​s​0​
0​4​1​5​-​0​1​6​-​8​3​8​6​-​7​​​​ (2017).

	44.	 Van Hecke, R. et al. A cross-sectional study on the neurocognitive outcomes in vestibular impaired school-aged children: Are they 
at higher risk for cognitive deficits?. J. Neurol. 270, 4326–4341 (2023).

	45.	 Dhondt, C., Dhooge, I. & Maes, L. Vestibular assessment in the pediatric population. Laryngoscope 129(2), 490–493. ​h​t​t​p​s​:​/​/​d​o​i​.​o​
r​g​/​1​0​.​1​0​0​2​/​l​a​r​y​.​2​7​2​5​5​​​​ (2019).

	46.	 Clark, D. L., Kreutzberg, J. R. & Chee, F. K. Vestibular stimulation influence on motor development in infants. Science (New York, 
N.Y.) 196(4295), 1228–1229. https://doi.org/10.1126/science.300899 (1977).

	47.	 An, S. J. The effects of vestibular stimulation on a child with hypotonic cerebral palsy. J. Phys. Ther. Sci. 27(4), 1279–1282. ​h​t​t​p​s​:​/​/​
d​o​i​.​o​r​g​/​1​0​.​1​5​8​9​/​j​p​t​s​.​2​7​.​1​2​7​9​​​​ (2015).

	48.	 Singh, A. et al. Vestibular dysfunction and gross motor milestone acquisition in children with hearing loss: A systematic review. 
Otolaryngol. Head Neck Surg. Off. J. Am. Otolaryngol. Head Neck Surg. 165(4), 493–506. https://doi.org/10.1177/0194599820983726 
(2021).

	49.	 Kaga, K. Vestibular compensation in infants and children with congenital and acquired vestibular loss in both ears. Int. J. Pediatr. 
Otorhinolaryngol. 49(3), 215–224. https://doi.org/10.1016/s0165-5876(99)00206-2 (1999).

	50.	 Wiener-Vacher, S. R., Hamilton, D. A. & Wiener, S. I. Vestibular activity and cognitive development in children: Perspectives. 
Front. Integr. Neurosci. 7, 92. https://doi.org/10.3389/fnint.2013.00092 (2013).

	51.	 Bigelow, R. T., Semenov, Y. R., du Lac, S., Hoffman, H. J. & Agrawal, Y. Vestibular vertigo and comorbid cognitive and psychiatric 
impairment: The 2008 National Health Interview Survey. J. Neurol. Neurosurg. Psychiatry 87(4), 367–372. ​h​t​t​p​s​:​/​/​d​o​i​.​o​r​g​/​1​0​.​1​1​3​6​/​
j​n​n​p​-​2​0​1​5​-​3​1​0​3​1​9​​​​ (2016).

	52.	 Grossman, G. E. & Leigh, R. J. Instability of gaze during locomotion in patients with deficient vestibular function. Ann. Neurol. 
27(5), 528–532. https://doi.org/10.1002/ana.410270512 (1990).

	53.	 Janky, K. L., Thomas, M., Al-Salim, S. & Robinson, S. Does vestibular loss result in cognitive deficits in children with cochlear 
implants?. J. Vestib. Res. Equilib. Orientat. 32(3), 245–260. https://doi.org/10.3233/VES-201556 (2022).

	54.	 Lacroix, E. et al. Neuropsychological profiles of children with vestibular loss. J. Vestib. Res. Equilib. Orientat. 30(1), 25–33. ​h​t​t​p​s​:​/​/​
d​o​i​.​o​r​g​/​1​0​.​3​2​3​3​/​V​E​S​-​2​0​0​6​8​9​​​​ (2020).

	55.	 Smith, P. F., Darlington, C. L. & Zheng, Y. Move it or lose it—Is stimulation of the vestibular system necessary for normal spatial 
memory?. Hippocampus 20(1), 36–43. https://doi.org/10.1002/hipo.20588 (2010).

	56.	 Gazzetta Ufficiale Della Repubblica Italiana Parte Prima, Anno 161°—Numero 322 Del 30 Dicembre 2020. (2020). Available at: ​h​t​
t​p​s​:​​​/​​/​w​w​​w​.​g​a​z​z​e​t​t​a​u​f​f​​i​c​i​a​l​​​e​.​​i​t​/​e​​​l​i​​/​g​u​​/​2​​0​2​​​0​/​1​​2​/​3​​0​/​3​​2​2​/​s​g​/​p​d​f.

Author contributions
R.M. and S.S. designed the study. F.G., G.M. and C.Q. actively collaborated to audiological and vestibular evalu-

Scientific Reports |        (2025) 15:15740 11| https://doi.org/10.1038/s41598-025-98150-5

www.nature.com/scientificreports/

https://doi.org/10.1159/000346344
https://doi.org/10.1016/j.jcv.2020.104518
https://doi.org/10.1056/NEJMoa1404599
https://doi.org/10.1016/s0022-3476(03)00192-6
http://www.biap.org/biapanglais/biaprecomangl.html
https://doi.org/10.1007/s00405-016-4157-4
https://doi.org/10.1007/s00405-016-4157-4
https://doi.org/10.1055/s-0038-1666817
https://doi.org/10.3389/fped.2023.1276912
https://doi.org/10.1002/lary.30375
https://doi.org/10.1542/peds.2019-3945
https://doi.org/10.1097/AUD.0000000000000364
https://doi.org/10.1007/s00431-022-04495-8
https://doi.org/10.1136/archdischild-2021-323380
https://doi.org/10.1111/jar.12695
https://doi.org/10.1097/AUD.0000000000000904
https://doi.org/10.1542/peds.2018-3095
https://doi.org/10.1542/peds.2018-3095
https://doi.org/10.1007/s00401-011-0895-y
https://doi.org/10.3109/00016489.2015.1099733
https://doi.org/10.3109/00016489.2015.1099733
https://www.amcli.it/wp-content/uploads/2015/10/CITOMEGALOVIRUSAprilE2012.pdf
https://www.amcli.it/wp-content/uploads/2015/10/CITOMEGALOVIRUSAprilE2012.pdf
https://doi.org/10.1016/j.ijporl.2006.07.013
https://doi.org/10.1002/lary.23529
https://doi.org/10.1007/s00415-016-8386-7
https://doi.org/10.1007/s00415-016-8386-7
https://doi.org/10.1002/lary.27255
https://doi.org/10.1002/lary.27255
https://doi.org/10.1126/science.300899
https://doi.org/10.1589/jpts.27.1279
https://doi.org/10.1589/jpts.27.1279
https://doi.org/10.1177/0194599820983726
https://doi.org/10.1016/s0165-5876(99)00206-2
https://doi.org/10.3389/fnint.2013.00092
https://doi.org/10.1136/jnnp-2015-310319
https://doi.org/10.1136/jnnp-2015-310319
https://doi.org/10.1002/ana.410270512
https://doi.org/10.3233/VES-201556
https://doi.org/10.3233/VES-200689
https://doi.org/10.3233/VES-200689
https://doi.org/10.1002/hipo.20588
https://www.gazzettaufficiale.it/eli/gu/2020/12/30/322/sg/pdf
https://www.gazzettaufficiale.it/eli/gu/2020/12/30/322/sg/pdf
http://www.nature.com/scientificreports


ation. N.S. performed the statistical analysis. V.D.V and L.C. supervised the manuscript. F.R. and A.R.F. super-
vised the whole research.

Funding
The authors declare that no funds, grants, or other support were received during the preparation of this manu-
script.

Declarations

Competing interests
The authors declare no competing interests.

Additional information
Correspondence and requests for materials should be addressed to S.S.

Reprints and permissions information is available at www.nature.com/reprints.

Publisher’s note  Springer Nature remains neutral with regard to jurisdictional claims in published maps and 
institutional affiliations.

Open Access   This article is licensed under a Creative Commons Attribution-NonCommercial-NoDerivatives 
4.0 International License, which permits any non-commercial use, sharing, distribution and reproduction in 
any medium or format, as long as you give appropriate credit to the original author(s) and the source, provide 
a link to the Creative Commons licence, and indicate if you modified the licensed material. You do not have 
permission under this licence to share adapted material derived from this article or parts of it. The images or 
other third party material in this article are included in the article’s Creative Commons licence, unless indicated 
otherwise in a credit line to the material. If material is not included in the article’s Creative Commons licence 
and your intended use is not permitted by statutory regulation or exceeds the permitted use, you will need to 
obtain permission directly from the copyright holder. To view a copy of this licence, visit ​h​t​t​p​:​/​/​c​r​e​a​t​i​v​e​c​o​m​m​o​
n​s​.​o​r​g​/​l​i​c​e​n​s​e​s​/​b​y​-​n​c​-​n​d​/​4​.​0​/​​​​​.​​

© The Author(s) 2025, corrected publication 2025 

Scientific Reports |        (2025) 15:15740 12| https://doi.org/10.1038/s41598-025-98150-5

www.nature.com/scientificreports/

http://creativecommons.org/licenses/by-nc-nd/4.0/
http://creativecommons.org/licenses/by-nc-nd/4.0/
http://www.nature.com/scientificreports

	﻿Impact of congenital cytomegalovirus infection on vestibular dysfunction and hearing outcomes in a cohort of children
	﻿Materials and methods
	﻿Study population
	﻿Hearing assessment
	﻿Vestibular assessment
	﻿Sample size
	﻿Ethics statement
	﻿Statistical analysis

	﻿Results
	﻿Participant characteristics

	﻿Discussion
	﻿Conclusion
	﻿References


