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METHODS

53 PATIENTS



SUBJECTS (50)

Statistical analysis

Age (years) 60.6+16.3 /
Sex (male/female) 18/32 /
Mean time from onset to 10.8+18.4 /
referral (days)
Dix-Hallpike test 90%
(pDBN)
D
Straight head-hanging test 98% p=0.5926
(pDBN)
Dix-Hallpike and Straight 88% (Chi-square tes)

head-hanging tests

P .

Subjects recovered
at 1 month
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Statistical analysis

Mean latency

4,75

/

Mean duration

40.1x22>

/

Torsional component

( 34% )
45% “CIockwise”,

55% “‘counterclockwise”

Inversion in sitting 6%
position
Habituation 78% /
PC-BPPV 18% (before) /

i

22% (after)

Mean time from onset to
recovery (days)

10.2%+6.0 (pbDBN)
12.6£6.2 (Vertigo)

p=0.0696 (T-test)




CONCLUSIONS



3. Emerging and controversial syndromes

The following syndromg
and may be difficult to diff
tional vertigo.

3.1. Canalolithiasis of the

A. Recurrent attacks? of
tional dizziness®%" |
turning over in the su

B. Duration of attacks <

C. Positional nystagmu
after a latency of one
Hallpike maneuver (
the supine straight h
ing predominantly
lasting < 1 min.

D. Not attributable to an
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Imaging Case of the Month
Not So Benign Positional Vertigo: Paroxysmal
Downbeat Nystagmus From a Superior Cerebellar
Peduncle Neoplasm
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FIG. 1. Brain MRI with contrast (A and B) and video r

. A, Coronal T1 ghted imaging illustrating the left cerebellar-

hemangioblastoma (arrow). B, Edema within the cerebellum and brainstem on axial T2-image (arrow). C, Videonystagmography, illustrating

paroxysmal downbeat nystagmus lasting 5 to 10 seconds on Dix-|

A 65-year-old man gave a 3-year history of brief spells of
spinning vertigo brought on by rolling over in bed or bending
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Hallpike testing.

down. Dix-Hallpike testing with either ear down provoked
almost immediate paroxysms of downbeat-nystagmus and ver-
tigo lasting between 5 and 10 seconds (See Supplemental Dig-
ital Content Videos A and B, http://links.lww.com/MAO/A190,
http://links.lww.com/MAO/A191, which demonstrate down-
beat nystamgus with no latency in the right and left Dix-
Hallpike positions, respectively; Fig. 1C). His examination
was otherwise normal, with no spontaneous or gaze-evoked
nystagmus, normal saccadic and pursuit eye movements,
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ational diagnostic criteria for benign paroxysmal postion vertigo (BPPV), formulated by
Vestibular Disorders of the Bérény Society. The dassification reflects current knowledge of
BPPV.Itisanticipated

BPPV.
isease will lead to further development of this dassification.

jagmus, diagnosis, criteria

lar symptoms [13]. Individual subcommittees includ-
ing otolaryngologists and neurologists from at least

eria for benign parox-  three continents have been tasked with defining con-
) are part of the Inter- SEnSus diagnostic criteria for specific vestibular disor-
kiar Disorders(ICvD) — ders.

have taken additional steps he broad
est possible consensus for the criteria. The classifica-
tion has been presented and discussed a two meet-
ings of the Barany Society in 2010 and 2012. Fur-
thermore, a draft of the classification was presented
to five other medica societies engaged in neurotology
(American Academy of Otolaryngology — Head and
Neck Surgery, American Neurotology Society, Amer-
F——————  ican Otological Society, European Academy of Otol-
n Brevem, Department of o0y o Neuro-Otology, and Japan Society of Equilib-

i rium Research). The members of the Barany-Society
were rited to comment on the last drat of this dlas-

of vestibular disorders
Jassfication of Vestibu-
ety. Asafirst step and

of vestibular disor-
e of the Bardny Soci-
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Apogeotropic posterior semicircular canal benign paroxysmal positional
vertigo: some clinical and therapeutic considerations
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Abstract

We lately reported the cases of patients complaining positional ver-
tigo whose nystagmic pattern was that of a peripheral torsional vertical
positional down beating nystagmus originating from a lithiasis of the
non-ampullary arm of the posterior semicircular canal (PSC). We con-
sidered this particular ical picture the ic variant of
PSC benign paroxysmal positional vertigo (BPPV). Since the descrip-
tion of the pilot cases we observed more than 150 patients showing the
same linical sign and course of symptoms. In this paper we describe,
in detail, both nystagmus of apogeotropic PSC BPPV (A-PSC BPPV)
and symptoms reported by patients trying to give a reasonable expla-
nation for these clinical features. Moreover we developed two specific
physical therapies directed to cure A-PSC BPPV. Preliminary resaults of
these techniques are related.
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Introduction

In a recent paper' we described a variant of posterior semicircular
canal (PSC) benign paroxysmal positional vertigo (BPPV), which char-
acteristically presents with a torsional vertical down beating positional
nystagmus (TVP-DBNy) when the patient is brought into head hang-
ing positions (Dix-Hallpike's positioning and the enhanced head-hang-
ing position?). Our preliminary study took in consideration the cases
of 6 patients complaining mostly positional vertigo, manifesting TVP-
DBNy and, for that, initially diagnosed as having anterior semicircular
canal (ASC) BPPV. Patients were treated with some physical therapy
suitable for vertical canal BPPV (namely the ASC) and, surprisingly,
they presented to a next visit with a torsional vertical paroxysmal posi-
tional up beating nystagmus suggesting a typical BPPV of the PSC of
the side opposite to the one treated.

Since it is unlikely that therapy immediately resolves ASC BPPV of
one side and that, at the same time (sometimes during the same diag-
nostic session), PSC BPPV of the other side manifests, we argued that
the BPPV treated was of the PSC since the beginning.

In analogy with the homologous lateral semicircular canal (LSC)
variant we named this form the apogeotropic PSC BPPV (A-PSC BPPV).

To explain TVP-DBNy of A-PSC BPPV we hypothesized a canalolithi-
asis*® having the otoconial mass localized into the distal part of non-
ampullary arm of PSC, near the common crus. In such a case when the
patient lays down into head hanging positions, the debris should move
towards the ampulla producing an ampullopetal endolymphatic flow
thus generating an inhibitory discharge of the posterior ampullary
nerve. Such a stimulus, in turn, generates a paroxysmal or simil-
paroxysmal (that is with a crescendo-decrescendo course but less
intense and longer than usual and sometimes not completely
exhaustible) vertical torsional nystagmus, due to the contraction of
ipsilateral inferior oblique and contralateral superior rectus muscles.®
Slow phase of positional nystagmus is directed mainly upwards , with
regard to the linear component, being counterclockwise or clockwise
(from examiner's point of view) for the torsional component, respec-
tively for right and left PSC involvement (Figure 1). The torsional com-
ponent is, theoretically, more evident in the eye ipsilateral to the
affected PSC.

Since the fast phase of nystagmus linear component is directed
downwards into head hanging positions, it beats away from the ground
being for that apogeotropic.

Basing on nystagmus fast phase direction of the linear component
the latter form should be distinguished from the more frequent PSC
BPPV variant in which the debris are localized into its ampullary arm:
in such a form, nystagmus fast phase direction of the linear compo-
nent is up beating when head is hanging and for that it s geotropic (G-
PSC BPPY).

[Audiology Research 2015; 5:130]
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pDBN pathophysiology







