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Bilateral Benign Paroxysmal Positional Vertigo of Horizontal Canal and Posterior Canal
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may be used to distinguish the side of lesion in lateral canal benign paroxysmal positional vertigo (BPPV). Nonetheless, it is
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Bowing nystagmus, lying down nystagmus, null pointand comparing the slow phase velocity during right and left head roll test
sometimes difficult to distinguish the side of lesion. In particular, when multiple canal BPPV such as lateral and posterior canal
it difficult to directly compare the slow phase velocity during the right and left head roll test. New methods are necessary to dis-
seems to be important in deciding the side of lesion in multiple canal BPPV. We also introduce head center nystagmus (HCN) to

BPPV is suspected, the problemis even more complicated. From this reason, usually the side of lesion is first identified for the
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posterior canal, and the lateral canal BPPV is presumed to be present on the identical side. But is this approachalways correct and

justifiable? As there are reports on bilateral posterior canal BPPV and bilateral lateral canal BPPV, there should also be bilateral
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ABSTRACT
posterior and lateral canal BPPV cases. We report two cases of bilateral posterior and lateralcanal BPPV, and discuss the grounds
for diagnosing these cases as bilateral. The first case is a mixed left posterior canalolithiasis plus right lateral canalolithiasis and
the second case is a mixed right posterior canalolithiasis plus left lateral cupulolitiasis. In such cases, mixed nystagmus can make
tinguish the side of the lesion for the lateral canal. We introduce the concept of AHC (attenuated horizontal component) which
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aid the decision on the side of lesion. (Korean J Otorhinolaryngol-Head Neck Surg 2008:;51:1155-62)
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Fig. 1. Left posterior canal canalolithiasis and right lateral canal canalolithiasis. Pure horizonal right beating nystagmus (5°/sec) was
found on the right Dix-Hallpike test. And left beating left torsional nystagmus (60°/sec) was found on the left Dix-Hallpike test. This nys-
tagmus was reversed by sitting up, implying left posterior canal BPPV. Right head roll test show geotropic nystagmus (7°/sec) but head
center test from the right side showed no visible nystagmus. Left head roll test show geotropic nystagmus (6°/sec) and head center
test from the left side showed right beating nystagmus (2°/sec). Positional body test (turning the body to a decubitus position) show
geotropic nystagmus (25°/sec) on the right side and also geotropic nystagmus (7°/sec) on left side. Since the direction changing
positional nystagmus was geotropic and was stronger during the right positional body test, right side lateral canal canalolithiasis was

suspected.
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Fig. 2. Right posterior canal canalolithiasis and left lateral canal cupulolithiasis. Right beating torsional nystagmus (4°/sec) was found
on the right Dix-Hallpike test. And pure horizontal right beating nystagmus (6°/sec) was found on the left Dix-Hallpike test. Right pos-
terior canal BPPV was suspected first. Head roll test show apogeotropic nystagmus (4°/sec) on the right side and also apogeotropic
nystagmus (2°/sec) on left side. Left beating nystagmus was found during head center nystagmus (5°/sec). Since the direction
changing positional nystagmus was apogeotropic and was stronger during the right head roll test, left side lateral canal cupulolithiasis

was suspected.
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Fig. 3. Simulation of left posterior canalith during head roll test. When the patient lies down (B) from the upright position (A), canalith
of the posterior canal slides down to the most dependent portion. But since the plane of the posterior canal is not parallel to the
gravity, occasionally canalith may sink down on the slanted posterior canal wall without reaching the most dependent portion. When
the head is turned to the right side canalith may hardly move because the plane of the posterior canal becomes nearly per-
pendicular to the gravity axis (C). On the other hand when the head turned to the left side, the halfway down canalith may slide
down to the most dependent portion, because the plane of the posterior canal becomes consistent with the gravity axis (D).
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Fig. 4. Left posterior canal canalolithiasis and right lateral canal
canalolithiasis. Dix-Hallpike test mainly mobilizes the posterior ca-
nal canalith and head roll test mainly mobilize the lateral canal
canalith. But in actuality, these positional maneuvers may mobi-
lize both the posterior and lateral canal at the same time. This
may resultin mixed canal response : mixed nystagmus. Since the
left head roll test evoked a mixed nystagmus the horizontal com-
ponent of this nystagmus may be attenuated. This makes it diffi-
cult to directly compare the slow phase velocity during right and
left head roll testin order to decide the side of lesion. BPPV : be-
nign paroxysmal positional vertigo, DH : Dix-Hallpike test, Sit : sit-
ting up from Dix-Hallpike position, HRT : head roll test, HCN : head
center nystagmus.
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Fig. 5. Right posterior canal canalolithiasis and left lateral canal
cupulolithiasis. Dix-Hallpike test mainly mobilizes the posterior ca-
nal canalith and head roll test mainly mobilize the lateral canal
canalith. But in actuality, these positional maneuvers may mobi-
lize both the posterior and lateral canal at the same time. This
may resultin mixed canal response : mixed nystagmus. Since the
right head roll test evoked a mixed nystagmus the horizontal com-
ponent of this nystagmus may be attenuated. This makes it dif-
ficult to directly compare the slow phase velocity during right and
left head roll test in order to decide the side of lesion. BPPV : be-
nign paroxysmal positional vertigo, DH : Dix-Hallpike test, Sit : sit-
ting up from Dix-Hallpike position, HRT : head roll test, HCN : head
center nystagmus.
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