CASE REPORTS

CHIROPRACTIC MANAGEMENT OF A PATIENT WITH BENIGN
PArRoXxYsSMAL PosiTIONAL VERTIGO: A CASE REPORT
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ABSTRACT

a doctor of chiropractic.

without further treatment.

relatively common cause of vertigo in the population

with a yearly prevalence of 1.6%.'" Most often,
BPPV is thought to be caused by displaced otoconia floating
in the semicircular canals (canalolithiasis); however, accord-
ing to another theory, the otoconia become attached to or
impinged on the cupula (cupulolithiasis).*” Whatever the
mechanism, the result is a displacement of the cupula, with
changes in head position, resulting in a sensation of motion
and dizziness. Because of its anatomical position, the
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Obijective: This article describes and discusses the case of a patient with benign paroxysmal positional vertigo (BPPV)
characterized by severe vertigo with dizziness, nausea, and nystagmus, treated without the use of spinal manipulation by

Clinical Features: A 46-year-old woman presented for care with complaints of acute vertigo and dizziness.
Intervention and Outcome: The patient was examined and diagnosed with left posterior canalolithiasis by means of
the Dix-Hallpike maneuver. She was treated successfully with the Epley maneuver once and subsequently discharged

Conclusion: This case demonstrates the importance of correctly identifying patients with BPPV. This case also
demonstrates the successful treatment of BPPV. (J Manipulative Physiol Ther 2009;32:387-390)
Key Index Terms: Vertigo, Dizziness, Chiropractic; Nystagmus,; Labyrinth diseases;, Head Movement

posterior canal is most frequently involved, but the otoconia
can also be located in the anterior or lateral canals and even
in more than one canal at the same time. The latter typically
results in an atypical nystagmus.*®

The etiology behind BPPV is not known, but several
factors seem to predispose a person to canalolithiasis:
advanced age, head trauma, inactivity, and other ear diseases.”
Differential diagnoses to consider are cervicogenic vertigo,
inner ear disease, central or psychogenic vertigo, medical or
chemical causes of vertigo, and vestibular nerve disorders.® In
the case of BPPV, the patient complains of episodic dizziness
in relation to changes in head position, most often when
getting from a lying to an upright position. Clinical findings
are a characteristic fatigable rotatory nystagmus toward the
affected ear, often with a latency in onset, after performing the
Dix-Hallpike maneuver”'® (Fig 1A and B) . During this
maneuver, the patient often experiences severe vertigo and
perhaps even nausea and/or vomiting.

There are several approaches to treating BPPV, including
canalith repositioning maneuvers (Epley and Semont),
Brandt-Daroff exercises, and surgical treatment or medica-
tion. The most frequently used is Epley maneuver, based on
the canalolithiasis theory.''"® The technique involves a
series of 4 movements of the head and body and is reported
to be effective, easy, and safe, with few and transient side
effects'? (Fig. 1A-E). The effectiveness of the Epley
maneuver compared to a placebo maneuver for posterior
canal BPPV or no treatment showed a significant effect in
favor of the Epley maneuver.” Furthermore, there were no
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Fig 1. 4 and B, Dix-Hallpike test for right canalithiasis. A to E, Epley maneuver for right canalithiasis. A, Sitting with head turned 45° to
the right. B, Lying supine with head turned 45° to the right and head in 20° of extension. C, Supine with head turned 45° to the left and head
in 20° of extension. D, Body turned 90°, head still in 45° of left rotation in the horizontal plane. E, Sitting with head in slight flexion neutral

rotated.

serious adverse effects of treatment.”'* According to
updated guidelines, the Epley and the Semont maneuvers
are more effective than Brandt-Daroff exercises or no
treatment, and there is recommendation against the use of
vestibular suppressant medications.'* There is disagreement
in the literature concerning the recommended number of
repetitions during one treatment session and there appears to
be 2 different opinions: either the maneuver is repeated as
tolerated until nystagmus is no longer observed or no
progress can be noticed, or the maneuver is performed only
once.®'*' Post-maneuver instructions or recommendations
such as maintaining the upright position for 24 to 48 hours or
the use of neck collar are reported to be of limited value.'®'”

Benign paroxysmal positional vertigo is usually a self-
limiting condition, although the duration of symptoms before
spontaneous resolution is unclear and ranges from 2 weeks to
several months.'* Still, many factors are in favor of an active
treatment approach: most importantly, the reduction in time
lost from work due to severe vertigo. Information regarding
treatment efficacy, short-term side effects, and likelihood of
recurrence should be given before attempting physical
treatment.'*'* One should be aware that with 20% of
cases, there is a concomitant ear or neurologic disease that
may be masked. The purpose of this case report is to describe
and discuss a case of BPPV characterized by severe vertigo
with dizziness, nausea, and nystagmus, treated without the
use of spinal manipulation by a doctor of chiropractic.

CASE REPORT

A 46-year-old woman, working as a chef in a catering
center, reported to a private chiropractic clinic with
complaints of sudden onset of severe vertigo for 2 days
with no apparent etiology. The vertigo was brought on by
changes in head position, especially when moving from a
supine to an upright position. She also complained of neck
pain and a feeling of limitation in her cervical range of
motion. There were no complaints of headache, visual
disturbances, or other types of neurologic symptoms. She
had no history of vertigo.

The patient had not tried any other treatment for her
condition nor had she tried any kind of self-care. She has
been a regular patient at our clinic receiving treatments
involving manipulations to the cervical spine, soft tissue
therapy, and was prescribed exercises for work-related neck
and shoulder pain. Her medical history was unremarkable
with no major traumas, and she denied taking any prescribed
or over-the-counter medication.

Objectively, she appeared in good health, with her
temperature and respiration within normal limits, but her
blood pressure was 148/96 and pulse was 88 beats per
minute. Full neurologic examination including cranial nerve
examination revealed no abnormalities. Spinal examination
revealed a limitation of head movement in rotation bilaterally
with lower cervical pain in the end range of movement.
Moving the head in flexion and extension seemed to
reproduce the dizziness. Motion palpation showed tender-
ness and restriction in movement in the upper cervical spine.
Soft tissue palpation showed tenderness in the suboccipital
and trapezoid muscles.

The Dix-Hallpike maneuver was performed as follows:
with the patient seated on the examination table with the head
turned 45° toward the right side, she was swiftly guided into
the supine position and then the head extended around to
approximately 30°. The patient response was noticed and no
symptoms were provoked. The patient was returned to the
seated position that precipitated an immediate heavy attack of
vertigo which stopped over a short period. At this time, the
test was performed once again, with the head turned 45° to the
left. Very intense vertigo and nausea developed after a few
seconds and a distinct rotatory nystagmus directed toward the
bottom ear was noticed. The vertigo and nystagmus slowly
disappeared after approximately 30 seconds.

The patient was diagnosed with left posterior canalo-
lithiasis and, consequently, Epley maneuver was performed.
The patient was once again seated on the examination table
with the head turned 45° to the left. She was again swiftly
guided into the supine position with the head extended 30°,
and the response was as described above. After cessation of
symptoms, the head was turned 45° to the right side still kept
in extension, now resulting in a very light nystagmus. When
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eye movements ceased, head and body were rotated 90° but
maintained in the same orientation with respect to each other.
This position was maintained until no nystagmus was
observed. The patient was then brought to the sitting
position, with the head in 20° of flexion. Immediately after
the maneuver, the patient experienced extensive nausea
followed by vomiting and the procedure was not repeated.
No further treatment was rendered and no home exercises
were prescribed. The patient was instructed to remain in the
nearly upright position for the next 24 hours.

After 2 days she was able to return to work full time. Four
days after the consultation, the patient had an appointment
with an otorhinolaryngologist, referred by her family
physician. At that time the patient experienced no gross
signs of positional vertigo, with only very short periods of
light dizziness when getting out of bed in the morning. The
Dix-Hallpike test did not provoke any symptoms. The patient
was subsequently discharged without further treatment.

DIscuUsSION

Normally, vertigo in association with nystagmus and
nausea provoked by rotation and extension of the cervical
spine is considered a contraindication to chiropractic
treatment, and many chiropractors would routinely refer
such a case out of the office. We have described a case of
severe vertigo that responded immediately to treatment by a
chiropractor by the use of a simple repositioning maneuver.
Thus, we argue that the treatment of vertigo secondary to
BPPV is within the scope of practice for chiropractors
provided that we manage to diagnose the different types of
vertigo encountered in chiropractic care correctly. Most
important, the chiropractor must be able to make the correct
diagnosis before treatment of BPPV. A related but distinct
diagnosis is cervicogenic vertigo that has been shown to
respond favorably to spinal manipulation.'® However, an in-
depth discussion of cervicogenic vertigo is outside the scope
of this article and has been reviewed elsewere. '’

A good place to start when examining a patient with vertigo
is to pay close attention to the patient history. In the case of
BPPYV, the symptoms of specific positional vertigo, nausea,
and fatigable rotatory nystagmus toward the lower ear is easy
to recognize and to confirm by the classic provocative tests,
that is, the Dix-Hallpike.”'® Paradoxically, the Dix-Hallpike
maneuver, which is indicative of BPPV and thus an indication
for treatment, is also considered to be one in a number of
functional tests of the vertebral arteries used to identify
patients at risk for developing cerebrovascular attacks.?’
Collectively, these tests are variations of the same theme:
rotation and extension of the neck for the purpose of testing
patency of the vertebral arteries. A positive test may provoke
symptoms of nystagmus, vertigo, dizziness, tinnitus, visual
blurring, nausea or faintness, and is considered to be an
absolute contraindication to cervical manipulation by many
authorities.”'** This is, however, controversial; and Thiel and
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Rix?* discussed the usefulness of functional premanipulative
testing, which is believed to be an indirect measure of vertebral
artery hemodynamics. Based on the current literature, they
stated that most of the evidence seems to strongly suggest that
these screening tests lack the sensitivity that is necessary to
determine the safety of cervical spinal manipulation. They
questioned the benefit of provocative testing as an indicator for
potential vascular sequelae with cervical SMT. Licht et al*'
concluded that functional tests of the vertebral arteries when
positive should not be seen as a general contraindication to
cervical manipulation in particular if the test cannot be
reproduced after 1 month or if flow in the vertebral arteries is
considered normal after ultrasound examination.

There are limitations to the interpretation of the result
from this single case study. In this case, the patient
examination did reveal possible hypertension, which can
be an indirect cause of vertigo, but we consider this an
unlikely explanation because there was an immediate
response to the Epley maneuver. Spontaneous remission is
seen in 35% to 80% of the cases of BPPV. The high-
resolution rate should be seen in the scope of differences of
follow-up rates and duration of symptoms to actual
diagnosis.'* One study of completely untreated patients
determined a mean time interval from onset of symptoms to
spontaneous resolution of BPPV of 39 + 47 days.'*

In the case represented above, the likelihood of
spontaneous remission may have occurred, but we feel this
is unlikely because the symptoms were only 2 days in
duration and responded immediately to the Epley maneuver.
Furthermore, the patient revealed a negative Dix-Hallpike
test at 4 days of follow-up. We recommend a pragmatic
approach with patients complaining of vertigo that is brought
on by changes in head position and preexisting dizziness,
positive to Dix-Hallpike maneuver and treat them with the
effective and safe Epley maneuver.

CONCLUSION

Benign paroxysmal positional vertigo is a disorder of
the inner ear resulting in severe dizziness and vertigo. This
case has demonstrated that dizziness, correctly diagnosed
as BPPV can be treated by the chiropractor without the use
of spinal manipulation. Further research on this subject is
necessary to interpret the extent of BPPV patients in
chiropractic care, to see whether these patients are
diagnosed properly and given the right treatment.

Practical Applications

® Vertigo, nystagmus, and nausea in combination are
not always contraindication to chiropractic care.

® Treatment of vertigo in the form of BPPV is within
the scope of practice for chiropractors.
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