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Down-beat nystagmus in peripheral vestibulopathy may rarely occur in selective
involvement of inferior division. Diagnosis of isolated inferior vestibular neuritis
is based on torsional down-beating spontaneous nystagmus, abnormal head-impulse
test for the posterior semicircular canal, and abnormal cervical vestibular evoked
myogenic potentials (¢(VEMPs) with normal bithermal caloric tests and ocular
vestibular evoked myogenic potentials (0OVEMPs). Herein we report a 50-year-old
male patient with spontaneous down-beat nystagmus who demonstrated vestibular
dysfunction involving only the posterior semicircular canal. The patient showed
normal results in the bithermal caloric test, the oVEMPs and ¢VEMPs test. Video
head impulse test showed decreased gain and corrective saccades only in the
posterior semicircular canal. This case is significant in showing that peripheral
dizziness with spontaneous down-beating nystagmus can occur as a result of an
abnormality involving only a single semicircular canal.
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Fig. 1. Results of vestibular function test. (A) Video-nystagmographic recordings showed down-beating spontaneous nystagmus (2.7 degree/sec)
without horizontal nystagmus on the first day of admission. (B) Cervical vestibular evoked myogenic potential showed normal response
on the second day of admission. (C) Ocular vestibular evoked myogenic potential also showed normal response on the second day
of admission. V, vertical; U, up; D, down; H, horizontal; R, right; L, left.
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Fig. 2. Serial change of the results
of video head impulse test. (A) Ini-
tial video head impulse test showed
decreased gain (0.60) and catch up
saccade on the right posterior semi-
circular canal. The gain of 5 semi-
circular canals other than the right
posterior semicircular canal were
within the normal limit. (B) Thirteen
days after admission, follow-up video
head impulse test showed gain of
the right posterior semicircular ca-
nal has retummed to normal. LA, left
anterior semicircular canal; LP, left
posterior semicircular canal; RA,
right anterior semicircular canal; RP,
right posterior semicircular canal.
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