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A Case of Arnold Chiari Malformation Presented with Isolated Vertigo

Youn II Jang, MD, Han Seok You, MD, Jae Ho Chung, MD, PhD and Seung Hwan Lee, MD, PhD
Department of Otorhinolaryngology-Head and Neck Surgery, Hanyang University College of Medicine, Seoul, Korea

— ABSTRACT —

A type 1 Arnold-Chiari malformation is defined by herniation of cerebellar tonsil through the foramen magnum.
It is usually asymptomatic until three decades to five decades. Symptoms of type 1 Arnold-Chiari malformation
are headache, lower cranial palsy, motor weakness and ataxia. However, isolated vertigo has rarely been described
as a first presenting symptom of the disease. A seven-year-old boy presented with acute vertigo. A left beating
horizontal nystagmus was identified, while the caloric response was normal. And other neurologic deficits were
not evident. Magnetic resonance image confirmed a type 1 Arnold-Chiari malformation and decompressive sur-
gery has been performed. After surgery, nystagmus was disappeared and subjective dizziness was improved. An
isolated vertigo might be a first symptom of type 1 Arnold-Chiari malformation. We must consider the possibili-
ty of congenital malformation in the differential diagnosis of vertigo. (J Clinical Otolaryngol 2017;28:81-85)
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Fixation

Spontaneous nystagmus Video

No fixation

Fig. 1. Spontaneous nystagmus. Left beating horizontal nystagmus was identified, and nystagmus was not suppressed

by visual fixation.
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Fig. 2. Pursuit test. Saccadic pursuit is normal when the eye moved to the right side, but saccadic pursuit movement
was prominent when the eye move to the left side.

Caloric summary

Right ear Left ear
R 90 L
Warm R 60 L Warm
—_— T ROl e
0 [d/s]

e T~ L 0R

Cool L 60 R W‘_/\\;C Cool

L 60 R
0 13 27 40 [sec] 54 0 [sec] 13 27 40 54
Right ear Left ear Right ear Left ear
Warm Warm Cool
31 20 40
319
SCV (avg) [d/s]
L 20
26 Cool % Warm
Cool
60
100 75 50 25 0 25 50 75 100

Fig. 3. Caloric test. Canal paresis was within normal range (17%) on caloric test.
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Fig. 4. Brain magnetic resonance image of craniocervi-
cal passage and cervical spine (T1-weighted image,
sagittal view). The cerebellar tonsils were herniating
through the foramen magnum (Solid arrow). And a large
syringomyelia which extended along the upper cervical
spinal cord (Dotted arow).
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