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Dear Editor,
We read the article written by Myung-Whan Suh and colleagues [1] entitled “Proposal on the diagnostic criteria of
definite isolated otolith dysfunction (iOD)” with great interest.
In this study, the authors proposed a diagnostic criterion for iOD.
Thank you for highlighting this under-represented clinical presentation, which is not uncommonly seen. Nevertheless, we
wish to present some thoughts for your consideration.
We think that primary idiopathic definite/probably iOD is
easier to consider when there is no clear clinical diagnosis
and patients present with symptoms of otolith dysfunction
(rocking, swaying, tilting, disequilibrium, floating etc…) and/
or with laboratory-based confirmation. One of the arguments
here could be that the pathognomonic otolith symptoms are
not well understood yet and may be easily confused with descriptors of non-specific dizziness, which are not coming
from the otoliths. Nevertheless, when clinical diagnosis is unclear, it is tempting to consider iOD as an emerging clinical
entity.
However, when considering secondary iOD with known or
suspected vestibular diagnosis, it may be more challenging
especially for fluctuating conditions such as Meniere’s disease (MD) and vestibular migraine (VM). In addition, the
added confounding variable of central compensation may result in “false negative” laboratory test results as the authors
have pointed out.
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For example in MD, there may be a sequential progressive
lesion of the labyrinthine that eventually includes other structures, although the otoliths have been reported to be more sensitive than semi-circular canals to hydropic expansion [2]. If
laboratory test suggests that the otoliths are the only structures
affected, it does not rule out the involvement of other structures.
As MD progresses and fluctuates, the patients may find themselves in a dynamic state of compensation-decompensation
with variable laboratory test results. In fact, some authors are
suggesting that the discordant video-head impulse test (normal) with calorics (abnormal) happens in 60-70% of patients
with MD [3] and hence may not fit the clinical picture of iOD.
If we look at VM as a differential diagnosis due to the overlapping symptoms with MD, we are also considering that migraine is a neurovascular event that undeniably involves central
pathways. The stability of vestibular evoked myogenic potential (VEMP) latencies may argue against a central pathology
but does not rule out non-destructive changes in brainstem nuclear sensitivity [4]. Hence, abnormal VEMPs may not always
suggest a peripheral pathology.
Where Benign Paroxysmal Positional Vertigo (BPPV) is
concerned, although there is a correlation between BPPV and
otolith dysfunction with degeneration or denervation of the
utricle leading to otoconia detachment [5], the relationship is
neither causal nor coincidental. Hence, we agree with the authors’ focus on definite versus probable iOD instead of whether
iOD is of a primary idiopathic cause or secondary to known
vestibulopathy.
Finally, the management plans for iOD remains elusive as
there are no current rehabilitation techniques for improving
otolith function with the exception of adaptation of vestibular spinal reflexes. Nevertheless, continuous and further refinement of iOD diagnosis will lay the groundwork for the eventual
conceptualisation and development of rehabilitation strategies.
Thank you for the interesting article and we hope to be able
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to validate your findings in our own clinical studies.
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