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INTRODUCTION                                                                 

  Dentofacial deformities is corrected by orthognathic 
surgery. Principles of orthognathic surgery are based 
on manipulation of the maxilla or/and mandible to a 
favourable position that contributes to better function and 
aesthetics. Orthognathic surgery is indicated when certain 
implications are not met by orthodontic techniques[1]. 
Le Fort I osteotomy is used for correction of midface 
deformities. Surgical mallet and osteotomes are main 
armamentarium, used in conjunction with other equipment 
in performing Le Fort I osteotomy, that may predispose 
to head trauma directed mainly to the sphenoid bone with 
development of vertigo[2].

   Benign paroxysmal positional vertigo (BPPV) is a rare 
complication of orthognathic surgery of labyrinthine 
origin. Trauma to the head is a leading cause accounting 
for 1520%- of all cases[3]. Anatomically it arises from 
utricle through otoconia that moves to the semicircular 
canal causing brief episodes of vertigo when changing the 
position of the head. Self-limiting in nature could take 3 to 
4 weeks to resolve or may take 3 months without treatment.   

May occur unilateral or bilateral[4]. 

CASE REPORT                                                                  

     A 28-year-old man who had an orthognathic surgery 
10 days ago (Le Fort I and malar reduction combined 
with bilateral sagittal split osteotomy) complaining from 
vertigo for 6 days of duration. The patient was referred 
to an otolaryngologist.  Patient reported no vertigo on 
rest, but vertigo developed upon changing position or 
moving his head, loss of balance, dizziness and nausea. 

    For physical examination, patient was asked to sit in 
upright position on an examination couch and bend 
over for 20 seconds and then get back to the upright 
position, lie on his back over the examination couch. 
While patient is in supine position, he was asked to turn 
over from right side to left side and get back to upright 
position again. Nystagmus was unilateral (asymmetric). 

  Dix–Hallpike test triggered unilateral vertigo and 
geotrophic rotational nystagmus at the same time as upbeat 
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nystagmus. No abnormal findings on further neurological 
examination. Epley’s manoeuvre on the right side was 
used to treat the patient on the first day of presentation. 
After 24 hours patient became better, slight dizzy had 
no vertigo and no nystagmus. Follow up after a month 
showed patient was well and no recurrence of BPPV.

DISCUSSION                                                                              
 BPPV is defined as an abnormal sensation of 
motion that is triggered by certain stimulating 
positions such as changing position, which 
trigger specific eye movements (ie, nystagmus)[2]. 

    Nystagmus is defined as involuntary eye movements 
usually provoked by inner ear stimulation. It starts slow 
followed by a fast movement, rapid resetting phase. 
Nystagmus may be termed right or left beating, up or 
down beating or rotational   based on the direction of 
the fast phase. Rotational nystagmus can be clockwise 
and anticlockwise or geotropic and ageotropic. 
Geotropic means "toward earth" upper half of the 
eye and Ageotropic refers to lower half of the eye[4].

 BPPV is characterized by a sudden onset. Most of 
patients when  they wake up, try to sit upright they notice 
dizziness and vertigo. Symptoms varies, as in severe cases 
a slight change in head position may provoke nausea 
and vomiting, but at rest patient could have few or no 
symptoms[5]. Condition may last for few days to weeks; 
however, symptoms occasionally resolve and recur. By 
far, authors reported that BPPV is a self-limiting and fade 
without treatment. A study conducted by Beshkar et al, in 
2013 reported a 2% BPPV case occurred in orthognathic 
patients[6].A 3% BPPV was reported by Sammartino et al. 
using a mallet and osteotomes in le fort I osteotomy[7]. Saker 
et al, explained the occurrence of BPPV in orthognathic 
surgery as the maxilla is close to the ear and the vestibular 
system, with forces being transmitted  through the 
osteotome and possibility of otoconia dislodgment[8]. 

  BPPV is diagnosed using a clinical manoeuvre known 
as Dix-Hallpike test.  The patient is moved rapidly from 
an upright  position  to a supine position with the head 
angled 45o to affected side (right) after 20 seconds the 
patient returned to the sitting position. The procedure 
is repeated to the left side if no nystagmus on the right 
side[9]. A pathognomonic indication is the presence 
of rotary nystagmus characterized by latency and 
limited duration. A negative test indicates no presence 
of active canalithiasis.  Our patient was treated with 
Epley’s manoeuvre, and no recurrence was reported[10].

CONCLUSION                                                                             
 Awareness of benign paroxysmal positional vertigo as a 
feasible complication of orthognathic surgery is of utmost 
importance. The main cause behind this complication 
following  orthognathic surgery; is the force transmission, 
using osteotome, through the intervening bones to 
the inner ear, causing vertigo. Patients complaining 

from vertigo following orthognathic surgery should 
be considered for BPPV. Using piezoelectric surgery 
or straight osteotome with twist technique may reduce 
the risk of BPPV. The separation between the maxillary 
segment and pterygoid plates could be performed 
safely by proper attention and controlling of the force.
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