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Box 1 

The Hallpike test
1 Explain the procedure to the
patient who is often understandably
anxious about having their vertigo
induced
2 The patient sits on the couch
3 The examiner holds the patient’s
head firmly and turns the head 45°�to
the side being tested
4 The patient is rapidly laid over the
edge of the couch with head
extended 30°
5 The patient is asked to look to the
side while the examiner observes for
nystagmus and asks the patient if
they are feeling dizzy
6 The patient is then returned to the
sitting position and the examiner
again observes for nystagmus

Requirements for a positive 
Hallpike test
• Conjugate rotatory nystagmus and
associated vertigo
• Latent period 2-20 seconds
• Nystagmus resolves in 20-60
seconds
• Severity of vertigo and period of
nystagmus reduces with repetition

Box 2

The Epley manoeuvre
1 As Hallpike test. Head is turned 45°
in the direction of the ear to be
treated and the patient laid over the
edge of the couch. Each head
position should be maintained for 
1 minute
2 The patient's head is turned in the
opposite direction through 90°
3 The patient is asked to get on to
their side and their head is turned
through a further 90°
4 The patient is asked to sit up and
put their chin on their chest

Table 2

Key elements of the neurological
and otological examination 
Neurological
Test eye movements
Tests of stance and gait
Cranial nerves and peripheral
nervous system as appropriate 

Otological
Examine ear canal and tympanic
membranes
Hallpike test if positional vertigo
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system. The rest of the cranial nerves
should be tested in particular eye
movements for any ophthalmoplegia
pointing to focal cranial nerve
pathology and for nystagmus. 
Nystagmus: In acute vertigo, due to a
problem in the peripheral vestibular
system (which includes the inner ear,
vestibular nerves and nuclei) the slow
phase of nystagmus is toward the
lesion and fast phase away
(contralateral) while for central causes
the nystagmus is ipsilateral. Central
causes tend to produce large
amplitude nystagmus whereas this
may only be seen in the first few days
of vestibular neuritis or acute episodes
of Ménières disease. 

In addition it must be remembered
that in peripheral causes of nystagmus
visual fixation will conceal the
movements and often it is not until
fundoscopy is performed that the
visual fixation is removed and
nystagmus revealed. It should be
noted that the optic disc being on the
posterior pole of the eyeball will move
in the opposite direction to normally
observed nystagmus.

Hearing
It is generally not useful to perform
clinical tests of hearing although
audiometry, if available, will be helpful
and is routinely performed in patients
referred to an ENT clinic. Audiometry
gives an objective measurement of
hearing that can guide investigations
and indicate the possible cause. For
example, a unilateral sensorineural
hearing loss will necessitate an MRI
scan to exclude an acoustic neuroma.

The rest of the neurological
examination should exclude evidence
of central disease in particular
cerebellar disease and evidence of
neuropathy with wasting, weakness,
absent reflexes with reduced sensation
such as proprioception, vibration, 
pin-prick and temperature. 

Systemic examination
If syncope is suspected it is wise to
perform an extensive systemic
examination in particular lying and
standing blood pressure, and
cardiovascular and respiratory system
assessments.

NEUROLOGICAL CAUSES
Migraine
Migrainous vertigo is often
unrecognised. Criteria for diagnosis
have been developed by Neuhauser.5

Definite migrainous vertigo has the
four following features:
• episodic vestibular symptoms of
moderate severity
• migraine according to the
International Headache Criteria
• one of more of the following during
two vertigo attacks – migrainous
headache, headache, photophobia,
phonophobia, migraine aura
• exclusion of other diagnoses

Other neurological causes include
multiple sclerosis, cerebrovascular
disease, and CNS tumours (e.g.
acoustic neuroma).

ENT CAUSES
Benign paroxysmal positional vertigo
BPPV is thought to arise from the
presence of dense particles, most

likely otoconial debris, in the posterior
semi-circular canals (although the
other canals can be involved). It is
characterised by severe, brief
episodes of rotatory vertigo provoked
by changes in head position, often
when the patient turns in bed or looks
up. It is usually idiopathic although it
can be associated with head injury or
other inner ear pathology.

If Hallpike’s test is positive then an
Epley manoeuvre (see figure 1, p 19,
and box 2, below) should be
performed.6 This leads to resolution in
up to 95% of cases. 

Ménières disease
Ménières disease results from
abnormal homoeostasis of the inner
ear. It can begin at any age although
typically starts between the ages of 20
and 40. The diagnosis is clinical and
although tests have been devised to
look at the electrical activity in the
cochlea, they are not reliable and their
place in diagnosis is somewhat
controversial. 

The typical symptom complex
consists of episodic rotatory vertigo
associated with reversible hearing loss
and tinnitus. Patients often describe
fullness or tinnitus occurring before
the onset of vertigo. The vertigo lasts
for less than 24 hours. Symptoms may
not be typical however and with time
patients often develop persistent
sensorineural hearing loss and a sense
of instability which may be
punctuated with episodic rotatory
vertigo.

Ménières disease is relatively
uncommon and tends to be
overdiagnosed in general practice.7

Treatment consists of a low-salt diet,
betahistine (thought to increase
cochlear blood supply) and
sometimes diuretics. In the past few
years intratympanic injection of




