
are characteristic of lesions of the cerebellar pathways are vertical
nystagmus with downward fast phases (downbeat nystagmus) and
horizontal nystagmus that changes direction with gaze (gaze-
evoked nystagmus). By contrast, peripheral lesions typically cause
unidirectional horizontal nystagmus. Use of Frenzel eyeglasses
(self-illuminated goggles with convex lenses that blur the patient’s
vision but allow the examiner to see the eyes greatly magnified) or
infrared video goggles can aid in the detection of peripheral
vestibular nystagmus, because they reduce the patient’s ability to
use visual fixation to suppress nystagmus. Table 22-1 outlines key
findings that help distinguish peripheral from central causes of
vertigo.

TABLE 22-1 Features of Peripheral and Central Vertigo

The most useful bedside test of peripheral vestibular function is
the head impulse test, in which the vestibulo-ocular reflex (VOR) is
assessed with small-amplitude (∼20 degrees) rapid head
rotations. While the patient fixates on a target, the head is rotated
quickly to the left or right. If the VOR is deficient, the rotation is
followed by a catch-up saccade in the opposite direction (e.g., a
leftward saccade after a rightward rotation). The head impulse test
can identify both unilateral (catch-up saccades after rotations
toward the weak side) and bilateral (catch-up saccades after
rotations in both directions) vestibular hypofunction.


