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                     Having benign paroxysmal positional vertigo (BPPV) puts 
patients at a signifi cantly higher risk of falling. It is poorly 
recognised and diagnosis is frequently delayed. BPPV has been 
studied in outpatient settings, but there have been no studies 
looking at the prevalence in patients admitted with falls. This 
study aims to establish how common BPPV is in these pa-
tients.   For a 4-month period, patients admitted on an unselect-
ed medical take were screened for an admission precipitated 
by a fall. Patients who consented were assessed for BPPV using 
the Dix-Hallpike manoeuvre. Patients who tested positive were 
treated using the Epley manoeuvre. The assessments were car-
ried out by specialist physiotherapists who were experienced 
at assessing and diagnosing patients with peripheral vestibu-
lar disorders.   Out of the 111 patients initially identifi ed, 37 
(33%) were considered to be appropriate and consented to be 
part of the study. Of these, 20 patients (54%) had a positive 
Dix-Hallpike manoeuvre.   Of the patients included in the study, 
over half tested positive for BPPV. This merits further study. 
Potentially, there is a proportion of patients admitted with 
falls who have an easily treatable contributing factor that is 
not being identifi ed with standard practice.   
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  Introduction 

 Falls are an increasingly important issue for the NHS because 
they are a major cause of morbidity and mortality. The rate of 
falls is higher in older patients. Currently, there are 10 million 
people over the age of 65 in the UK; this number is set to 
increase to 19 million by 2050 1  and will likely be accompanied 
by an increase in the incidence of falls. Estimates put the cost of 
falls to the NHS at £2.3 billion per year.  2   

 It has been well documented in previous studies that dizziness 
is a common symptom in older patients, with prevalence 
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              Assessment for benign paroxysmal positional vertigo 
in medical patients admitted with falls in a district 
general hospital  

quoted as between 13% and 38%, 3  rising to 50% in patients 
over the age of 85. Benign paroxysmal positional vertigo 
(BPPV) is thought to be the most common cause of dizziness in 
older patients and has a higher prevalence in women.  4   BPPV is a 
‘clinical syndrome characterised by recurrent, brief episodes of 
severe vertigo and rotatory nystagmus, precipitated by specific 
positions of the head relative to gravity’. 4  It is often poorly 
recognised by non-specialists and, as such, is diagnosed late. 
There is a long delay between onset of symptoms and diagnosis, 
often with multiple healthcare contacts. One study found that 
the average time between first symptoms and diagnosis was 
70 months, with an average of eight hospital visits.  5   

 The symptoms of BPPV result in a significantly increased risk 
of falling.  6,7   Although the diagnosis can be frequently delayed, 
once it is suspected, BPPV can be easily diagnosed using the 
  Dix-Hallpike manoeuvre.  8   Originally described in 1952, the Dix-
Hallpike Manoeuvre can be performed in less than 5 minutes by 
trained staff and is comprised of the following steps (Fig 1a): 

  1      Sit the patient on an examination couch so that their shoulders 
are in line with the end of the couch when lying down.  

  2      Holding both sides of the patient’s head, turn the their head 
45 °  towards the side of the vestibular system being tested.  

  3      Ask the patient to keep their eyes open and fi x them on a 
point in front of them throughout the test.  

  4      Observe for nystagmus (continuous uncontrolled movement 
of the eyes).  

  5      Keeping the 45 °  position, hold the patients head and bring the 
patient rapidly backwards so the head hangs 15–20 °  below the 
horizontal plane beyond the edge of the examination couch.  

  6      Maintain the position for 30–60 seconds, observing for 
rotational nystagmus and symptoms of vertigo.  9      

 Particle repositioning manoeuvres, for example the Epley 
manoeuvre, are the most effective and successful treatments 
available, curing 61.5–87% of patients.  10–12   The Epley 
manoeuvre initially starts with a Dix-Hallpike procedure with 
the following additional steps (Fig 1b): 

  7      After 20 seconds in the fi nal position of the Dix-Hallpike 
manoeuvre, turn the patient’s head to the opposite direction 
such that it is 45 °  from the midline in the opposite direction.  

  8      Hold this position for 20 seconds then turn the patient’s body 
90 °  in the new direction of the head, ie the patient has gone 
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from lying on their back to lying on their side with their head 
looking towards the ground.  

  9      After 20 seconds in this position, sit the patient up.  12      

 Particle repositioning manoeuvres as treatment for BPPV mean 
that pharmacological treatments, which themselves may pose a 
falls risk by causing sedation, are not necessary.  13   

 BPPV assessment and treatment has been integrated into 
outpatient falls clinics, as well as pre-existing ear, nose and 
throat dizziness clinics.  14   However, a literature search failed to 
provide the prevalence of BPPV among those who are admitted 
with falls. The aim of this study was to assess the prevalence of 
BPPV in older people admitted to hospital with falls that would 
potentially otherwise go undiagnosed.  

  Methods 

 Every weekday between 17 March 2014 and 27 July 2014, the 
medical admissions list was reviewed. This included reviewing 
patients admitted over the weekend on a Monday. Patients with a 
reason for admission that may be consistent with falls, including 
‘falls’, ‘dizzy’, ‘collapse’ and ‘off legs’, were selected. These selection 
criteria were chosen as the admission reason on the admission list 
was at times non-specific, and as a team we were trying to include 
all patients who had fallen.   Medical notes were then screened to 
assess their suitability for the study. Patients were included if they 
were over the age of 65. They were excluded if they lacked capacity 
to consent to the study, or were too unwell to participate. 

 Those meeting the criteria then met with a specialist 
physiotherapist who explained the project. Subjects were 
provided with an information leaflet and given time to 
consider involvement. They had a further consultation with the 
physiotherapist where those wishing to be included were given 
further opportunity to ask questions and then sign a consent form. 

 After providing consent, patients were tested using the Dix-
Hallpike manoeuvre to diagnose BPPV. If this was positive, they 

were subsequently treated for BPPV and followed up as they 
normally would be for this diagnosis. The medical team caring 
for the subject as an inpatient and the patient’s GP were informed 
of their involvement in the study and the results of testing. 

 This study received ethical approval on 30 January 2014 from the 
National Institute for Social Care and Health Research (NISCHR), 
Research Ethics Service (REC Reference 14/WA/0006).  

  Results 

 During the study period, 5,081 patients were admitted to the 
acute medical wards. Of these, 111 patients were identified as 
potentially suitable for assessment from the admissions list. 
Following a review of the patients’ case notes and discussion 
with the patients themselves, 18 patients declined to take part 
in the study, 7 were discharged prior to assessment, and 49 were 
determined to be unsuitable for assessment. The reasons for 
this inability to assess patients are summarised in Fig  2 .  

 The mean age of the patients assessed was 82.4 years (range: 
65–96 years). More women than men were assessed: 68% of the 
patients were female. 

 In total, 37 patients were tested for BPPV. Of those who were 
assessed, 20 were positive for BPPV (54%) and 17 patients were 
negative. The patients who tested positive were treated and 
followed up by the specialist physiotherapist team.  

  Discussion 

 Although we have attained only a small data set, we found that 
54% of patients that participated in our study were positive for 
BPPV. Prior to initiating this project, there was a possibility 
that these patients may have been discharged without the 
consideration of BPPV as a contributor to their falls. Many 
other contributing factors may have been assessed and treated; 
however, this lack of assessment means that an easily treatable 
risk factor for falls may have been missed. 

Steps 1–4 Step 5 Step 6A

B Step 7 Step 8 Step 9

 Fig 1.       A – Dix-Hallpike manoeuvre. 
B – additional steps for the Epley 
manoeuvre.       
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 BPPV is a well-recognised risk factor for falling. Our study 
found that there is likely to be a cohort of patients who are 
admitted with falls that have BPPV as a contributing factor to 
their falls. This has not been identified in previous studies. 

 Firstly, it is important to note that many of the patients 
initially identified for the study were not appropriate for 
assessment for BPPV (Fig  2 ). Many of the reasons that 
patients were not able to be assessed may have precipitated 
their falls, eg septicaemia or stroke. Unfortunately, many 
patients who were admitted with falls lacked capacity, 
mainly as a result of delirium or dementia. Because they 
were not able to consent to participation, they were excluded 
from the study. 

 A large proportion of the patients that were assessed had 
a positive Dix-Hallpike manoeuvre and, as such, they were 
diagnosed with BPPV. It has previously been found that 13% 
of patients in a falls clinic had a diagnosis of BPPV.  15   Patients 
involved in this previous outpatient study had a mean age of 
64 years, compared with 82.4 years in ours. This may represent 
the difference in the populations of those admitted because of 
falls as opposed to those assessed as an outpatient. 

 A smaller number of men than women were included in the 
study and a higher proportion of women tested positive for 
BPPV than men. This is consistent with previous research 
showing that BPPV is more common in women. 

 It is clear from this data that patients admitted with falls, 
in the absence of an acute medical illness, could benefit from 
assessment for BPPV. This is even more important when 

considering the fact that BPPV is an easily treatable contributor 
to falls.  

  Key Points  

  >      BPPV is a commonly missed, and easily treatable, risk factor 
for falls.  

  >      Assessment for BPPV is currently integrated into falls 
clinics; however, no previous research has looked at patients 
admitted with falls.  

  >      This study found that 54% of patients admitted with falls 
that were suitable for assessment had BPPV.  

  >      We would suggest that all patients admitted with falls are 
assessed for BPPV to minimise their risks of further falls.  

  >      Exclusion criteria means that many of those with BPPV go 
undetected. ■    
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