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The head thrust maneuver is a simple bedside test of the higher frequency vestibulo-ocular reflex, which is based on
Ewald's second law. It is performed by grasping the patient's head and applying a brief, small-amplitude, high-accelera-
tion head turn, first to one side and then to the other. The patient fixates on the examiner's nose and the examiner watch-
es for corrective rapid eye movements (saccades), which are a sign of decreased vestibular response. The "catch-up"
saccades after a head thrust in one direction indicate a peripheral vestibular lesion on that side (in the labyrinth or the 8"
nerve including the root's entry zone in the brain stem). An individual pair of vertical semicircular canals can aso be
stimulated by turning the head to the right or left by 45° and then by rotating the head in the pitch plane relative to the
body. Recent studies have suggested that assessment of individual semicircular canal function by head thrust test may
provide useful information for anatomical and functional details of a variety of peripheral vestibulopathies and for pre-
dicting the prognosis of vestibular neuritis. In central vestibulopathy, the head thrust test may also be valuable sign to
determine dysfunction of the central pathways from individual semicircular canals and its role for the development of

diverse central nystagmus.
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Figure 1. Head thrust test of horizontal semicircular canals. (A) With subject's face turned alittle to the right and her eyes fixed on a
distant target, subject waits for her head to be moved rapidly to left by examiner. (B) After leftward head movement, gaze is still

fixed on target so that no refixation saccades are required.
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Figure 3. Head thrust test of vertical semicircular canals. (A) Right anterior/left posterior semicircular canals plane (RALP) with
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head rotated to the left and head thrust test of right anterior (B) and left posterior canals (C). (D) Left anterior/right posterior semicir-
cular canals plane (LARP) with head rotated to the right and head thrust test of left anterior (E) and right posterior canals (F).
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Figure 4. Head thrust test with magnetic search coil technique. (A) The eye coil is placed on the suject’s left eye and the head coil is
mounted on the subject's forehead. Head and gaze velocities in semicircular canal paresis (ICP) values for lateral, anterior, and poste-
rior semicircular canals. Gazeis stable in normal subject (B) in response to head impulse, and therefore, the |CP values are low. Gaze
isunstable in a patient unilateral superior vestibular neuritis (C) during head impulse toward the affected lateral and anterior semicir-

cular canals.
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