Assessing the d

Advice on how to treat and when to refer
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Is the vertigo...

Implies VERTIGO

(most likely a
vestibular disorder)

A sensation of self-motion when
no motion is present OR an
altered sensation of motion when
motion occurs

An altered sensation of
spatial orientation without
a false or altered movement

Implies DIZZINESS
(not necessarily due to
a vestibular disorder)

Triggered?

N

Yes

izzy patient

By change in head position
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Spontaneous? If so, establish
if vertigo is...
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Is the dizziness constant?
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Yes

v

By head or body movement

...a single episode

...multiple/recurrent episodes

lasting minutes to hours

...constant
N

Yes

Noa

Does the patient feel faint
right now?

lNo

Any loss of consciousness?

Yes

Explanatory notes, treatment options and suggestions for onward referral

® The commonest cause of vertigo is a
disorder of the vestibular system

® The distinction between vertigo and
dizziness presented here is not absolute
® Central nystagmus is one or more of:

Benign paroxysmal positional vertigo (BPPV). Positive Hallpike:
latent period 2-40 secs; upbeat (beats to upper pole of the eye),
rotatory nystagmus; severe vertigo; fatigues in <30 secs;
nystagmus/vertigo reduced or absent on repeat test.

For horizontal canal BPPV use the head-roll test - head elevated to
30° from supine. It is positive if horizontal nystagmus beating to
the undermost ear is present; anterior canal BPPV manifests with a
downbeating nystagmus with often missed slight torsion in the
straight head-hanging test.

Migrainous vertigo (vestibular migraine)

Cervical vertigo - brief vertigo associated with spondylosis

Vertebrobasilar ischaemia (if there are other posterior
circulation features)

Incompletely compensated (or decompensated) peripheral
vestibular impairment

Check past history of vestibular neuritis/labyrinthitis

Look for nystagmus in absence of optic fixation or provoked by
head-shaking (the ophthalmoscope technique)

Viral (vestibular neuritis) labyrinthine damage

Vascular labyrinthine damage. Hearing loss * tinnitus =
labyrinthitis (neurological if CNS features present)

Neurological cause (ie stroke) if central nystagmus present
(vertical and/or direction-changing nystagmus) if first
episode with occipital headache

Recurrent peripheral vestibulopathy (neuritis, labyrinthitis)
Vestibular migraine (benign recurrent vertigo)

Méniére’s disease

Autoimmune inner-ear disease (AIED)

MS, if any other neurological symptoms

Neurological causes: Look for abnormal eye movements or
central pattern of nystagmus. Perform full neurological
examination

Hyperventilation syndrome

bidirectional (changes direction with
direction of gaze); vertical (usually
downbeat - a cerebellar sign); persisting
in the absence of vertigo; does not
enhance on removing optic fixation (use

TREATMENT

©95% of BPPV arises from the posterior

semicircular canal. The treatment of choice

is the Epley manoeuvre

® Brandt-Daroff’s exercises are not as
effective and compliance is poor

® For vestibular migraine, consider
prophylaxis with propranolol/pizotifen/
amitriptyline

® Avoid vestibular sedatives, such as
prochlorperazine and cinnarizine, as they
interfere with central vestibular
compensation

® Vestibular rehabilitation

® Start vestibular sedatives, for example
prochlorperazine for 72 hours

o |f profuse vomiting consider rehydration;

admission may be necessary

® \/estibular migraine: consider diet and

lifestyle modifications. If no better, consider

triptans for infrequent attacks and
prophylaxis for frequent attacks, for

example propranolol, amitriptyline, pizotifen

® Méniére’s: consider betahistine 32mg tds
(this is controversial and not in the BNF, but

it is safe and side-effects are uncommon)

® Explore symptoms of autoimmune
diseases

ophthalmoscope); persistent, vertical or
asymptomatic nystagmus on Hallpike test
® Do a Dix-Hallpike in all dizziness cases

- it may reveal serious central pathology
® Refer vertigo/dizziness associated with
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Persistent postural-perceptual dizziness (PPPD)
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cardiovascular causes, s as vasovagal attacks

Multisensory dizziness - eg in the elderly or diabetes
Bilateral vestibular/central vestibular disorder
Hyperventilation syndrome or psychological overlay
PPPD and chronic anxiety

Orthostatic hypotension

Impaired proprioception

epilepsy

® Review antihypertensives if orthostatic
hypotension suspected

® Consider peripheral neuropathy and check

B12 levels in patients with impaired
proprioception

® See ‘onward referral’ for the other
conditions
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otalgia/otorrhoea to ENT without delay
® Imbalance is often mislabelled dizziness
- exclude orthostatic hypotension and
impaired proprioception, especially in
elderly

ONWARD REFERRAL

® Refer posterior canal BPPV

refractory for Epley, horizontal

and anterior canal BPPV to
audiovestibular medicine (AVM) or ENT,
depending on local referral guidelines

® Refer central nystagmus to neurology

® Refer vertebrobasilar insufficiency and
cervical vertigo to stroke/neurology

® Refer for customised

vestibular rehabilitation.
(Cawthorne-Cooksey exercises can be
tried but they are not specific enough and
compliance is poor)

® Refer to AVM for aetiological
investigations and medication

® Refer to AVM/

ENT (as per local

guidelines) if no improvement after
four weeks

o Refer for MRI if associated unilateral
hearing loss and tinnitus

® Refer to stroke/neurology if
neurological cause suspected

® Refer

recurrent vestibulopathy,

Méniére’s and AIED to AVM/ENT, as
per local guidelines

@ Refer migraine/vestibular migraine to
AVM or neurology, as per local
guidelines

® Refer hyperventilation
syndrome to physiotherapy for
breathing exercises

® PPPD may need referral to audiology/
ENT for diagnosis

® Refer to cardiology

® Refer to AVM/ENT for
aetiological investigations and
management

® Consider CBT for psychological overlay/
chronic anxiety

® Refer to neurology
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