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Table 1
Key questions to establish vertigo
• Describe your symptoms in detail (is this vertigo?)
• When did it start?
• Rotatory or non rotatory?
• Episodic or constant?
• Duration and frequency of episodes
• Are the episodes positional (i.e. brought on by changes
in head position?)
• Other otological or neurological symptoms?
• Drug history and other past medical history

• vestibular suppressants
• systemic diseases (e.g. heart
disease)4

• psychological disorders 

HISTORY
This is usually the most important part
of the assessment. A number of key
questions should be asked (see table 1,
above, left) and it is vital to establish if
the patient is in fact suffering from
vertigo or if they have some other
complaint such as anxiety or syncope.
Time is usually limited and the clinician
should take control of the consultation
early; patients very often struggle to
give a clear history unless directed.

EXAMINATION
A neurological and otological
examination should be performed as
appropriate to the history, see table 2,
opposite. From a neurological
perspective the history should point to
the diagnosis and the examination
used to confirm this and exclude other
pathologies. The examination will
therefore be directed by the
suspected diagnosis. 

Stance and gait
The assessment of gait and posture is
crucial in the dizzy patient. Tests of

stance and gait begin when the patient
walks into the consulting room.

If the patient has positional vertigo
(i.e. it is induced by a change in the
patient’s head position) then a Hallpike
test should be performed (see box 1,
opposite).

Romberg’s test (figure 2, above) is
described as positive if there is
increased body sway when the eyes
are closed with the patient standing
with the feet close together. 

The removal of visual sensory
information highlights deficiencies in
the other sensory functions of
proprioception and/or vestibular
dysfunction. 

Heel to toe walking is useful to
detect subtle cerebellar dysfunction,
e.g. multiple sclerosis or cerebellar
tumour (see figure 3, above).

Eyes
Examination of the cranial nerves
should start with observation, in
particular looking for a ptosis and any
pupillary aniscoria for a Horner’s
syndrome from a vascular dissection
or subtle IIIrd cranial nerve palsy, a false
localising sign from hydrocephalus or
brainstem pathology. 

Visual acuity should be checked as
vision is a crucial part of the balance

system and cerebral cortex to control
balance and gaze.

As in many neurological conditions
the dizzy patient’s symptoms are
subjective and there is often a poor
correlation between even modern
investigative techniques and
symptoms. Therefore the basis of
making the correct diagnosis and
appropriate management plan rests
on history taking and clinical
examination. 

CATEGORISING VERTIGO
An important differentiation is
whether the symptoms of vertigo
originate from a central or peripheral
origin. Clues to a central origin are
other brainstem symptoms or signs of
acute onset such as headache,
deafness and other neurological
findings e.g. trigeminal sensory loss in
posterior inferior cerebellar artery
infarcts. These patients warrant urgent
referral and investigation. Red flags in
patients with vertigo include: 
• headache
• neurological symptoms
• neurological signs

It is useful to categorise vertigo into
acute and chronic. The former usually
has a single mechanism whereas
chronic dizziness is often multifactorial
and introduces the concept of
compensation. 

As may be expected chronic
dizziness is more common in the older
population because of the greater
incidence of comorbidities.

The vestibular system has a very
effective recovery system which leads
to resolution of acute vertiginous
symptoms within days in the majority
of patients. Interestingly this appears
to be due to brainstem plasticity rather
than rapid recovery of the labyrinth.3

The failure to recover or compensate
is caused by concurrent comorbidities
which, because of the complexity of
the vestibular system, can be wide
ranging. The most common are: 
• impairment of the other sensory
inputs (vision/proprioception)

FIGURE 2
Romberg’s test: the test is positive if
there is increased body sway when the
eyes are closed with the patient standing
with the feet close together

FIGURE 3
Heel to toe walking is used to detect
subtle cerebellar dysfunction




