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Acute vestibular failure can also be
caused by head injury, with or without
temporal bone fracture, drug
treatment (e.g. aminoglycosides) and
surgery (as a complication of mastoid
surgery).

Other ENT causes
These include: 
• labyrinthine fistula (generally caused
by cholesteatoma)
•perilymph fistula (leakage of perilymph
usually due to some form of trauma)
• autoimmune disease of the temporal
bone

Cervical vertigo
There is some evidence that vertigo
can be caused by arthritis affecting the
high number of proprioceptive fibres
originating in the neck. The condition
is however ill defined but should be
considered. 

THE ELDERLY
The cause of vertigo in the elderly is
often multifactorial. Decompensation
from previous vestibular failure can
occur through impaired vision and
proprioception, and side effects from
medication should also be considered.
As with all patients with vertigo, a
careful history will often point to the
diagnosis. A common mistake is to
prescribe vestibular sedatives such as
prochlorperazine as they reduce
vestibular input to the brain which in
turn impairs rehabilitation.

MANAGEMENT 
It may be of some comfort to GPs to
know that a definitive diagnosis is not
made in a significant number of

vertiginous patients referred to a
specialist, even after investigation. 

If a specific disorder is identified
then this can be managed with the
appropriate treatment, e.g. the Epley
re-positioning manoeuvre in BPPV or
betahistine in Ménières disease. 

Patients with migraine should be
given lifestyle advice and, if required,
migraine prophylaxis such as beta
blockers. 

Non-disease specific vestibular
suppressants may be used for short-
term symptomatic control but should
be avoided in the long term as they
prevent the process of compensation
and are frequently a contributing
factor to long-term dizziness.

Vestibular rehabilitation (see box 3,
below) is usually reserved for chronic
cases of dizziness as the majority of
patients spontaneously compensate.
Patients with chronic dizziness benefit
greatly from directed exercises and
support in overcoming apprehension,
challenging symptoms with head
movement and postural exercises. 

The aim of the rehabilitation is to
maximise the natural ability of the CNS
to compensate for lesions in the
vestibular system. 

PATIENT EDUCATION
Vertigo and dysequilibrium are
particularly disturbing experiences
and often lead to anxiety and loss of
confidence compounding the
vestibular dysfunction. Information
may be obtained from the Vestibular
Disorders Association, see Useful
information box, opposite.

REFERRAL
When to refer will depend to some
extent on the experience of the
individual GP and their access to
investigations. 
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gentamicin has been shown to be
effective although it carries a risk of
hearing loss. Vestibular nerve section
and labyrinthectomy are only
occasionally performed.

Labyrinthitis (vestibular neuronitis)
Labyrinthitis is a cause of acute
vestibular failure and may follow a
URTI. Labyrinthitis should only be
diagnosed when there is associated
hearing loss, as the cochlea is part of
the labyrinth. There is some evidence
that it is the vestibular nerve ganglia
that are affected by Herpes simplex
infection causing vestibular
neuronitis.8, 9 Labyrinthitis can be
caused by bacterial infection as a
complication of otitis media.

Acute vestibular failure 
Acute vestibular failure presents with
acute rotatory vertigo with associated
nausea and vomiting. This can be an
extremely unpleasant experience for
the patient who is often initially
confined to bed. Unlike the majority of
patients with vertigo, they will have
nystagmus. 

Treatment is supportive with
medication to suppress vestibular
activity such as prochlorperazine
which may be given sublingually, im or
by suppository. The symptoms
gradually improve as the brain
compensates for the disparity of
vestibular input from the two sides. By
six weeks the symptoms have more or
less resolved although some patients
fail to compensate and will go on to
suffer chronic vertigo. We are unsure
why this is, but psychological factors
may be important in some patients.4
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Box 3

Vestibular rehabilitation in chronic vertigo
An individual programme is developed depending on the patient’s
vestibular investigations and/or their symptoms and examination
1 Explanation and reassurance
2 Habituating exercises (e.g. Cawthorne Cooksey) that stimulate the various
inputs to the balance system in a progressively more difficult way leading to
a ‘recalibration’ of the vestibular pathways
3 Optimise physical factors e.g. vision
4 Psychological support
5 Occupational/social support

Cawthorne Cooksey exercises
Stage 1 Eye movements only (up and down and side to side)
Stage 2 Head and eye movements while sitting (eyes open then closed)
Stage 3 Head and body movements while sitting (e.g. passing an object
between the hands)
Stage 4 Standing exercises. Manoeuvres with eyes opened and closed
Stage 5 Moving exercises. Various exercises such as walking around a chair or
up and down steps with eyes open and then closed

‘We would
recommend 
that GPs learn 
to perform 
the Hallpike test
and the Epley
manoeuvre as
most patients
will respond well’




