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ABSTRACT

Vertigo is a symptom of multifactorial etiology. The presentation
of this symptom can range from a single acute episode, to
recurrent episodes, and can also change it’s nature and
frequency; it thus becomes prudent for the clinician to be able
to screen these patients into those that are caused due to inner
ear pathologies, from those that have a neurological,
psychological, metabolic, cardiac or other etiology.

As with any medical symptom, the art of eliciting a detailed
and thorough history from the patient can help the clinician to
pinpoint the ‘culprit’ system/organ responsible for this symptom,
and the necessary steps can also be taken. It also helps to
discern those patients that would require urgent medical
assistance, and prioritize the care or consultations that they
would be directed to. At times, vertigo may be the only presenting
symptom of a stroke, and in such cases, the discretion of the
physician may even prove to be life saving!

Described below is a review of the literature highlighting the
importance and value attached to taking a ‘thorough’ history of
a patient presenting with vertigo.
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INTRODUCTION

As with most things in medicine, a particular diagnosis can
almost always be ascertained 80% of the time by taking an
accurate history.1 The same holds true for vertigo.

There have been many developments in the field of
balance and vestibular testing but, as in other branches of
medicine, nothing replaces a good clinical history. In
addition, the techniques used and ranges of normality
adopted by different vestibular laboratories can be very
disparate and so ‘positive’, ‘objective’ vestibular findings
must be taken strictly within the appropriate clinical context.
Reciprocally, some clinical histories are so typical, that the
absence of corroborative findings on a single visit to the
clinic should not make the clinician rule out a diagnosis.2

Bayer et al10 (2010) developed diagnostic indices based
on self-reporting for four commonly occurring vertiginous
disorders namely benign paroxysmal positional vertigo
(BPPV), vestibular migranie (VM), phobic postural vertigo
(PPV) and Meniere’s disease (MD). These were developed
as screening tools, to preselect patients and focus on their
main symptoms. They demonstrated that some

characteristics in these indices had individually a very low
sensitivity and specificity, but the same increased when they
were combined with the other characteristics. They have
also categorically mentioned that these indices were not to
be used as sole diagnostic tools, and could never replace a
medical consultation and clinical examination of the patient.
This became more important when patients were suffering
from multiple causes of vertigo, such as PPV occurring after
organic vestibular disorders, or complicated BPPV and so
on. Nevertheless, these would serve as good epidemiological
tools.

Factors to be Assessed while Eliciting a ‘History’

Enumerated below are a few aspects of the ‘history taking’
process which will help the clinician in arriving at a
provisional diagnosis for a vertiginous patient.

Predisposing Factors

A detailed account of the predisposing factors can divulge
a large amount of information about the etiology and
triggering factors for a patient suffering from vertigo.
Patients who have had a previous history of trauma (external,
surgical or even barotrauma) may be suffering from a
perilymph or labyrinthine fistula. Patients with a history of
convulsions or headaches may be suffering from some
coexistent intracranial pathology; the latter symptom may
also be seen in patients with vestibular migraine, wherein
the headaches and vertigo may coexist. A past history of an
upper respiratory infection may help in diagnosing cases of
vestibular neuritis or labyrinthitis.

Onset of Vertigo

It may not be the rule, but vertigo of ‘peripheral’ origin
usually presents with a sudden onset, as compared to that
due to ‘central’ causes, which presents in a more gradual
manner. The exception to the latter is seen in patients
suffering from acute cerebellar ataxia due to hemorrhage
or infarcts, or sudden transient ischemic attacks, wherein
the symptoms are sudden in onset. Numerous authors have
shown that a small stroke within the posterior fossa can
present as acute severe dizziness, closely mimicking
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vestibular neuritis.4-6 In fact, some series have reported that
dizziness was typically abrupt in onset in patients with a
‘cerebrovascular’ cause of acute dizziness.12,13

Duration, Chronology and Frequency of Symptoms

The symptoms of BPPV usually last for a few seconds and
may even last up to a minute. The same goes for postural
hypotension, in which the blood pressure stabilizes within
a minute and the symptoms disappear. Given the completely
different nature of the two pathologies, it is not difficult to
differentiate between the two. The point to remember in
BPPV is that the patient is normal in between episodes.
Occasionally mild light headedness or nausea can persist
longer than a minute, but any patient presenting with
giddiness lasting longer than a minute should be investigated
for other potential causes.7

When the symptoms persist for a few hours, and
gradually settle down, reducing in severity over a few days
to sometimes weeks, one may think of a probable diagnosis
of a unilateral vestibular deficit as seen in cases of vestibular
neuritis and labyrinthitis. Occasionally, the rotatory vertigo
will cease after a few days, and only a mile imbalance
persists; this is classically seen in unilateral vestibular losses.

Fluctuating symptoms are often seen in patients suffering
from MD.

The frequency of the symptoms, coupled with their
association with the respective triggering factors may
sometimes be all that is required to diagnose conditions,
such as BPPV, perilymph fistulae, etc.

Aggravating Factors

This is one of the most important aspects of eliciting the
history. Such ‘triggers’ are a key source of diagnostic
information, especially in patients with transient dizziness.11

Below is a table enumerating the various ‘triggers’ and their
associations with vertiginous disorders:

Triggers Association with
vertiginous disorder

1. Body postural changes BPPV, postural
(mention which posture) hypotension

2. Neck position Cervicogenic vertigo
3. Standing Postural hypotension
4. Eyes closed Bilateral vestibulopathy
5. Straining Perilymph fistulae
6. Hyperventilation Hyperventilation syndrome
7. Public places Visual vertigo

(supermarket, crowded
places)

8. Loud noise Perilymph fistulae,
superior semicircular canal
dehiscence, acute episode
of Meniere’s disease

9. Moving in dark Bilateral vestibulopathy,
peripheral neuropathy

10. Mal de debarquement Mal de debarquement
11. Walking on soft terra Peripheral neuropathy,

firma/wearing soft bilateral vestibulopathy
soled shoes

12. Motion intolerance In any patient suffering
from unilateral or bilateral
vestibulopathy

13. Visual triggers Visual vertigo

Relieving Factors

As per the respective triggering factors, a list of the relieving
factors should also be made, and correlated with the natural
progression of a particular disorder.

Comorbidities/Associated Symptoms

An association with hypo/hyperacusis, tinnitus, aural
fullness or fluctuating hearing loss may indicate that the
patients is suffering from an otological cause, such as a
Meniere’s syndrome. However, one must remember that
the blood supply to the inner ear and related structures can
often be compromised in cerebrovascular episodes, and
these too may lead to auditory symptoms. It may be for this
reason that patients with auditory symptoms have been
excluded from numerous studies of acute vestibular
syndrome and vestibular neuritis.14 The presence of nausea,
vomiting, visual disturbances, blackouts, TIAs, perioral
paresthesia, speech or swallowing problems or ataxia may
indicate a ‘central’ cause of the vertigo. Facial weakness
may indicate a lesion in the cerebellopontine angle or the
internal acoustic meatus. However, mild double vision can
also result from a peripheral vestibular lesion, and this is
thus not a reliable discriminator.7

Proportionality of Associated Symptoms

Usually peripheral vestibular disorders are characterized by
autonomic, gait and postural symptoms that are proportional
to the dizziness experienced by the patient, while they are
disproportional in patients suffering from central vestibular
disorders.14,15

Oscillopsia

Movement of the visual field with head movements is
termed as oscillopsia. It is usually a symptom of bilateral
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vestibulopathy, but may also be seen in patients suffering
from central nervous system (CNS) disorders, wherein it
may be related to only certain head movements, and may
sometimes even be unrelated to any head movements.

Medical History

A thorough medical history is essential to understand the
underlying comorbidities that may predispose or aggravate
the symptoms, and draw attention to the treating clinician
to the possibility of drug interactions, should the patient be
prescribed any medications.

Psychological Factors

These should also be considered when evaluating a patient
with vertigo. Often they are the only reason for persistence
of the vertiginous symptoms after the actual disorder has
been tackled, such as in phobic postural vertigo. In addition,
the type of personality may have an important role in the
eventual treatment of the patient.

Drug Intake

Drugs may have been consumed for a variety of reasons:
Some patients may be self-medicating with over-the-counter
medications which include a variety of sedatives; others
may be treated for a varied period of time by their primary
care physicians; yet others may be simply consuming anti-
vertiginous drugs for symptomatic relief by their physicians
without any rationale for their prolonged use. Finally, there
may be a group of patients who may be under the influence
of addictive substances, such as alcohol or marijuana, which
may by themselves be the primary cause of the vertigo.

There has also been some mention of avoidance of any
medications prior to vestibular testing for a period of 24 to
48 hours; while this may hold true for patients consuming
sedatives, it is not so for those taking drugs, such as
betahistine (which have no sedative effects). It is important
that the patients feel comfortable while being tested and
avoidance of their medications for a period of 1 to 2 days
may only make the patient miserable.

Family History

There have been numerous studies that have highlighted
the familial occurrence of vertiginous disorders. In a study
by Cha et al (2007),3 it was seen that the frequent association
of episodic vertigo, migraine and MD in closely related
individuals, including identical twins supports the
heritability of a migraine-Meniere’s syndrome.

Common Misconceptions

One must understand that although reliance on the patient’s
history is a vital part of arriving at a diagnosis of the
vertiginous disorder, this may not always be true. A recent
physician survey by Stanton et al (2007)8 revealed certain
common misconceptions regarding dizziness presentations.

The first being that isolated vertigo/dizziness as the only
symptom, reduces the likelihood of the patient suffering
from a stroke; while this may be true for a vast majority, it
must always be kept in mind that a stroke can very closely
mimic vestibular neuritis.4-6

A second common misconception was that patients
suffering from spinning vertigo were more likely to have a
stroke as compared to those that complained of just light-
headedness or other vague dizziness sensations. A
population-based study however, showed that the nature of
the dizziness may not always correlate with the pathology;
in other words, patients suffering from true vertigo did not
have a higher incidence of strokes as compared to those
complaining of mere imbalance/dizziness/light headedness.9

Thirdly, another misconception was that dizziness
exacerbated by head motion was usually due to a peripheral
disorder, when in fact, ANY dizziness can be exacerbated
by head motion.8 The authors of this survey have also
mentioned the nonreliability of computed tomographic (CT)
scans in ruling out strokes, especially in the acute setting,
and in cases with posterior fossa lesions. This however, is
out of scope of this article. The primary reason for these
above mentioned misconceptions is the over-reliance on
patient’s symptoms and also CT scans. Thus, the clinical
examination plays an important role, and coupled with the
history can give an accurate diagnosis. Having said that,
one cannot take away from history-taking, its importance.

SUMMARY

It is vital to remember that a good elicitation of the patient’s
history in his/her own words, coupled with a few leading
questions by the clinician can help the latter at arriving at a
provisional diagnosis. This does not mean that the patient
would not require a detailed evaluation and vestibular testing
from time to time, but the provisional diagnosis obtained
after taking the patient's history surely helps in targeting
the testing, and arriving at a diagnosis, which is seldom
different from that hypothesized from the history. One must
however, be cautious of overly emphasizing the importance
of history-taking, and be aware of certain pitfalls with the
same. Having said that, history-taking is an integral and
irreplaceable part of the vestibular evaluation; it assumes
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increasingly important roles in the emergency department,
in triaging patients and making appropriate referrals.
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