Dizziness


Dizziness accounts for 1% of visits to US office-based physicians.
  Of patients older than 60 years, 20% have experienced dizziness severe enough to affect their daily activities.
  Among dizzy patients who seek help, almost 70% initially are seen by general internists or by family practitioners, whereas only 4% are referred to specialists.1 Dizziness is difficult to assess because it is a subjective complaint that cannot be measured. Yet, the underlying cause of this common symptom can range from psychogenic factors to life-threatening central nervous system disease.


Patients may mean any one of a wide spectrum of complaints when they use the term dizzy. For diagnostic purposes, it is important to obtain complete and accurate information regarding exactly what patients experience when they are dizzy. Although symptoms are described somewhat differently by each patient, they generally can be classified into one of the four categories of dizziness defined in the classic study of Drachman and Hart in 1972.
 These categories are vertigo, presyncope, dysequilibrium, and lightheadedness.

Etiology


In a study of fifty consecutive patients more than 60 years of age presented with dizziness. Twenty-two age- and sex-matched case controls were recruited from the same general practices. The following list comprises the etiologies of dizziness in the study population:

· Cardiovascular disorders were responsible for symptoms in 28%

· Peripheral vestibular disorders, including vestibular neuronitis, benign positional vertigo, and Meniere's disease, accounted for symptoms in 18%

· Central neurological disorders contributed to symptoms in 14% and included radiographically confirmed cerebrovascular disease, severe cervical spondylosis, bilateral significant carotid artery stenosis, drop attacks, and basilar migraine. 

Eighteen percent of patients had more than one diagnosis. Overall, no attributable diagnosis was achieved in 22% despite extensive investigations and careful consideration of all published criteria. More than half of this group had associated diagnoses, such as abnormal Romberg test or gait, but had no additional neurological signs to justify a diagnostic label of a central neurological disorder. The GHQ was used to screen for underlying depression and/or anxiety: only one patient had significant anxiety, but this patient also had a peripheral vestibular disorder. This confirms previous reports that psychological disorders are uncommon causes of dizziness in older compared with younger age groups.
,
 

Benign Paroxysmal Positional Vertigo

Etiology: BPPV can result from head injury, viral labyrinthitis, or vascular occlusion or, more typically, can occur as an idiopathic phenomenon. The prevailing theory on the cause of BPPV is believed to be an otolith that has separated from the saccule or utricle and migrated to the posterior semicircular canal. 

Signs and Symptoms:
BPPV is the most common cause of vertigo. Patients with this condition develop brief episodes of vertigo with positional change, typically when turning over in bed, getting in and out of bed, bending over, straightening up, or extending the neck to look up (the so-called top shelf vertigo). 

Physical Examination: The neurologic examination is normal except for positional nystagmus. Confirmation of the history by performing the Hall-Pike maneuver involves rapidly moving the patient's head from a seated position to the head-hanging position, tilted 30 degrees to the left, then repeating the maneuver with the head tilted to the right. Generally, one position provokes the vertigo most strongly, indicating that the lesion is on the side to which the head is turned. Rotatory nystagmus may be observed during the maneuver, after a 2- to 10-second latency period. The nystagmus usually changes direction when the patient sits up.

Prognosis:  The illness is usually self-limited, with the patient recovering completely within 3 months. Refusing to move the head tends to slow the recovery. Vestibular exercises (e.g., falling or rolling several times in succession in a manner that provokes the dizziness several times a day, while safely on a bed) have been demonstrated to hasten recovery.
  Alternatively, physician-assisted repositioning maneuvers may prove quite useful in some cases of refractory vertigo.
 

Cerebrovascular disease

Etiology:  Thrombosis accounts for 40% of strokes, usually from atherosclerosis. Thrombosis is associated with transient ischemic attacks in 50% of cases. 


Embolism is responsible for 38% of strokes.  Embolisms can arise from ulcerated atherosclerotic plaque, vegetations of heart valves, heart mural thrombi and, less commonly, bone marrow emboli.  Emboli commonly block trifuraction of the internal carotid artery at origin of middle cerebral artery.
  
Lacunar stroke comprises 22% of strokes and intracerebral hemorrhage comprises the remainder of strokes.

Signs and Symptoms:
 The most frequent symptoms of basilar insufficiency include nausea, vertigo, ipsilateral facial numbness, ipsilateral Horner’s syndrome, and limb ataxia.  Although ischemic symptoms are generally mild, true posterior fossa infarction can be progressive and lethal due to extensive edema and midbrain compression.  While emboli can contribute to posterior cerebral and cerebellar ischemia, occlusive disease of the vertebral arteries or the basilar artery is the most common mechanism. 

Prognosis:  Never-symptomatic carotid occlusion carries a very low risk of subsequent ischemic stroke. This benign prognosis is associated with a low incidence of cerebral hemodynamic compromise in these patients.
 On the other end of the spectrum, very old patients with acute stroke showed a differential clinical profile, different frequency of stroke subtypes, and a poorer outcome compared with stroke patients who were younger than 85 years of age.


In a cardiovascular health study of 5,888 participants, 
 among the subset of 455 participants with incident stroke during the course of the study, death of stroke was three times more common than death of coronary artery disease. Approximately half of the deaths among those with an incident stroke were attributable to stroke, and approximately half were attributable to other causes. Most of the deaths attributable to the incident stroke occurred in the first few weeks after the stroke. Thereafter, some deaths were caused

by recurrent stroke, but most were not. In CHS as in other studies, mortality was related to age, stroke type, and ischemic stroke subtype. Although far less common than ischemic stroke, hemorrhagic stroke was more lethal.
,
 

Medications: 
Etiology:  Medications are a notorious cause of dizziness but only rarely cause vertigo. Drugs that suppress the reticular activating system of the brainstem (e.g., sedatives, anticonvulsants) can cause vertigo of a central nature, especially when taken in excess. Therapeutic doses of some drugs (e.g., phenytoin, carbamazepine) produce nystagmus. 


Obtaining a thorough drug history is important. The ototoxic effects of the aminoglycoside antibiotics have been well documented; the diuretic ethacrynic acid also can cause injury to the eighth nerve, especially in patients with compromised renal function. Diuretics may be responsible for severe volume depletion. Vasodilators, phenothiazines, and antihypertensive agents can produce postural light-headedness. Antidepressants and minor tranquilizers cause some patients to feel dizzy. The concurrent use of tobacco and caffeine may also be an important factor in symptom production.

Signs and Symptoms: When the problem is light-headedness, it is worth asking if standing or turning brings on symptoms. If standing does, the use of antihypertensive, tranquilizer, or antidepressant medications should be investigated

Prognosis:  

Prognosis:  Drug induced dizziness may or may not progress depending on the nature of the medication. 

Treatment:  Dosage adjustment of the suspected drug or drugs is indicated.  Minimization of caffeine and tobacco intake is also recommended.
Other Treatments


If the cause of the patient's dizziness cannot be found or treated, medications may be used to suppress the symptoms. These medications fall into several categories: antihistamines, anticholinergics, diuretics, and antianxiety agents. Also, surgery for vertigo consists of both destructive and conservative operations. Finally, as will almost all chronic medical conditions, rehabilitation plays an important role in the treatment of dizziness. The natural tendency of the patient with dizziness is to avoid head motion and other types of motion for fear of exacerbating symptoms. In certain conditions, such as BPPV, a lack of head mobility may actually prolong the duration of symptoms. In other cases, forced inactivity may lead to physical deconditioning with resulting muscle weakness and orthostatic changes.
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