
The patient has attack
of vertigo, what’s the
problem?

V./4.: Inadeguate vestibular stimulations and
inhibitions
We can see two disorders in the everyday clinical practice:

Ménière’s syndrome (True Ménière’s disease and similar
disorders)

Benign paroxysmal positional vertigo (BPPV)

V./4.1.: Ménière’s syndrome

V./4.1.1.: Causes

What is the Ménière’s
disease?

Ménière’s syndrome is not the same as Ménière’s disease.

Ménière’s disease is a clinical entity of endolymph hydrops; meanwhile
Ménière’s syndrome means that the patient has an attack of vertigo which
resembles of the attack of the Ménière’s disease. The vestibular attack
could be both central and peripheral origin.

Ménière’s syndrome is an attack with vertigo, nystagmus, nausea and
vomitus. It is a non-specific diagnosis; the cause of the attack could be any
central or peripheral disorder, which can provoke attack of vertigo.

Ménière’s disease is an inner ear disorder with vertiginous attacks.

The severe attacks with rotatory vertigo and nausea are few hours long,
accompanied by unilateral aural fullness, tinnitus, and hearing loss.

The typical abnormality in Ménière’s disease is the increased production of
endolymph, and the dilatation of membranous labyrinth. The exact cause
of increased endolymph production is unknown.

V./4.1.2.: Complaints

Contact with Tinnitus
chapter

The main symptom is a sudden, severe rotatory vertigo, which length is
between half and 24 hours.

Before or during the attack the patient has temporary, low-tone, strong
tinnitus. After recurrent attacks the tinnitus became permanent, mostly in
high frequencies. During the attack the patient cannot walk, and he has
severe nausea, vomitus, and sometimes diarrhoea.

In advanced stage the patient feels imbalance and dizziness between the
attacks.

V.4.1.3.: Symptoms

Contact with Hearing
test chapter

The hearing loss is sensorineural, and mostly occurred in low tone
frequencies, accompanied with a low-tone tinnitus during the attacks.

The vestibular symptoms are few hours’ long severe rotatory vertigo with
nausea, vomitus and nystagmus. The typical attack is 2-6 hours long, and
after the attack the complaints except fatigue are disappeared. In advanced
stage the hearing is wrong in every frequency, and the balance became
worse. The caloric nystagmus of the effected ear is decreased.



Figure 1.: Audiogram: Ménière’s disease in early stage

Figure 2.: Audiogram: Ménière’s disease in advanced stage

Figure.: Electronystagmogram: Loss of vestibular function of left ear.

V./4.1.4.: Treatment

The medications that are commonly prescribed for the management of
acute vertigo attacks in patients with Ménière’s disease (bed rest,
avoidance of movement, sedatives, dimenhydrinate rectal suppository.
Tablets must be avoided because of vomitus.

The management and care is a great challenge for the oto-rhino-
laryngologist.

Because currently there is no known cure for Ménière’s disease, the goal of
treatment is to control and relieve the symptoms - particularly vertigo.
Betahistine treatment, low salted diet, vasoactive drugs are the common
treatment.

In advanced stage the intratympanic gentamycin therapy could be



successful to control attacks. The surgical treatment modalities are
available for patients with severe Ménière's disease who experience severe,
unremitting episodes of vertigo that cannot be controlled with more
conservative treatments. These surgical treatments are the endolymphatic
sac surgery, the labyrinthectomy and vestibular neurectomy.

Patients with Ménière’s disease have poor quality of life even in attack free
period. Patients have to avoid working in high place and in noisy
environment because of their hearing loss. Driving cars is forbidden for
most of them because the possibility of an attack of vertigo. Controlling
the symptoms of Ménière's disease is important because it enables patients
to continue to perform routine activities of daily living and maintain a
reasonably good quality of life. Patient education is necessary.

V./4.2.: II. Benign paroxysmal positional vertigo (BPPV)

V./4.2.1.: Causes of disease

I cannot wake up and
lay down because of
vertigo!
What is this?

The BPPV is the most common disease causing sudden attack of vertigo.
Synonyms are: cupulolithiasis and canalolithiasis.

The good case history helps in the diagnosis: Short attack of vertigo,
mostly in the morning or at night during rolling in the bed.

Benign means that the patient hasn’t brain tumour, multiple sclerosis or
other severe disease as a background of the frightening symptoms.

As the different synonyms show the exact cause is not clear. The disease is
mostly idiopathic and recurrent.

In Benign Paroxysmal Positional Vertigo (BPPV) dizziness is generally
thought to be due to debris which has collected within a part of the inner
ear.  Otoconia are small crystals of calcium carbonate derived from a
structure in the ear called the "utricle". While the saccule also contains
otoconia, they are not able to migrate into the canal system. The utricle
may have been damaged by head injury, infection, or other disorder of the
inner ear, or may have degenerated because of advanced age.

V./4.2.2.: Patient’s complaints

The symptoms of BPPV include dizziness or vertigo, light-headedness,
imbalance, and nausea. Activities which bring on symptoms will vary
among persons, but symptoms are almost always precipitated by a change
of position of the head with respect to gravity. Getting out of bed and
rolling over in bed are the most common problems for the patients.
Because people with BPPV often feel dizzy and unsteady when they tip
their heads back to look up, sometimes BPPV is called "top shelf
vertigo." The length of one attack is up to 40 seconds, but after the next
head-movement is starting again.

An intermittent pattern is common. BPPV may be present for a few weeks,
then stop, and then come back again.

The hearing is normal, and other neurological symptoms are missing.

V./4.2.3.: A Symptoms

There aren’t spontaneous vestibular symptoms; the only pathological test is



the Dix-Hallpike manoeuvre. In this test, a person is brought from sitting
to a supine position, with the head turned 45 degrees to one side and
extended about 20 degrees backward. After a few seconds latency the
patient feels severe vertigo, and we can see typical nystagmus. A positive
Dix-Hallpike test consists of a burst of nystagmus (jumping of the eyes).
The eyes jump upward as well as twist so that the top part of the eye jumps
toward the down side. The length of nystagmus attack is up to 40 seconds,
accompanied with severe vegetative symptoms. The nystagmus is
fatigable.

V./4.2.4.: Therapy of BPPV

BPPV has often been described as "self-limiting" disease. If you decide to
wait it out, certain modifications in your daily activities may be necessary
to cope with your dizziness. Use two or more pillows at night. Avoid
sleeping on the "bad" side. In the morning, get up slowly and sit on the
edge of the bed for a minute. Symptoms tend to wax and wane. Motion
sickness medications are sometimes helpful in controlling the nausea
associated with BPPV but are otherwise rarely beneficial. There are two
treatments of BPPV that are usually performed in the doctor's office. Both
treatments are very effective.

The Semont manoeuvre (also called the "liberatory" manoeuvre) involves a
procedure whereby the patient is rapidly moved from lying on one side to
lying on the other.

The Epley manoeuvre is also called the particle repositioning or canalith
repositioning procedure. When performing the Epley manoeuvre, the
exercises should be supervised, given that the diagnosis of BPPV is well
established. The Epley procedure: the patient is sitting with head turned to
45 degrees to the affected side and then laying down to a head hanging
position. Then the patient slowly rotates the head and body to the healthy
side. The slow turning is 270 degrees, and then the patient slowly sits up.

Figure 4: Epley manoeuvre. Arrows show otolith movements in the posterior semicircular
canal.

There are home methods of rehabilitation training of BPPV, usually used
when the side of BPPV is unclear. Start sitting upright, and then move into
the side-lying position with the head angled upward about halfway. Stay in
the side-lying position for 30 seconds, or until the dizziness subsides if this
is longer, then go back to the sitting position Stay there for 30 seconds, and
then go to the opposite side, and follow the same routine.


