
RED FLAGS:

ENT:
* Sudden hearing loss: Refer to ENT SHO on call 

(same day)
* Facial weakness: Refer ENT or acute med/stroke 

(same day)
* Previous ear surgery (e.g. mastoidectomy) or 

other associated ear symptoms (infection, hearing 
loss)

Other:
* Is a brainstem stroke or central cause

*Facial weakness
* HINTS: If negative 

* Other significant neurological symptoms and 
signs, e.g posterior circulation symptoms, impaired 
consciousness, headache, visual symptoms, optic 

disc swelling: Refer to acute medicine

* Arrythmias or blackouts: Refer cardiology/
neurology as indicated

ENT & Audiology referral Pathway: VERTIGO

HINTS test (acute):

Head Impulse - positive 
Nystagmus - always horizontal & repeatable
Test of Skew - no skew deviation

If all present then likely acute peripheral 
cause (i.e. neuritis not stroke)

Vertigo or dizziness:
Vertigo feels like you or everything around you is spinning – enough to affect your balance. It's more than just feeling dizzy.
"Did you just feel lightheaded or did you see the world spin round as through you had just got off a playground roundabout?"
Patients with 'dizziness' but not vertigo, need history and examination, including cardiovascular and neurological examination. Some 
may need further investigation (eg, Falls clinic, cardiology)
Positional or movement provoked:
Positional - induced by specific positions or change of positions
Movement provoked - induced by movement of body (or world around)

Is is Vertigo 
(rotatory)?
(see notes)

Consider:
Cardiovascular and 

neurological causes.

Unsteadiness, falls, 
lightheadedness, 

presyncope
(see  notes)

No

Primary care or 
relevant specialty 

management:
Falls clinic,

Neuro/cardio, 
elderly care

Yes

Is 
it acute or chronic/

recurrent?

Acute

Are there red flags?
(see notes)

Yes

REFER:
ENT or other 

secondary care 
(same day/use 

clinical 
judgement)

Consider:

Consistent 
with acute 

vestibular neuritis/
"labyrinthitis"?

No

Symptomatic treatment and support
Encourage exercise and rehabilitation
Consider short term medication (e.g. 

prochloperazine)

Review chronic/
recurrent 
pathway

Chronic/
recurrent

No

Consider:
Multisensory

(up to 17% of pts) 

Improve comorbid 

factors, e.g. diabetes 

control, visual 

correction

Psychological 
 (up to 26%) 

Support for factors of 

anxiety, panic 

disorder, avoidance, 

depression 

Unresolved?

REFER:
Vestibular rehab, 

Physiotherapy
or Falls clinic

COMMON CONSIDERATIONS:

Postural hypotension
Pre-syncope/Syncope 

Arrhythmias 
Polypharmacy

Multiple comorbidity 
 Multisensory deficit 

History & Meds review 
* Polypharmacy leads to falls!! Especially if >4 

medications 
* Drugs causing falls: TCAs (amitriptyline), 

antipsychotics (prochlorperazine), 
benzodiazepines, anticholinergics (oxybutynin), 

opiates 
* Drugs causing orthostatic 

hypotension - Diuretics, CCBs, ACEi, A2RBs, alpha 
blockers 

Investigations
Lying/Standing BP 

Bloods: FBC (anaemia), U&Es, HbA1c  
ECG, 24-hr ECG, ECHO

BPPV

Positional, <1 min
Often "on turning over in 

bed"

Dix-Hallpike test (+)

Migraine

Duration: mins to hrs  
Not positional

± aura & headache
 

Normal examination

Meniere's 

30 mins to hours 
WITH

Unilateral hearing loss, 
tinnitus +/- aural 
fullness/pressure 

Very common RareCommon

Perform Epley manoeuvre
Issue information leaflet

Supportive advice of remaining 

mobile to assist compensation.

Review patient at 2-4 weeks

REFER ENT 
(routine)

If unresolved

"Persistent 
Vertigo"

O-2

REFER ENT 
(routine)

"Persistent 
Vertigo"

O-2

Vestibular sedatives may help acute 

episode - not regularly

Supportive advice: remaining mobile 

to assist compensation

Dietary advice: Low salt & caffiene

www.menieres.org.uk

Manage as per 
migraine

Refer if diagnosis 
not confirmed

Symptomatic treatment and support
Encourage exercise and rehabilitation

AVOID medication
Issue balance exercise

Unresolved?
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