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Pitfalls in the Diagnosis of Vertigo

Hyun Ah Kim, MD, Hyung Lee, MD

Department of Neurology, Keimyung University Dongsan Medical Center, Daegu, Korea

Vertigo/dizziness is a common complaint in patients who are seeking a primary health clinic. Vertigo is traditionally

attributed to damage of the vestibular system. Many peripheral and central vestibular disorders are usually presented with

vertigo. However, patients with benign paroxysmal positional vertigo (BPPV), a leading cause of vertigo, may present with

postural lightheadedness, near faint, imbalance rather than true vertigo. On the contrary, patients with orthostatic

hypotension may present with true spinning vertigo, not dizziness. Persistent postural perceptual dizziness, a second most

common cause of dizziness (after BPPV), is mainly occurred after organic vestibular disorders such as BPPV or vestibular

neuritis, and classified as a chronic functional vestibular disorder. This article describes non-vestibular disorders presenting

dizziness and/or vertigos, which conditions may be misdiagnosed as structural vestibular disorders.
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Orthostatic intolerance
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Orthostatic Orthostatic hypotension(OH) Reflex syncope POTS
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Figure 1. Pattern of orthostatic intolerance syndrome causing dizziness/vertigo. OH; orthostatic hypotension, POTS; postural tachycardia
syndrome.
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Figure 2. Different patterns of OH in patients with orthostatic dizziness. Beat-to-beat blood pressure in mmHg and heart rate response in beats per

minutes in a representative subject with classic OH (A), delayed OH (B), early OH (C), and transient OH (D). BP; blood pressure, HR; heart rate,
OH; orthostatic hypotension.
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Table 1. Frequencies of autonomic dysfunctions in 217 patients with orthostatic dizziness

Frequency
(n=217)
Generalized autonomic failure with sympathetic adrenergic and parasympathetic cardiovagal dysfunctions 27.7% (60/217)
Pan-autonomic failure® 16.6% (36/217)
Sympathetic adrenergic failure with abnormal VM only 7.4% (16/217)
Sympathetic adrenergic failure with OH and abnormal VM only 6.5% (14/217)
Sympathetic adrenergic failure with OH only 5.1% (11/217)
Generalized autonomic failure with sympathetic adrenergic and cholinergic dysfunctions 4.6% (10/217)
Parasympathetic cardiovagal failure with abnormal HRpg only 4.6% (10/217)

Sympathetic cholinergic failure with abnormal QSART only

Generalized autonomic failure with parasympathetic cardiovagal and sympathetic cholinergic dysfunctions

Parasympathetic cardiovagal failure with abnormal VR and HRpp

Parasympathetic cardiovagal failure with abnormal VR only

3.7% (8/217)
3.2% (7/217)
2.8% (6/217)
0.9% (2/217)

VM; Valsalva maneuver, OH; orthostatic hypotension, HRpg; heart rate response in deep breathing, QSART; quantitative sudomotor axon

reflex test, VR; Valsalva ratio.
a . . .
Based on composite autonomic severity score.

®Means both sympathetic adrenergic and cholinergic, and parasympathetic cardiovagal dysfunctions. Adapted from reference 17.
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Table 2. Differentiating points between neurogenic and non-neurogenic cause of orthostatic hypotension

Non-neurogenic

Neurogenic
Cause Diabetic autonomic neuropathy, MSA, PD, PAF,
amyloidosis
Age Older (17% in >65)
Pattern of OH Classic
SAF A proxy for SAF

Plasma NE levels

No remarkable change after standing

Dehydration/hypovolemia, anemia, drug, systemic
infection, prolonged immobilization, CHF,
deconditioning state

Any age

Classic or delayed or initial

None

Increase (at least 2-fold) after standing

Heart rate response after tilting OH associated with a heart rate increment <15 beats OH associated with a heart rate increment >15 beats per

per minute

VM-induced BP changes
reduced/absent phases II_L

Occurrence Less common

Duration Chronic course, usually irreversible

Impaired PRT, blunted phase IV overshooting,

minute

Normal

common

Acute course, often reversible

MSA; multi-system atrophy, PD; Parkinson’s disease, PAF; pure autonomic failure, CHF; congestive heart failure, OH; orthostatic hypotension,

SAF; sympathetic autonomic failure, NE; norepinephrine, VM; valsalva maneuver, BP; blood pressure, PRT; pressure recovery time, L; late

response.
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Table 3. Representative psychiatric and functional vestibular
disorders

Panic attack

Generalized anxiety disorder

Phobic postural vertigo

Visual vertigo

Space and motion discomfort

Chronic subjective dizziness

Persistent postural-perceptual dizziness
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Table 4. Criteria for the diagnosis of persistent postural-perceptual dizziness

A. One or more symptoms of dizziness, unsteadiness, or non-spinning vertigo are present on most days for 3 months or more.

1. Symptoms are persistent, but wax and wane.

2. Symptoms tend to increase as the day progresses, but may not be active throughout the entire day.

3. Momentary flares may occur spontaneously or with sudden movements.

B. Symptoms are present without specific provocation, but are exacerbated by:

1. Upright posture,

2. Active or passive motion without regard to direction or position, and

3. Exposure to moving visual stimuli or complex visual patterns, although these three factors may not be equally provocative.

C. The disorder usually begins shortly after an event that causes acute vestibular symptoms or problems with balance, though less commonly,

it develops slowly.

1. Precipitating events include acute, episodic, or chronic vestibular syndromes, other neurologic or medical illnesses, and psychological distress.

a) When triggered by an acute or episodic precipitant, symptoms typically settle into the pattern of criterion A as the precipitant resolves, but

may occur intermittently at first, and then consolidate into a persistent course.

b) When triggered by a chronic precipitant, symptoms may develop slowly and worsen gradually.

D. Symptoms cause significant distress or functional impairment.

E. Symptoms are not better attributed to another disease or disorder.

Criteria A-E must be satisfied to make a diagnosis of persistent postural-perceptual dizziness. Adopted from reference 37.
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