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- zuish between these two types of cases
by asking the patient whether the verti- -
g0 is acute or recurrent and by inquiring -
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Summary:

Vertigo encompasses equilibrium

.. disorders caused by the lack of coordi-
“nation
somatosensory sensations on the ane

between vestibular and
hand and optic sensations on the other.
This article describes the different
forms of vertigo and presents thera-
peutic possibilities, in particular anti-
homotoxicological approaches.

Introduction .

Vertlgo is a condition frequently
encountered in the doctes’s office,
especially among older patients.

‘Tue-first step in the diagnostic clari-
fication of vertigo as a symptom is fo
distinguish between systematic verti-
go (specific, vestibular vertigo) and
unsystematic vertigo -(nonspecific,
nonvestibular vertigo).

Systematic Vertigo

In cases of systematic vertigo, the
lesion can be located in either the

peripheral or the central portion of the

vestibular apparatus. We must distin-

about accompanying symptoms that
point the way for further investigation:

* tinnitus: labyrinthine disease

* corobellar and triceminal svmtoms:
sumor of the cerebellopontine angle

* pystagmus, psychomolor seizures:
temporal lobe invobvement

In most cases, what underlies the ver-
tico is a desenerative (e arterosclerot-
i) constriciion of the vessels supplyir:
the brain.
sort are «ortebrobasifar
and hasilar migraine,

Classicat svndronws of this
insufiicien.y
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Flgure 1: I’athophysmlocncal view of clinical Vertlgo
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Table 1 lists typical syndromes.

The major causes of the permhcral
labyrinthine form of vertigo are degen-
erative and inflammatory diseases of !
the labyrinth or of the vestibular nerve.

" Table 1: The spectrum of causes of
systematic, central vestibular and
peripheral, labyrinthine vertigo f

Central vestibular

* vertebrobasilar insufficiency
* basilar migraine

* multiple sclerosis

* acoustic neurilemmoma

* Parkinson’s disease

* Jasion in the pons or medulla of
the brain stem
(dysplasia tumor, inflammation)

Peripheral labyrinthine
* Menitre's syndrome

* herpes zoster oticus

¢ vestibular neurilis

* benign paroxysmal positional
vertigo

1996

Menidre’s syndrome, with its symp-
toms of tinnitus, a feeling of pressure
in the ear (endolymphatic hydrops),
episodic vertigo, and nausea or vomit-

.ing, requires prompt treatment.

As a general rule, neurological and
otolaryngological consultations should
be arranged for patients with systemat-
ic vertigo,

While syslematic vertigo can be
described as a fecling of swaying,
rotating, or “being in an elevator;”
patients with nonsystematic vertigo
complain of “diffuse vertigo,” feelings
of insecurity, being in a daze, or fecling
drunk.

Nonsystematic Vertigo

In nonsystematic verligo, we are
dealing with a broad spectrum of sen-
sations that are not vestibular in origin,
but are due lo undeddying cardiovaseu-
far or metabolic disorders, or to vcular,
ps_\‘cllnsum.'!l'ig, neural, verfebral, or
Pationts
describe svagploms such as feeling
daved or vmplg'-lwmlu! visua] distur-
e iy hlachness o flickering
]I*'hl\’, nawses, woeakness in the
SUIRESNEN

modicato-induced cionses,

|\_‘.§h
el daid g lemdenae o
collapre withoul losing conscinusmess,

artibead,
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Whean the causcs are cardiovascular,
these symptoms are uttimately based on
inadequate cerebral blood circulation
and subsequent hvpoxic metabolic dis-

. turbances of the central nervous system.

Vertigo can also accompany diabetes
thypoglycemia), diabetic neuropathy,
anemic and polycythemic syndromes,
endecrine disorders such as hypo- and
“hyperthyroidism, Addison's disease,
primary aldosterenisim, pheochromocy-
toma, and disturbances in electrolyte
balance.

In addition to the endocrinopathies
that have already been mentioned, visu-
al and somatosensory causes may also
come into question in older patients. In
particular, endogenocus depression
should also be mentioned here.

The possibility of medication-
induced episodes of vertigo should also
be investigated. The pharmaceuticals in
question are listed in Table 3.

Diagnosis by the Family Practice
Specialist

Paragraph 12, Section V of the
German Social Security Code mandates
that diagnosis and therapy be adequate,
effective, and economical and not
exceed standards of what is necessary.
Within these guidelines, vertigo can be

specifically diagnosed according to the

following principles:

Table 2: Cardiovascular, endocrine,
visual, somatosensory, and other
causes of diffuse vertigo

Cardiovascular
* hypotonia (vasomotor instability)
* hypertonia

* valvular heart disease (aortic scle-
rosis, mitrai stenosis)

* coronary heart disease

* arrhythmias (carotid sinus syn-
drome, sick sinus syndrome,
tachycardia, bradycardia)

Endocrine

* diabetes mellitus

* hypertoruc dehydration (exsmcosxs
in older people)

Visual

* refractive anomalies

* monocular or binocular double .
- vision

* nystagmus

Somatosensory

* polyneuropathic syndrome
Psychosomatic

* phebic vertigo (differential diag-
nosis: agoraphobia)

* hypochondriacal depression

* conversion symptoms, conflict
avoidance

Disorders of the spinal eervix

* theumatoid arthritis

‘ “Eechtereu:r" s'shdmme

* reactwe arthni:s (Rmter s syd.rome)
pnmary ﬁbromyalgm
e fyncttnnal disorders’ -
"I‘. l\&echcahon—mduced

* nonsteroidal ant- mﬂammatory
drugs (NSAID.:)

* tricyclic anbde;., essants

Anamnesis and initial diagnostic
steps lead to a hypothetical or working
diagnosis. After riling out sericus ill-
ness (such as a brain tumor), we can
responsibly apply the family practition-
er’s principle of “wait and see.” This
approach warrants a follow-up exami-
nation in one year’s time.

In addition to anamnesis, basic diag-
nosis by the family practitioner includes
a physical examination of the cardiovaes-
cular system, an initial neurological
exam, and simple tests of otolaryngo-
logical function.

Diagnosis by the Internal Medical
Specialist

Along with ergometry that includes a
standard EKG, ambulant long-term
electrocardiography over the course of
24 hours is indispensable in investigat-
ing arrhythmias. In both hypotonic and
hypertonic disturbances in regulating
circulation, ambulant 24-hour blood
pressure tests are indicated. Although
diagnostic X-rays are considered less

! informative than echocardiography
| they still remain useful in diagnosing
'lung diseases and changes in the tho-
| racic aorta as well as calcifications of the
heart valves, pericardium, and coronary
arteries.

The movements of the chambers and
valves of the heart can be viewed with
the help of echocardiography, while
Dappler and color Doppler sonegraphy
are indispensable in diagnosing mor-
phological and functional disorders.
Aneurysms and three-dimensional
processes such as thrombi or tumors in
the heart cavity will register on a trans-
esophageal echocardiogram.

Table 3: Vertigo as a side effect of
medications

* classic antihypertensives(reser-
pine, methyldopa, doruchne, and
others) ‘

* peripheral vasoch]ators
“(nitrates, dlhyd.ralazme, dlasox]de,
prazosm, and others) 8

“ca]cnum channel blockefs T
{verapamil, dﬂhazem, rufedlpme :
and others} o :

*alpha-blockers -
* beta-blackers
* ACE inhibitors -

* diuretics

* cardiac glycosides {igitalis)

* antarrthythmics

* tranquilizers

* barbiturates

* tricyclic antidepressants

* anticonvulsants

* fibrinolytic drugs

* antibiotics {tetracycline, amino-
glycosides, sulfonamides)

* oral hypoglycemics '

* non-steroidal ant_an[axmnatory
drugs (NSAIDs)

* contracephves - jj‘ R

* anti-Parkinson drugs B
* other individual medications:

_clomethiazol, insulir:; 1somaz1d o
piperazine, nicotinic acid, :_ﬁ_ '
prostaglandms (PGE-—Z), and oo

others.
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Table 4: Basic diagnosis of vertigo
by the family practice specialist
A. Anamnesis '
* B. Physical Examination
* Cardiocirculatory .
- blood pressure
- carotid pressure test
* Initial neurological findingé
- test of cranial nerve function
- Romberg's test

* Simple tests of otolaryngplopical
function

- nystagmus

- cervical nystagmus when tum-
ing the head

- Weber’s test and Rinne’s test

- otoscopy

Doppler or two-dimensional sonogra-

phy is indispensable in diagnosing vas- -

cular stenosis of the arteries serving the
brain {e.g. carotid stenosis).

Initial diagnos-ic lab work includes
ESR, complete blood count, electrolytes,
kidney and liver function, and bload
sugar level with daily profiles and glu-
cose load if necessary. Only in excep-
tional cases are endocrinological tests,

or tests to determine levels of medica- !
tions or toxins, necessary. Internal med-

jcal problems that can be associated
with vertigo are summarized in Table 5.

Vertigo is rarely caused by primary or
essential hypertension; erthostatic regu-
latory disorders are usually the cause.
Secondary (i.e. symptomatic) hypoto-
nias occur in heart function disorders,
endocrinopathies, and hepatopathies, in
dumpirtg syndromz and neurogenic
diseases, and after taking medications
that slow blood circulation.

Vasovagal reactions can be trigguered
by anadety, visual influences, or pain.

iluctuating blood pressure—in either
primay hypertension or secondary
[eems ol hvpertonia—can lead to verk-

Peocapitlare pulmonary hvpuerleni:

; y
can o be causarive here,

fo e considerable extent, both brady -

Hooaed o hecardie disorders il -

"or

ence the ejection fraction and therefore
also the perfusion of the brain. We must
distinguish not only supraventricular
and ventricular extrasystoles and sinus
node, carotid sinus, pre-excitation, and
Q-T syndromes, but also pacemaker-
induced disorders up to and including
so-called “pacemaker syndrome” (for
example, a decrease in heart volume
and blood pressure as ventricular stim-
ulation begins}). ’

Congenital and acquired heart defects
as well as myocardial insufficiencies
due to myocarditis, hypertensive heart
disease, or cardiomyopathy can reduce
central hemodynamics, esprcially dur-
ing physical exertion. Vertigo is also a
frequent symptom and early sign of
lypertrophic obstructive cardiomyopa-
thy.

We also find vertigo as a symptom
accompanying hypoglycemia, anemic
_ polycynthemic syndromes,
endocrinopathies (for instance, thyroid

Table 5: Differential diagnosis of
vertigo by the internal medical spe-
cialist

* hypotonic regulatory disorders
* arterial hypertonicity {aortic
stenosis)

* arrhythmias (pacemaker malfunc
tons, proarrhythmic effects of
antiarrhythmics)

s

cardiac malfunctions resulting
fromi:

- congenital or acquired heart
defects

- myocardial insufticiencies of var
ious origins

- carcdiomyopalhies (hypertrophic
obstructive cardiomvopathy)

- coronary hearl discase
* hyperglycemia

* anemic and palyointhemic svn
dromes

*spocific ertdov ety sthies
* dliseases of the o

* vertigo-inducing medications

disorders, Addison’s disease, Cushing's
syndrome, primary aldosteronism,
pheochromocytoma, diabetic neuropa-
thy, disturbances in electrolyte balance).

Diseases of the aorta and obliterations
of the supra-aortic branches, including
those caused by pressure from tumors,
lead to a decrease in the blood flow to
the brain and thus to vertigo.
Medication-induced atlacks of vertigo
should also not be ignored. The medica-
tions in question have already been
summarized in Table 3.

The fact that a great number of dis-
eases can be associated with vertigo
requires both systematic differential
diagnosis to clarify the cause and close
interdisciplinary cooperation among
the various mediral specialties.

Treating Vertigo

In addition to pharmacotherapy,
other therapeutic procedurss at our dis-
posal include physiotl srapy, psy-
chatherapy, and finally otoneuro-
surgery.

chis article will focus on pharma-
cotherapy for vertipo. A number of
preparations used in conventional med-

icine are available: antihistamines of the - -

hydroxyzine and phenothiazine fami-
lies, tranquilizers and sedatives,
parasympatholytics, and sympath:
omimetics. -

Suppressive therapy as it has been
carried out for decades, aiming at a
purely symptomalic suppression of sen-
sations of vertigo, 15 now used only in
freating acute cases, Two or three days
later, therapy that activates the body's
compensatory  mechanisms s then
introduced,

The cause of the vertigo is determined
by means of anamnesis and physical
and
Anamnesis according o homcopathic

lechiodogical examinations,

viewpoints and  specific modalitios

feads to specific diagnoses,

Jonrespay
o Rueversing,

the provess. diognosis con lead to o spe-
cific homeopathie romedy,

Merligohect o, a someopathic canbi-
naliont preereationn e e fioadei-
lives o inar sdusi s copathic o

R i Jeeged

.. R ]
ot e Sahim.

ies T e
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Table 6: Trealing vertigo with indi-
vidual homeopathic remedies

* Menigre's syndrome:
Cocculus 6X, 1 tablet 3 times daily
* Meniére's, acute aktack:

Tabacum 12X, 5 drops every 5
minutes

*Vertico caused by circulator
2 ] Y
problems:

Veratrum album 3X, 5 drops before
rising
* Ocular vertigo:
Causticum 6X, 1 tablet 3 times daily
* Post-traumatic vertigo:

Arnica 2X, 1 tablet every 30
minutes

* Vertigo caused by disorders of the
spinal cervix: :

. Gelsermium 12X, 1 tablet 2 times. .
daily
* Sinugenic vertigo:
Silicea 6X, 1 tablet 3 times daily

*Benign paroxysmal positional
nystagmus

Conium 6X, 1 tablet 3 times daily,
later 12X, 1 tablet 2 times daily

* Throbbing, ringing tinnitus
Petroleum 6X, 5 drops 3 times daily
* Vestibular neuronitis
Cocculus 6X, 1 tablet 3 times daily
. 3 *.Vertigulas a reaction fo h'eights:

Argentum nitricum 12X, 1 tablet 2
times daily

“ponents are listed in Table 7, while their
target symptoms are presented in
Figure 2.

Years of clinical and practical applica-
tion have confirmed Vertigoheel®'s
effectiveness in treating vertigo. Other
advantages include its lack of side
effects or sedative effects and its lack of
interaction with other pharmaceuticals
or alcohol. Many publications have ver-
ified its cifectiveness. It has proven
valuable in treating the following dis-
vase stales:

* circulatory disturbances that cause
vertigo

i

* post-concussive vertigo Address of the author:

Karl-Fleinz Ricken, MDD
Lothringer Strasse
D-66740 Saarlouis
Germany

* vertigo due W cerubral sclerosis
* vertigo due to arteriosclerosis
* Mueniere’s syndrome

* vertiga caused by orthopedic and
cervicovertebral problems

* brain stem slowness syndrome

* epidemic verligo

* vertigo following abuse of caffeine, |
nicotine, or alcohol.

Vertigoheel® is a remedy with.a
broad range of effectiveness. Actual !
practice has demonstrated its value as a '
basis for therapy in cases of vertigo of :
various origins, and it is a valuable

adjunct in cases where direct specific

treatment of the underlying illness is
possible.

Table 7: Individual components of
Vertigoheel®

* Cocculus
Snail-shaped seeds of the Indian
cockle, Anamiria rocculus (India,
Ceylon, Malaysia).

* Conium
leaves and stems of tha sputted
hemlock, Conium macitabim,
{Europe, Asia).

-
i

* Ambergris .
wax-like substance secreted by
© sperm whales.

i

!

* Petroleum i
naturally occurring fossil fuel oil. | }

Figure 2: Targets of the individual components of Vertiogheel®

rotating swaying lateropulsion insecurity loss of consciousness
vertigo verligo, |
“elevator” [
semi- :
circular cochlea, | feeting feeling dazed; @
canals, saccule drunk,  strange feeling
utricle h v ‘" staggering  in the head
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