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Vertigo: A Common Problem  
in Clinical Practice
 By Markus Mundhenke, MD

Vertigo/dizziness accounts for 
more than 2% of all consulta-

tions in general practice3,4 and  
emergency departments.5 Vertigo is 
1 of the 10 most common symp-
toms for which patients seek medi-
cal advice. Most of these patients  
are elderly people, with an increased 
prevalence up to the age of 50 years; 
approximately 30% of 65-year-old 
people experience recurrent epi-
sodes of vertigo.6,7 Disturbances in 
balance increase the risk of falling 
considerably and, therefore, the  
rapid and appropriate treatment of 
dizziness/vertigo is necessary to  
prevent any associated increase in 
morbidity or mortality.

Classification of Vertigo

Different classifications of vertigo 
exist, sometimes making a common 
communication platform within the 

medical community difficult. From  
a practical point of view, vertigo can 
be divided into specific (true) verti-
go, originating in the vestibular  
system; and nonspecific and nonves-
tibular vertigo/dizziness, formerly 
subdivided into disequilibrium,  
presyncope, or light-headedness. 
Vertigo is a multisensory syndrome 
(Figure 1); when originating in the 
vestibular system, it is often subclas-
sified into peripheral or central ver-
tigo and termed neurotological  
vertigo. The most prevalent diseases 
classified under vestibular vertigo 
are benign paroxysmal positional 
vertigo (BPPV), Meniere disease, 
vestibular neuritis, and migraine-as-
sociated vertigo.1,8,9 Nonvestibular 
vertigo or dizziness is not well-de-
fined in the literature because of the 
many diseases associated with this 
symptom. Generally, dizziness is de-
scribed as unsteadiness, imbalance, 

disequilibrium (tendency to fall), 
and presyncope (light-headedness). 
The main causes are multisensory or 
balance disorders (due to sensory 
deprivation, muscle weakness as the 
result of minimal muscular activity, 
degenerative processes of sensory 
organs and pathways, drugs, alcohol 
abuse, or vitamin deficiencies). Ad-
ditional causes are neurological or 
mental disorders (ie, dementia of 
various origins, anxiety, panic, ago-
raphobia, and stress), cardiovascular 
disorders (ie, cerebrovascular dis-
ease, cardiac arrhythmia, stroke, 
transient ischemic attack, hyperten-
sion, and orthostatic hypotension), 
adverse effects of therapeutic drugs 
(including antihypertensive and sed-
ative agents), and cervical verti-
go.10-15

Epidemiology

In epidemiological studies, patients 
experiencing nonvestibular vertigo/
dizziness within the group of all 
vertigo cases range from approxi-
mately 20% to 80%. Research in 
primary care settings usually reports 
a higher percentage of nonvestibular 
vertigo: 88% of the cases tend to be 
chronic, and 44% of those patients 
visit the GP more than once (≤15 
times). Referral rates to specialists 
(otorhinolaryngologists and neurol-
ogists) are low.16-19 In an investiga-
tion of 7609 patients diagnosed as 
having vertigo in 138 German GP 
practices over 18 months, only 

“Doctor, I feel dizzy.” Often heard and not welcomed, this 

statement poses quite a challenge to the general practitioner 

(GP). Dizziness is defined as a general term for disorienta-

tion. Vertigo is a subtype of dizziness that is characterized by 

an illusion of movement.1 However, dizziness and vertigo are 

often used interchangeably by the patient. Vertigo/dizziness 

is a multisensory syndrome and not a disease entity.2 Diag-

nostic and therapeutic strategies to treat vertigo/dizziness 

need to be customized to the individual patient’s needs. 
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19.8% were classified as having ves-
tibular vertigo (4.3%, BPPV; 2.0%, 
Meniere disease; 0.6%, vestibular 
neuritis; and 12.9%, other vertigo); 
80.2% of the patients were diag-
nosed as having nonvestibular  
vertigo/dizziness. The referral rate 
of these patients to specialists was 
only 3.9%. Also, only 13.7% of  
patients received medical treatment, 
either with conventional drugs (eg, 
betahistine, dimenhydrinate and 
cinnarizine combinations, sulpiride, 
and flunarizine) or bioregulatory 
medications (eg, Vertigoheel).20 
However, in a report from a special-
ty clinic, this ratio is inverted, with 
two-thirds of the patients diagnosed 
as having specific vertigo and one-
third diagnosed as having other 
kinds of vertigo.21 Therefore, non-
specific and nonvestibular vertigo 
seems to be the most challenging 
form of vertigo/dizziness for the 
primary care physician. Because of 
an unfavorable risk to benefit ratio 

of long-term conventional drug 
treatment in nonspecific vertigo, 
GPs often seek complementary and 
alternative medicine–orientated ap-
proaches to care for these patients.

Diagnostic Approach

Acute vertigo/dizziness is often self-
limiting. However, the severity of 
the illness can substantially decrease 
the quality of life. In acute care  
settings, the most relevant decision 
to be made by the health care  
practitioner is if vertigo/dizziness is 
accompanied by so-called red flag 
symptoms. A selection of these 
symptoms includes the following:
•	 new/severe	headache	 

or neck pain 
•	 blurred	vision
•	 hearing	loss
•	 difficulties	speaking
•	 unconsciousness
•	 falling	or	problems	walking	
•	 ataxia

•	 paraesthesia
•	 bradycardia/tachycardia
•	 angina	pectoris
These symptoms should be taken 
seriously. Further emergency mea-
sures, including prompt referral to a 
specialist or an emergency depart-
ment, have to be taken. Careful 
medical history taking and a clinical 
evaluation are usually sufficient to 
guide diagnosis and initiate treat-
ment in patients without red flag 
symptoms (Figure 2). Also, there is 
spontaneous resolution potential for 
vertigo/dizziness. Nevertheless, after 
the initial 3-month compensation 
period, acute cases can become 
chronic. The most relevant questions 
for assessing a patient with dizzi-
ness/vertigo are as follows:
•	 Can you describe the sensation you 

are feeling during the attack? (Avoid 
giving influencing examples.) 
Rotational vertigo with the sign 
of nystagmus at rest is usually 
vestibular vertigo.

Figure 1. Vertigo, a Multisensory Syndrome 
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•	 How long do your vertigo attacks 
last?
Benign paroxysmal postural ver-
tigo usually lasts only for sec-
onds after head motion, whereas 
Meniere disease is usually epi-
sodic (from 20 minutes to a few 
hours). Long-lasting and dis-
abling vertigo is often a sign of 
acute loss of vestibular function, 
as is seen in vestibular neuritis or 
other forms of loss in vestibular 
function.

•	 Do you have associated symptoms? 
If vertigo is accompanied by a 
headache, be aware of migraine-
associated vertigo. Tinnitus and 
reduced hearing capacity of low 
frequencies are characteristic of 
Meniere disease. Anxiety symp-
toms are seen in patients with 
phobic vertigo. Fainting is char-
acteristic in individuals with or-
thostatic hypotension, cardiac 
arrhythmias, or reactive hypo-
glycemia. 

•	 What triggers the attack? 
Head motion can trigger BPPV, 
and special situations (eg, taking 
an elevator) can trigger phobic 
vertigo.

In elderly patients with chronic 
symptoms, further diagnosis is often 
not helpful. A watchful waiting 
strategy can be considered, but 
symptoms tend to persist.10,11 A 
thorough medical history regarding 
therapeutic drug use is necessary be-
cause many drugs (eg, antihyperten-
sive agents, psychotropic agents, and 
others) can cause dizziness in elderly 
patients. Therefore, a careful deci-
sion has to be made regarding the 
risks and benefits of drugs in this 
population group. In addition to 
discontinuing the medication, de-
toxification measures might be help-
ful in this situation. Vestibular reha-
bilitation22 and complementary and 
alternative medicine–orientated ap-
proaches can be beneficial to this 
group.

Bioregulatory  
Medical Approach 

Because vertigo is a multisensory 
syndrome of various origins and of 
different pathological features, the 
attempt to treat vertigo with a con-
ventional, single-target, single-mol-
ecule approach is limited. Different 
parts of the peripheral and central 
nervous systems are involved in ver-
tigo/dizziness, and no specific ap-
proach from conventional medicine 
has been absolutely effective. Fur-

thermore, conventional medications 
have adverse effects that prohibit the 
long-term use of these drugs in pa-
tients with chronic vertigo. A multi-
targeted and multicomponent ap-
proach, as delivered by bioregulatory 
therapy with low-dose/ultra–low-
dose medications, might be an effi-
cient therapeutic option. Treatment 
goals are symptomatic, specific, or 
rehabilitative. The basic medication 
for patients with any kind of symp-
tomatic vertigo is a combination 
preparation, Vertigoheel. This prep-

Figure 2. Algorithm for Diagnosing Vertigo for the General Practitioner  
(adapted from Labuguen9)
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aration contains Anamirta cocculus, 
Conium maculatum, Ambra grisea, and 
Petroleum rectificatum. Vertigoheel is 
indicated for various types of vertigo 
and has been investigated thorough-
ly in experimental settings on mi-
crocirculation and in clinical stud-
ies.23-26 In acute care settings, 
Vertigoheel might be administered 
parenterally. Under supervision by a 
treating physician, Vertigo heel is 
usually given for 6 to 8 weeks and 
can be easily switched from the par-
enteral to the oral form. If vertigo 
can be linked to a specific vestibular 
disease, the pathogenesis of this dis-
ease should be considered in the 
treatment plan. The focus is on the 
3-pillar approach in bioregulatory 
medicine. For example, BPPV is 
thought to be caused by otoliths in 
one of the semicircular canals of the 
vestibular system and is routinely 

treated by positioning maneuvers as 
standard treatment. Otoliths are a 
manifestation of the deposition 
phase and, therefore, a course of  
basic detoxification and drainage 
might be worth considering from a 
bioregulatory medicine point of 
view to prevent relapses. Vestibular 
neuritis, a further example of a spe-
cific disease in vestibular vertigo, is 
linked to viral infections in some 
cases. This means that patients with 
vestibular neuritis might be treated 
with Engystol or Traumeel for im-
munoregulatory purposes. Meniere 
disease, a type of episodic vertigo 
with endolymphatic hydrops within 
the vestibular system, might benefit 
from basic and advanced detoxifica-
tion/drainage measures. Because ac-
companying symptoms are often 
troublesome to patients with acute 
vertigo, patients can be treated op-

tionally with Vomitusheel for nausea, 
often found in those with peripheral 
vertigo; and with Gelsemium-Hom-
accord or Spigelon for headache. 
Vertigo can be a stress-related symp-
tom, and relaxation methods and 
low-dose medications (eg, Nervo-
heel or Neurexan) might help. An 
example of a bioregulatory therapy 
protocol for vertigo is shown in the 
Table (Meniere disease).
Nonspecific vertigo, characterized 
by a feeling of dizziness, is a prob-
lem especially to elderly patients 
and was formerly termed presbyver-
tigo. With increasing age, the func-
tioning of all stability systems in-
volved in orientation of the body 
declines to an individual extent. 
This decline in proprioception might 
cause disequilibrium of sensory in-
put and, together with a decline in 
central compensation mechanisms, 

DET-Phase Basic and/or  
Symptomatic

Regulation Therapya Optional

Neurodermal

Impregnation

• Vertigoheel D&D • Basicb and advancedc  
 detoxification and drainage 
 where appropriate (see text) 

• Vomitusheel  
 (in the presence of nausea)

• Nervoheel/Neurexan  
 (if stress related)

• Cerebrum compositum 
 (in the presence of cognitive decline)

IM • Engystol 
 (only in cases in which virus 
 infection contributes to 
 Meniere disease)

COS • Coenzyme compositum 

• Ubichinon compositum 
 (see text)

Notes: Vestibular rehabilitation, including habituation exercise or balance (mind/body) therapy, is helpful.

Dosages: Please refer to the general dosage recommendation of the specific country.

Abbreviations: COS, cell and organ support; D&D, detoxification and drainage; DET, Disease Evolution Table; IM, immunomodulation. 

aAntihomotoxic regulation therapy consists of a 3-pillar approach: D&D, IM, and COS.

bFor basic detoxification and drainage, the Detox-Kit consists of Lymphomyosot, Nux vomica-Homaccord, and Berberis-Homaccord.

cFor advanced supportive detoxification and drainage, therapy consists of Hepar compositum (liver), Solidago compositum (kidney),
and Thyreoidea compositum (connective tissue).

Table: Bioregulatory Treatment Protocol for Meniere Disease
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Res. 2005;55(1):23-29.
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SM, Apostolidou MT, Issing WJ. “Comple-
mentary ENT”: a systematic review of com-
monly used supplements. J Laryngol Otol. 
2007;121(8):779-782.

27. Ganança MM, Caovilla HH, Munhoz MS, 
et al. Optimizing the pharmacological com-
ponent of integrated balance therapy. Braz J 
Otorhinolaryngol. 2007;73(1):12-18.

28. O’Mahony D, Foote C. Prospective evalu-
ation of unexplained syncope, dizziness, 
and falls among community-dwelling el-
derly adults. J Gerontol A Biol Sci Med Sci. 
1998;53(6):M435-M440.
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among older adults: a possible geriatric syn-
drome. Ann Intern Med. 2000;132(5):337-344.

30. Cohen HS. Disability and rehabilitation 
in the dizzy patient. Curr Opin Neurol. 
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Conclusions

Dizziness/vertigo is a common 
problem in clinical care. Individual-
ized therapy is mandatory in acute 
and chronic cases. Bioregulatory 
medical therapy is exceptionally 
promising for this multisensory syn-
drome because it is a multitargeted 
therapy and does not suppress the 
compensation mechanisms needed 
for symptomatic recovery.|
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can lead to dizziness.27-29 Sclerosis 
of cerebral blood vessels also might 
be involved. However, it is not clear 
to what extent structural changes of 
the macrocirculation and microcir-
culation are the cause of dizziness in 
elderly patients. It would be inter-
esting to investigate if drugs from 
the catalyst medication group (eg, 
Coenzyme compositum or Ubichi-
non compositum) or Composita 
medications (eg, Cerebrum com-
positum) would have additional 
functional effects on the sensory 
system in elderly patients. Given the 
potency of these drugs, this ap-
proach is not recommended routine-
ly but might be considered on an 
individual basis. 

Additional Measures

Postural maneuvers are helpful be-
cause they generally trigger the 
compensation and adaptation pro-
cesses of the central nervous system 
to the pathological conditions. They 
should be performed as soon as  
possible; as a rule of thumb, they are 
feasible under appropriate precau-
tions and supervision and only with 
patients that will not vomit when 
their head is moved. During the 
acute phases of vertigo, the patient 
should be advised to avoid circum-
stances in which a vertigo/dizziness 
attack can cause harm (eg, when 
driving, handling machines, swim-
ming, or diving). If vertigo/dizzi-
ness persists for longer than 3 
months, a long-term course is likely 
and vestibular rehabilitation31 is  
always an option. This includes re-
positioning treatments and balance 
therapy. Head movement exercises 
while sitting or standing are the op-
tion of choice because they decrease 
vertigo/dizziness, improve standing 
balance, and increase independence 
in activities of daily living.30
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