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• Patients with acute VERTIGO and DIZZINESS account for about 4% of all visits and 
20% of neurological consultations in the emergency department (ED) 

• About 10% of strokes are missed at first contact in the ED

• In a population-based registry study, 90% of transient ischemic attacks (TIAs) in the 
posterior circulation (with vestibular symptoms in half of patients), were not 
recognized at first medical assessment 

• Up to 25% of patients have a potentially life-threatening disease, including 
cerebrovascular and cardiovascular events, systemic metabolic, toxic, and 
inflammatory disorders 

• The most frequent lesion localization is the cerebellum, followed by the 
pontomedullary brainstem 

• In US EDs, about 40% of patients presenting with acute vestibular disorders undergo 
cranial CT imaging and fewer than 3% MRI 







• the head-impulse test,
• primary-position spontaneous, gaze-evoked, and positional nystagmus, 
• test of skew, 
• pursuit and saccades, 
• limb and gait examination for weakness or ataxia 

whether it was a 
first-ever vertigo 

episode

vertigo duration 
(seconds/minutes/

hours/days or 
longer)

spontaneous or 
positional vertigo, 

aural symptoms 
(tinnitus/fullness/

hearing loss),

migraine 
symptoms: 

headache, visual 
aura, photo or 
phonophobia, 

neurological 
symptoms e.g. 

diplopia, 
dysarthria, 
numbness, 

• vHIT 
• pure tone audiometry if hearing loss was reported 



HINTs
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Is this real 
vertigo/dizzine
ss or a mimic?

Assess non-vestibular 
causes: anemia, 

arrhythmias, 
hypoglicemia

Follow the 
diagnostic 
path of the 

main 
problem

Is it an 
‘isolated’ 
vertigo?

Search for any 
other 

neurological 
signs or 

symptoms

Consider 
stroke 

pathway

Is nystagmus 
present?

STANDING
, HINTS

yes

yes

Key questions for a correct 
clinical approach

1

2

3



● In diagnostic algorithms, the anamnesis relies on the "timing" and "triggers" of 

vertigo.

● The HINTS algorithm (Head Impulse Test, Nystagmus direction, Test of Skew) 

should be applied to patients with acute vertiginous syndrome and 

spontaneous nystagmus.

● The STANDING algorithm can be beneficial also for patients reporting vertigo 

without spontaneous nystagmus.

● The STANDING algorithm recommends evaluating upright stance in all patients. 

Those unable to stand or walk unassisted have a high likelihood of central 

forms.

Key messages



● The initiation of emergency neuroimaging should consistently follow a 

meticulous objective assessment, preferably utilizing validated diagnostic 

algorithms such as HINTS and STANDING.

● The routine application of non-contrast head CT for distinguishing central 

(stroke) from peripheral forms is not recommended, and it should not replace 

clinical evaluation. Always be mindful of the potential for "false negatives" in 

neuroimaging tests.

● In instances where acute central vertigo is suspected due to ischemia in the 

posterior circulation, prompt activation of the "stroke code" pathway is advised.

Key messages




