
Case 52. Kelly, aged 29. 

 

  

HISTORY 

Kelly was a successful professional squash player. She suffered severe rotatory vertigo of 
sudden onset, causing severe nausea, vomiting and prostration, requiring admission and 
intensive anti-emetic management. The dizziness persisted for several days, the gradually 
faded, with occasional acute periods, usually triggered by physical activity. There was no 
pain, otorrhoea, deafness, fullness or tinnitus and no other localising ontological symptoms. 
The resultant unsteadiness gradually faded, but lesser episodes of vertigo returned on two 
occasions. The illness severely disrupted her playing career.  

FINDINGS 

On admission, Kelly displayed normal ears and hearing. There was noticeable fine horizontal 
nystagmus, the rapid element flicking to the left side. She was grossly unsteady on her feet. 
An Unterberger test was positive for a right vestibular palsy.  

INVESTIGATION 

 Audiometry, tympanometry, and auditory brainstem assessments were normal. 
Electronystagmography showed nystagmus with the fast component to the left, only partially 
suppressed by optic fixation.  



   

Caloric testing revealed poor responses from the right vestibule. An MRI scan was normal. 

DIAGNOSIS 

Left vestibular neuronitis. 

MANAGEMENT  

Initial intravenous chlorpromazine and diazepam were followed by oral ondansetron and 
prochlorperazine, to minimise dizziness and nausea. With recovery, vestibular rehabilitation 
was employed to relieve the disequilibrium. Kelly was instructed to avoid aggravating factors 
during recovery (disputes, financial concerns, rapid decision-making, fatigue, constant rapid 
movement or postural change, other areas of stress). Improvement was steady, but full 
recovery of her squash expertise was not achieved. 

SALIENT FEATURES AND COMMENT 

The single, severe bout of rotatory vertigo and subsequent dysequilibrium, initially acute, 
then fading over 6-8 weeks, with occasional “aftershocks”, is characteristic of vestibular 



neuronitis. The absence of deafness, tinnitus, or pressure sensations excludes labyrinthitis or 
endolymphatic hydrops (Meniere’s disease). There was no accompanying full/blocked 
feeling, as common in ELH. The ENG outcomes are typical of a right severe peripheral 
vestibular insult. The precise nature of vestibular neuronitis remains obscure, due to the 
paucity of histological studies of this self-limiting and non-lethal entity. Some cases may be 
due to vestibular arterial disease. 
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