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Introductory Notes:
This pathway was produced at the request of NHS England as part of the documentation supporting
the Commissioning Framework for Audiology, 2016. This first version of the document was completed
by a volunteer group of Audiology professionals working on behalf of the Hearing Alliance, who
advised NHS England during the consultation process. This document was completed in February
and March 2016. A list of contributors can be found at the end of the document.
The group was asked to provide information to inform commissioners about balance assessment and
rehabilitation within audiology services, to include: introductory information on vestibular (balance)
disorders, a flow chart summarising referral routes to audiology services providing assessment and
rehabilitation of vestibular disorders, and recommendations regarding outcome measures and Key
Performance Indicators (KPIs) in line with those proposed for (or in use within) other areas of
Audiology Service Provision. This information can be found below.
It is acknowledged that Balance Services are multidisciplinary and complex, and that there are many
different models of service provision throughout the UK. The current document deals with provision of
balance (or vestibular) services within Audiology departments, and should not be considered in
isolation. Some areas of services provision continue to be debated within the wider balance
community, and it is anticipated that this document will be updated as new research evidence become
available and clinical consensus is reached. Commissioners should consult with their local service
providers to establish existing referral routes, and be aware that some of the information contained
within this document may not apply directly to their services.

Part 1: Information on Balance Disorders.
1.1 Balance Disorders, Dizziness and Vertigo:
Imbalance and dizziness are common with a one-year community prevalence of 5%1 and of this,
vestibular migraine2 and benign positional paroxysmal vertigo (BPPV)1, comprise approximately 50%
of cases. Poor access to specialist services leads to the unacceptable situation of patients having to
wait several years before a correct diagnosis is made3. This increases the risk of people developing
other health problems such as anxiety, depression and panic attacks, with negative impacts on their
ability to carry out daily activities, socialise and work4,5,6,7,8. They will also be more likely to trip, slip or
fall, and, if untreated, it will also increase the risk of falling as they age 9,10. This situation is particularly
frustrating since there are many effective treatments for dizziness and imbalance, provided the correct
diagnosis is made11,12.
Many different health conditions can lead to sensations of dizziness, vertigo, disorientation, blurred
vision, drunken feelings, imbalance, fear of falling – all of which can be described as a balance
disorder. A systematic approach to diagnosis is essential if patients are to see the right healthcare
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practitioner at the right time. In addition, a proportion of these conditions may include psychological
elements which require additional referral to appropriate support and resources either directly, or via
GP, to mental health services13,14,15.
Assessing acute vertigo is challenging for non-experts16,17. An important differential diagnosis in acute
vertigo is stroke, which requires that all such patients should be seen by doctors who have
competency that includes assessing both peripheral and central vestibular symptoms and signs 18.
Some balance disorders can be caused by changes to the balance (vestibular) system in the ear.
Audiology services provide diagnostic assessment of the vestibular system and rehabilitation of
vestibular pathologies. These services may be incorporated into a multidisciplinary Balance Service
with links to other departments such as ENT, neurology, cardiology, care of the elderly,
physiotherapy, migraine clinics, and psychology3. Multidisciplinary services will work together to
ensure people with balance disorders are assessed and treated within a co-ordinated pathway as
many people – particularly older people or those with a range of health problems – may present with
several underlying reasons for a balance problem.
Referral routes and provision of vestibular assessment and rehabilitation services varies significantly
across the UK, reflecting local expertise, resources and pathways: commissioners of these services
should take these factors into consideration.

1.2 Vestibular Assessment:
A variety of tests are used to assess the function of the vestibular system to help identify vestibular
pathologies. Recent developments in vestibular testing have improved the ability to assess vestibular
function. A psycho-social assessment should also be conducted to identify the impact of the balance
disorder on daily function and mental health. A basic falls risk assessment is helpful in older patients.

1.3 Vestibular Rehabilitation:
This aims to educate patients about a balance disorder, improve balance when standing and walking,
reduce anxiety and ensure patients receive additional support if required. It can include the provision
of literature and other resources to educate the person about their balance disorder, tailored exercise
therapy, guidance about general activity and exercise, repositioning manoeuvres, breathing exercises
for hyperventilation, the use of cognitive behavioural therapy tools, and relaxation and stress
management. It may also include opportunities for peer support if this is available.
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1.4 Prevalence of Vestibular Disorders:
Balance disorders are often chronic, and may fluctuate, with some people experiencing long
asymptomatic periods between active spells of their condition. Prevalence figures for adults,
therefore, provide a useful evaluation of these conditions. Few epidemiological studies of balance
disorders have taken place in the UK and studies from other countries provide variable figures due to
variations in the definition of balance disorders used, the populations being investigated, and the
methodologies used.


Symptoms of Dizziness: Lifetime prevalence varies from 17-30%19, with increased prevalence
in the elderly20.



Symptoms of Vertigo: Lifetime prevalence 3-10%19.



BPPV: Lifetime Prevalence 2.4%; 1 year prevalence 1.6%21. More prevalent in the elderly,
and women, with a peak in the 6th decade of life 21,1,22. Mostly idiopathic but can also occur
secondary to a range of other conditions including head trauma, other conditions affecting the
inner ear (e.g. vestibular neuritis, labyrinthitis and Ménière’s disease) and migraine.
Recurrence rates vary from 15-37% after effective treatment, with most occurring within the
first year following treatment23.



Vestibular neuritis: Little data is available in the literature. Usually a one-off occurrence, and
so incidence figures are provided. Annual incidence figures range from 3.5 - 15.5 per 100,000
persons per year24,25 .



Labyrinthitis: Actual incidence and prevalence unknown.



Ménières disease: This is an uncommon, over-diagnosed condition which should be not be
diagnosed by GPs. Point prevalence (UK studies): 0.2 - 0.27% 26,19.



Migrainous vertigo: Concurrent Vertigo and Migraine: One year prevalence 0.98%1.
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Part 2: Patient pathways for vestibular function testing and
rehabilitation: chronic & recurrent conditions
NOTE: This draft pathway was produced within a very short timespan by a multidisciplinary team of
professionals experienced in the assessment and management of vestibular disorders. Debate
continues over the feasibility of some elements of the pathway, and, particularly, the mechanisms
needed to ensure safety when managing the presentation of acute vertigo at a primary care level. The
pathway applies to chronic and recurrent dizziness, and is proposed as a starting point for discussion
and review, rather than a final recommendation. Pathways for management of acute dizziness will be
developed in due course.
Pathways will depend on numbers and demographics of patients, available service provision and
clinician experience and expertise. This will vary across the country, and so a generic pathway is
suggested which can then be adapted to meet the needs of individual services. These suggestions
are an attempt to make pathways as clinically and cost effective as possible.
Management of routine, chronic dizziness (BPPV and chronic uncompensated vestibular neuritis)
using vestibular rehabilitation may be carried out in primary care 27,28,29 where possible. There is good
evidence for these treatments30,31. Diagnosis could be aided by NICE clinical knowledge summaries 3,
and in the future by the Embalance decision support system.32 Management could be administered by
suitably trained GPs, practice nurses, audiologists, physiotherapists, specialist primary care
practitioners (SPCP) with an audiology33 or physiotherapy background. Treatment could be performed
in individual GP surgeries or more centrally in local hubs of care for routine dizziness. Vestibular
rehabilitation exercises could be delivered by Yardley’s self administered booklet-based approach 34
or through a more tailored face-to-face approach. Such services can also be delivered in secondary
care, (normally via audiologists, physiotherapists or hearing therapists) if primary care services are
not available.
Testing and management of more complex patients (vestibular disorders other than Benign
Paroxysmal Positional Vertigo and chronic uncompensated vestibular neuritis, or where the cause
unclear) should be carried out in secondary care. The pathways for these services will depend on
local service provision, but should ensure accurate and timely diagnosis and rehabilitation with
whatever audiolovestibular testing is required to make this diagnosis.
Secondary care services should involve a network of multidisciplinary care for example: ENT,
audiovestibular physician, audiology, physiotherapy, hearing therapy, clinical psychology, neurology,
elderly care, and cardiology.
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Pathway Notes:
1. Red Flags:
 Refer to ENT: Recurrent outer or middle ear infections, tympanic membrane abnormality of unclear cause, active perforations or mastoid
cavities, polyps or possible foreign bodies, persistent ear pain, sudden or unexplained sensorineural hearing loss, unilateral deterioration of
hearing, pulsatile tinnitus. Acute vertigo with sudden hearing loss should be referred for an emergency ENT appointment to exclude labyrinthitis
or autoimmune disease.
 Refer to Neurology: Any neurological sign not consistent with a peripheral vestibular insult. Sudden, severe, acute vertigo with indications of
stroke should be referred urgently.
 Patients with neurological symptoms need to be referred to the appropriate speciality with urgency of referral dependent on symptom
presentation.
2. Cautions:
Refer for face-to-face vestibular rehabilitation, rather than primary care management, if peripheral vestibular diagnosis and history of current or
previous anxiety is present.
3. BPPV usually presents as episodic short lived (<1 minute) rotatory vertigo on lying flat or rolling in bed, in the absence of other otological symptoms
or red flags.
4. Vestibular Neuritis usually presents as a single episode of acute rotatory vertigo (duration up to 48 hours) +/- vomiting in absence of other otological
symptoms or red flags followed by persistent, movement-evoked dizziness and no BPPV symptoms.
5. Appropriate secondary specialist care referral is dependent on local service provision, but may include referral to ENT, audiovestibular physician,
neurology, elderly care, cardiology.
6. Refer for specialist opinion if suspected BPPV is not responding to treatment is this could indicate central positional vertigo. Refer to neurology,
ENT or a specialist balance service according to local arrangements.
7. Refer for specialist opinion if suspected vestibular neuritis not responding to treatment then a vestibular schwannoma and central causes (such as
multiple sclerosis) need to be excluded. Refer to neurology, ENT or a specialist balance service according to local arrangements.
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Part 3: Suggested Outcome Measures and KPIs for Adult Vestibular Services
Section 1: Outcomes – Diagnostic and Rehabilitation
Outcome
Diagnostic
Assessment Report

Quality Requirement

Threshold

Method of measurement

Comments

Written reports to be produced for
all patients receiving diagnostic
vestibular assessment.
All patients receiving vestibular
rehabilitation, particle
repositioning or other treatment
have a jointly agreed Individual
Management Plan (IMP).
For patients receiving treatment:
improvement in patient reported
disability, handicap, and/or
difficulty.

Reports produced for
100% of patients.

Audit of patient records.

Annual
audit.

100% of patients have a
plan.

Audit of patient records.

Annual
audit.

90% of patients report a
reduction in the impact
of their balance problem
in daily life.

Annual
audit.

Service user
satisfaction assessment and/or
choice of
intervention
Service user
satisfaction - quality
of service delivery

Percentage of patients reporting
being satisfied with their
assessment and/or feel their
choice of intervention is
worthwhile.
Percentage of patients reporting
being satisfied with the service.

90% of patients express
satisfaction in their
assessment and/or
choice of intervention.

Patient reported outcome measures, such as
Dizziness Handicap Inventory, Vestibular
Rehabilitation Benefit Questionnaire, Activities
Specific Balance Confidence Scale, Vertigo
Symptom Scale Short Form, or other validated tool
to show improvement1.
Patient satisfaction questionnaire.

Validated patient satisfaction questionnaire.

Annual
audit.

Acceptable waiting
times

Services are consistently
delivered within waiting times set
out in KPIs.
Complete and robust pathways
exist for onward referral or
primary care liaison where
required.

Waiting time data.

Annual
audit.

Audit of patient journeys / onward referrals.

Annual
audit.

Personalised Care
Planning

Reduced difficulties
with activities of daily
life

Seamless service

90% of patients report
satisfaction with the
quality of service
received.
90% of patients are
seen within waiting
times listed in KPIs.
Clear patient pathways
exist for onward referral
and are used
appropriately.

7

Annual
audit.

Commissioning Framework for Audiology 2016

Balance Working Group Document V1

Notes:
1.

The use of objective measures of treatment benefit is encouraged, but may have limited use for some patients with vestibular disorders: dizziness and vertigo, and
their impact on daily life are subjective experiences so qualitative patient reported outcome measures are often more relevant for this group. The tool selected
may depend on service provision and patient demographics, but may include, for example, posturography, video Head Impulse Testing, Dynamic Visual Acuity
Testing, Timed Up and Go test, gait testing, etc.

Section 2: Suggested Key Performance Indicators (KPIs)
Technical
Guidance Ref
Referral to
assessment time
Vestibular
assessment

Assessment to
treatment time
First treatment
follow up

Access to further
follow-up

Information
sharing &
reporting
Personalised
Care Planning
Outcomes of
treatment

Quality Requirement

Threshold

Vestibular assessments to be completed within 6 weeks following
receipt of referral, unless patient requests otherwise.
Secondary care services should have facilities to perform a full
range of evidence-based assessments as necessary, to include
assessment of oculomotor and vestibular function, as well as
functional balance.
Where indicated, vestibular rehabilitation and/or particle
repositioning treatment should be commenced within 4 weeks of
assessment.
Appointments are offered within 8 weeks from commencement of
treatment, according to individual needs unless there are clear,
documented, clinical reasons to do otherwise, or the patient
chooses to wait beyond this period.
Where patients request a further follow-up, this is offered within
10 working days, unless there are clear, documented, clinical
reasons to do otherwise, or the patient chooses to wait beyond
this period.
Patient records and associated letters/reports completed and sent
to GP and/or referrer within 10 working days of vestibular
assessment or treatment.
All patients receiving treatment have an individual management
plan.
Patient-reported outcomes of treatment should be monitored and
recorded systematically.
8

Method of measurement

90%

Annual report.

95%

Annual review of facilities & equipment.

90%

Annual report.

90%

Annual report.

90%

Annual report.

95%

Annual report.

100%

Annual report.

100%

Annual report.
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Service user
experience

Standardised patient questionnaire to be issued at discharge
points. 95% of responses received from service users sampled
should report overall satisfaction with service.

95%

Peer satisfaction
of service

A minimum of one clinician satisfaction survey will be designed
and sent to all referring clinicians. 95% of referrers sampled
should report overall satisfaction with diagnostic and/or rehab
service.
Service user questionnaires and peer satisfaction surveys are
used to capture areas for improvements. 100% of
recommendations made and agreed with Commissioners are
addressed.
All staff performing vestibular assessments and rehabilitation
should be appropriately trained and qualified & registered with a
relevant statutory or voluntary body e.g. HCPC, AHCS, RCCP,
etc.

95%

Service
improvement

Human
resources

Annual report to include an analysis of number of
patients discharged and surveyed, number of
responses received, % of those satisfied or very
satisfied with service.
Annual report to include an analysis of completed
user questionnaires, demonstrating % of those
satisfied or very satisfied with service.

100%

Annual report to demonstrate recommendations and
actions taken to address areas of service
improvement.

100%

Annual review of staff training and qualifications.
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