
Appendix 1. Emergency Department management of clients presenting with dizziness, vertigo and imbalance - Audit Form

Auditor: _________________________

Date of audit: ____\____\________
Case Identifier:


Emergency Department Location: 
 

Date of Emergency Department presentation: __\__\__   

Time: ______
Date of Client Emergency Department discharge: __\__\__        

Time:_______   
Triage symptom trigger for inclusion (circle): 


Dizziness
Vertigo

Imbalance

Diagnosis documented as per electronic database:

Seen by care coordination team prior to discharge: Yes / No

Previous presentations to ED in past 6/12 with Dizziness, Vertigo or Imbalance symptoms (List date and symptoms):
Relevant referrals made (circle):

Falls and balance clinic

Physio (which Service): 

Outpatient Neuro Clinic:

ENT

GP F/U 

Other:

Ward admission: Yes / No

Date and time admitted to ward:

Admitting medical team: 

Length of stay as inpatient:

Diagnosis documented:

Supporting medical investigations / clinical findings:

Excluded from study: Yes / No

INITIAL VESTIBULAR ASSESSMENT AND TREATMENT BY MEDICAL OFFICER

Date of Initial Medical Vestibular Assessment: __\__\__ Time (if known):_____

Initial Medical Vestibular Assessment Location: 
 

Medical specialty (if known):

	

	Yes
	No / Undocumented 
	Details

	Subjective Assessment
	
	
	

	1. Client reported dizziness?
	
	
	

	2. Client reported vertigo?
	
	
	

	3. Pattern of dizziness symptoms clarified – duration, aggravating factors?
	
	
	

	4. Asked about hearing loss / tinnitus?
	
	
	

	5. Asked about headaches/photophobia?
	
	
	

	6. Asked about mobility:
	
	
	

	7. Asked about falls history:
	
	
	

	8. Asked about social history:
	
	
	

	Objective Assessment
	
	
	

	9. Observed for Nystagmus? 
	
	
	Pattern:

	10. Assessed for other CNS symptoms or signs1?
	
	
	

	11. Other oculomotor assessments were performed?
	
	
	What and outcome:  (saccades, smooth pursuit), VOR cancellation, DVA 

	12. A CTB or MRI-B was performed? 
	CTB

MRI
	
	

	13. A Hallpike/Side Lying Test was completed?
	Right Left 
	
	? contraindicated

Nystagmus direction/latency/duration, Dizziness symptoms: 

	14. Roll test was completed?
	
	
	Nystagmus direction/latency/duration, Dizziness symptoms: 

	Treatment
	
	
	

	15. Canalith-repositioning technique performed?
	
	
	

	16. Medications changed or prescribed/given?
	
	
	

	17. Education given?
	
	
	

	18. Other treatment given? (please specify)
	
	
	


1 CNS symptoms/signs – Gait ataxia, diplopia, dysphagia, dysarthria, dysdiadokokinesia, dysphonia, or facial dysaesthesia, Horner’s syndrome, or long tract signs (hemimotor, hemisensory, limb ataxia, or dysmetria)

Other details of interest: ________________________________________________________________________________________________

INITIAL VESTIBULAR ASSESSMENT AND TREATMENT BY PHYSIOTHERAPIST
Date of Initial Vestibular Physiotherapy Assessment: __\__\__ Time (if known):_____

Initial Vestibular Physiotherapy Assessment Location: 
 

Emergency department                       Community-based rehab

Ward:______    
Other:__________

Source of Initial Vestibular Physiotherapy Assessment referral:

Referrer Location:__________ Department:__________ Position of Referrer: ________________
	

	Yes
	No / Undocumented 
	Details

	Subjective Assessment
	
	
	

	1. Client reported dizziness?
	
	
	

	2. Client reported vertigo?
	
	
	

	3. Pattern of dizziness symptoms clarified – duration, aggravating factors?
	
	
	

	4. Asked about hearing loss / tinnitus?
	
	
	

	5. Asked about headaches / photophobia?
	
	
	

	6. Asked about mobility:
	
	
	

	7. Asked about falls history:
	
	
	

	8. Asked about social history:
	
	
	

	Objective Assessment
	
	
	

	9. Observed for Nystagmus?
	
	
	Pattern:

	10. Assessed for other CNS symptoms or signs1?
	
	
	

	11. Other oculomotor assessments were performed?
	
	
	What and outcome: (saccades, smooth pursuit), VOR cancellation, DVA 

	12. A Hallpike/Side Lying Test was completed?
	Right Left 
	
	Nystagmus direction/latency/duration, Dizziness symptoms: 

	13. Roll test was completed?
	Right Left
	
	Nystagmus direction/latency/duration, Dizziness symptoms: 

	Treatment
	
	
	

	14. Canalith-repositioning technique performed?
	
	
	

	15. Education given?
	
	
	

	16. Other treatment given? (please specify)
	
	
	


1 CNS symptoms/signs – diplopia, dysphagia, dysarthria, dysdiadokokinesia, dysphonia, or facial dysaesthesia, Horner’s syndrome, or long tract signs (hemimotor, hemisensory, limb ataxia, or dysmetria)

Other details of interest: __________________________________________________________________________________________________

