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ABSTRACT

Audiologists are an integral part of the management of those
with dizziness and vestibular disorders. However, little research has
been performed on counseling approaches for patients who present with
dizziness as a primary concern. Accordingly, it is important that
audiology students are provided with didactic and experiential learning
opportunities for the assessment, diagnosis, and management of this
population. Benign paroxysmal positional vertigo is the most common
vestibular disorder among adults. Doctor of Audiology students, at a
minimum, should be provided with learning opportunities for counse-
ling patients with this particular disorder. Implementation of patient-
centered counseling is applied across various parts of the patient
encounter from initial intake to treatment and patient education. The
purpose of this article is to present the available evidence and to apply
widely accepted theories and techniques to counseling those with
benign paroxysmal positional vertigo. Didactic resources and experien-
tial learning activities are provided for use in coursework or as a
supplement to clinical education.
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Learning Outcomes: As a result of this activity, the participant will be able to (1) apply widely accepted

audiologic counseling concepts to the assessment and management of those with benign paroxysmal

positional vertigo and (2) identify appropriate didactic resources for facilitating learning and implementation of

evidence-based, patient-centric counseling strategies when encountering those with benign paroxysmal

positional vertigo.

Research related to counseling in audiology
has focused on the use of hearing technology,1

patients with tinnitus,2,3 and parents of children
with hearing loss.4 With the exception of fall
risk,5 surprisingly little attention has focused on
audiologic counseling for the assessment and
treatment of prevalent balance disorders. Similar
to other areas of audiologic counseling, most, if
not all, of the same concepts apply to counseling
those with vestibular disorders. As with counse-
ling those with hearing loss, there are two major
aspects to counseling patients with dizziness: (1)
patient education or informational counseling
and (2) personal adjustment counseling.6 In
patient-centered counseling, the perspective of
the clinician about signs and symptoms of the
disorder melds with the patient’s experience and
interpretation of their condition. It is through
these exchanges that a third space of mutual
understanding is created, serving as the basis for
a trusting, therapeutic relationship between the
clinician and the patient.7 However, the patient’s
disorder also needs to be examined within a
specific social context. With the advent of the
World Health Organization International Clas-
sification of Function’s (WHO-ICF) paradigm
of disability, patient-centered counseling also has
come to include a biopsychosocial model, which
includes the assessment of activity limitations,

andparticipation restrictions that occur secondary
to the disorder (Fig. 1).8

Benign paroxysmal positional vertigo
(BPPV) constitutes between 17 and 42% of all
vertigo diagnoses.9 It is also the most common
vestibular disorder, occurring among both adults
and children, but is more common at advanced
ages.9,10 Patients with untreated BPPV can
experience increased risk for falls, decreased
activities of daily living, increased depression,11

as well as decreased quality of life due to a
combination of all of these factors.12 In addition
to peripheral vestibular issues, patients over
65 years of age frequently have comorbidities
that increase their risk for falls (e.g., arthritis,
neuropathy, postural hypotension, vision impair-
ment, etc.). These patients may need additional
informational and personal adjustment counse-
ling at various points during assessment and
management for BPPV.

Recently updated practice guidelines for the
assessment and treatment of BPPV included
recommendations for counseling these patients.9

Doctor of Audiology students need increased
didactic and experiential learning opportunities
for audiologic counseling.1 The authors have
determined that focused instruction on know-
ledge and skills for counseling those with BPPV
would be most useful because of the prevalence,

Figure 1 World Health Organization, International Classification of Functioning, Disability and Health Model.

TEACHING BPPV COUNSELING SKILLS/JILLA ET AL 53

T
hi

s 
do

cu
m

en
t w

as
 d

ow
nl

oa
de

d 
fo

r 
pe

rs
on

al
 u

se
 o

nl
y.

 U
na

ut
ho

riz
ed

 d
is

tr
ib

ut
io

n 
is

 s
tr

ic
tly

 p
ro

hi
bi

te
d.



acute presentation, and the centrality of the
audiologist in patient care from intake to di-
scharge. The journey of the patient with BPPV
has four stages including: (1) intake/case history,
(2) examination, (3) diagnosis and treatment
approach, and (4) patient education. Each stage
has its own counseling needs to address, requiring
specific knowledge and skills. The purpose of this
article is to provide a process-driven approach to
teaching knowledge and skills complete with
didactic resources for facilitating student learning
and implementationofpatient-centric counseling
strategies across these four stages of the patient
journey with audiologists (Fig. 2).

INTAKE/CASE HISTORY

Let’s sit down and talk more about this dizziness
you’ve been experiencing …

How does building a patient-centric relation-
ship with a person with BPPV differ from or
resemble that of someone with hearing loss?
Are his or her counseling needs different? Is his
or her patient journey different? These are all
questions that may run through the minds of
those who serve or teach students to work with
patients with BPPV. However, it is clear that
establishment of a patient-centered therapeutic
relationship is paramount during the first stage
of intake/case history. This is in addition to the
other goals of gathering information leading
towards differential diagnosis, which includes
learning about the subjective and functional
impacts of BPPV, and identification of any
patient factors that may impact the assessment,
diagnosis, or management of this disorder.
Preliminary intake for these patients should
focus on the nature of their dizzy sensations,
time course of attacks, other associated symp-
toms, and pertinent medical history and are
necessary for accurate diagnosis.13 In addition,

other comorbidities may alter the management
and prognosis of BPPV for certain at-risk
populations.9,11 The clinical intake provides
the necessary data for the diagnosis of BPPV
and lays the foundation for establishing trust in
a patient-centered relationship.

Table 1 shows counseling goals, techniques,
and tools for intake and case history. First, it is
essential that audiologists schedule sufficient
time for the appointment. Clinicians need to
display focused, empathetic concern toward the
patient with congruence in their verbal and
nonverbal communication, as outlined in the
Person-Centered Counseling Theory.14 For
example, audiologists may appear to be disinge-
nuous if their verbal communication displays
interest in what patients have to say but is
accompanied by hurried behaviors of looking
at theirwatches or the tappingof toes.Moreover,
it is essential to use a conversational style in
askingpatients open-endedquestions abouthow
they experience their dizziness and structure the
intake allowing patients to ask questions and
describe their experiences.

Listening is the most important counseling
skill during the patient intake/case history stage
andhas at least three layers. For example, thefirst
layer of listening is to patients’ descriptions of
their vestibular problems and carefully querying
them for clarifications that aid in the diagnosis of
BPPV.A second layer of listening is for patients’
informational needs such as how the vestibular
system works or what causes the room to seem
like it is spinning, and so on. The third layer of
listening is with the third ear or for patients’
affective statements that may indicate feelings
about their condition warranting further explo-
ration. The third layer of listening is the most
difficult to do and respond to, but it may be the
most important for establishing trust in the
therapeutic relationships with patients who
are affected by BPPV. For example, patients’
anxiety may result from fears about their

Figure 2 Framework for benign paroxysmal positional vertigo patient encounter.
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dizziness, which may need to be defused and
addressed through cognitive (rational-emotive
behavior) counseling where these irrational be-
liefs and constrictive language structures are
challenged.15,16

Listening must be coupled with clinicians
responding appropriately to patients’ needs, re-
quiring the skill of recognizing communication
matches and mismatches. A communication
match occurs when clinicians recognize patients’
expressed needs and respond appropriately. As
an example, a patient with BPPV may want to
know how prevalent their condition is. The
clinician should respond appropriately by mee-
ting the informational need. A communication
mismatch, however, may occur when a patient
makes an affective statement indicating a social
or emotional issue that merits further explora-
tion. For example, with BPPV, symptoms of
vertigo may appear suddenly and may be frigh-
tening for patients (e.g., mimicking that of a
stroke), particularly for those who may have
anxiety or suffer panic attacks as a result of the
vertiginous symptoms.17 Patients may remark
that their symptoms are not only bothersome,
but are terrifying. Clinicians who respond that
there is nothing to be afraid of and that most
patients feel that way fail to meet the expressed

need, resulting in a communicationmismatch.A
door metaphor has been used to describe the
exchange with affective statements representing
a knock that clinicians must hear and respond to
so the patient knows that their needs have been
heard and appropriately addressed.6 Appendix 1
contains a case study and clinical interaction
activity that can be used as an exercise for
students to identify the different layers of listen-
ing, communication matches, and mismatches
for the case history/intake.

Recognizing and addressing patients’ needs
does not provide sufficient insight into the impact
of BPPV on domains of the WHO-ICF model
that pertain to the biophysical and psychosocial
concerns.This also fails to quantify themagnitude
of the patients’ perceptions of the problem.
Patients’ responses to standardized self-assess-
ment scales provide insight into the impact of
dizziness on patients’ lives, or dizziness-related
quality of life (DRQoL). This information is
essential to help identify areas where additional
counseling is needed (e.g., fall risk, fear of falling,
etc.), and subsequently serves as an anchor for
counseling and for the establishment of a patient-
centered clinical encounter. A commonly used
standardized tool is the Dizziness Handicap
Inventory (DHI).18 The DHI gauges patients’

Table 1 Intake/Case History

Goals Tools Counseling Skills

• Conducting a patient-centric

interview that allows for trust

building in a therapeutic

relationship

• Identifying the problem and

patient perception of the

problem informally through

case history and formally

through subjective measures

such as the Dizziness Handicap

Inventory18

• Identifying other patient-specific

factors for which assessment

or management approach might

be modified (e.g., falls history,

comorbid medical conditions,

transportation to follow-up

appointments, etc.)

• Dizziness-related quality of life

measures to measure personal

impact to diagnosis and

treatment options

• Screening to identify

any secondary psychological

issues (if needed)

• Exercise (Appendix 1)

• Focused, empathetic concern

• Congruence between verbal

and nonverbal information

• Conversational-style intake

• Open-ended questions

• Three-layered listening to

identify:

o Description of the problem

o Informational needs

o Counseling needs identified

from affective statements

(e.g., anxiety, fears, irrational

beliefs)

• Minimal encouragers and

reflective listening

• Rational emotive counseling to

defuse irrational fears or beliefs
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health-related quality of life by addressing the
impact of dizziness on the WHO-ICF domains
of activity limitations and participation restric-
tions. This questionnaire has 25 items that can be
grouped into three content domains representing
functional, emotional, and physical aspects of
dizziness.18 Other commonly used tools include
the Activities-Specific Balance Confidence
Scale,19 the Vestibular Disorders Activities of
Daily Living Scale,20 the Vertigo Handicap
Questionnaire,21 and the Vestibular Activities
and Participation Measure.22 For a more com-
plete list, the reader is directed to Jacobson
and Shepard’s text.23 An example of clinical
and counseling usage of the DHI is found in
the history and intake portion of Appendix 1
(lines 12 to 17).

Because secondary symptoms of panic and
anxiety are significantly higher in patients with
vertigo when compared to controls,17,24 intake
also should include screening assessments such as
the Beck Anxiety Index or the Hospital Anxiety
and Depression Scale, when indicated.25,26 The
reader is againdirected to Jacobson andShepard’s
text23 for a more complete list of validated
measures commonly used with dizzy patients.
Fortunately, many of these secondary issues
subside once the vertigo is resolved.24 However,
some patients may continue to experience an-
xiety, depression, fear of falling, and so on,
necessitating additional counseling and poten-
tially a referral to a mental health professional.27

Audiology students should be reminded that
counseling for secondary issues is appropriate as
long as it remains directly related to patients’

vestibular dysfunction.Use of these tools canhelp
to identify areas in need of additional attention
while guiding personal adjustment counseling
going into the diagnosis/treatment and patient
education portions of the appointment.

EXAMINATION

We’re coming to a point in the appointment where
we might make you dizzy …

A patient-centric, therapeutic relationship is
essential for the examination portion because
patients may have doubt, or even fear, related to
the procedures. For example, the vestibular
evaluation relies heavily on examination of reflex
arcs that include areas connected to but are
beyond the vestibular system and require assess-
ment in a dark room. Appropriate informational
counseling regarding the function of the vesti-
bular system and reasons for testing will assist in
allaying any doubts or fears. Table 2 shows
counseling tools, goals, and techniques for the
examination. Providing explanation of the ves-
tibular system during the examination phase will
lay the groundwork for patient education.

A balance evaluation also has significantly
more opportunities to cause uncomfortable symp-
toms than does a typical hearing evaluation due to
neural networks that exist for vestibular autonomic
regulation. Specifically, vestibulogastric connec-
tions can induce unpleasant symptoms such
as pallor, sweating, nausea, and/or vomiting.28,29

Given the vestibulo-ocular reflex helps maintain

Table 2 Examination

Goals Tools Counseling Skills

• Providing informational counseling about

how the examination will be conducted

and a warning of possibly unpleasant

symptoms

• Identifying appropriate timing for informa-

tional counseling during the examination

• Maintaining open lines of communication

between the clinician and the patient

throughout testing

• Exercise

(Appendix 1)

• Adaptation of test procedures based on

previously identified comorbidities and/or

physical limitations (e.g., range of motion

of neck)

• Focused, empathetic concern for the

patients’ feelings about the examination

• Rational emotive counseling to address

irrational fears or beliefs

• Appropriate description and explanation

during informational counseling, using

individualized disclosure model
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clear visionwhen the head is inmotion, vestibulo-
ocular reflex impairment can lead to visual symp-
toms such as blurred vision or nystagmus evoked
from the BPPV. These symptoms may also cause
patients to feel uncomfortable or uncertain about
progressing through diagnostic testing. Patients
should be briefed before certain tests are perfor-
med (e.g., head-shake tests, dynamic visual acuity
tests, caloric testing), and definitely prior to the
Dix-Hallpikemaneuver, which is the essential test
used to diagnoseBPPV.The clinician should keep
in mind that comprehensive vestibular testing is
not recommended in patients whomeet definitive
diagnostic criteria for BPPV without other co-
occurring vestibular symptoms.9 At various points
during the evaluation, patients should be made
aware through informational counseling that exa-
minations may evoke unpleasant symptoms and/
or dizziness and should be assured and find
comfort in the fact that the results from these
tests will provide valuable information for diag-
nosis and management.

As mentioned earlier, many patients with
BPPV also experience secondary anxiety and/or
panic disorder.17,24 Identifying the presence of
anxiety, whether formally through intake or
informally through observation, can help clini-
cians identify patients who may need personal
adjustment counseling at critical points throug-
hout their appointments. Sensitivity to patients’
needs allows them toenter into the rehabilitation
and postclinical stages of the journey with better
certainty and clarity. An example dialogue is
provided in the history and intake portion of

Appendix 1 (line 5) when the patient expresses
concern that her dizziness may be a brain tumor.

DIAGNOSIS AND TREATMENT
APPROACH

Let’s talk about some possibilities about howwe can
manage/treat this …

By this time in the appointment, the clinician has
definitively diagnosed BPPV. The most common
diagnosis would be BPPV of the posterior semi-
circular canal (61 to 97%),30–33 followed by the
horizontal canal (1 to 32%),30,34–36 and the an-
terior canal (1 to 21%).37,38 There may also be
multicanal and/or bilateral involvement, but this is
uncommon. Certainly, repositioning procedures
and treatment recommendations would vary for
different presentations ofBPPV.Regardless of the
type of BPPV, the diagnosis must be understan-
dable to the patient, keeping in mind several
counseling considerations. A summary of goals,
tools, and counseling skills for this portion of the
patient encounter are presented in Table 3. The
individualized disclosure model is based on the
following assumptions: (1) patients vary in the
amount of information they want and (2) time to
internalize the diagnosis differs from patient to
patient.6 An example of delivering news of a
diagnosis in a patient-centric, individualized disc-
losure manner is presented in the diagnosis, treat-
ment, and education portion of Appendix 1 (lines
1 to 8). This type of dialogue provides the patient

Table 3 Diagnosis and Treatment Approach

Goals Tools Counseling Skills

• Providing the diagnosis of

benign paroxysmal positional

vertigo to the patient in a

sensitive and patient-centric

manner

• Allowing opportunities for the

patient to ask questions

• Collaborating in shared decision

making for exploring treatment

options

• Discussion of treatment options

in a patient-centric manner

• Anatomical model for explaining

the diagnosis and management

approaches

• Dizziness-related quality of life

measures to relate personal

impact to diagnosis and

treatment options

• Decisional balance matrix

(formal or informal)

• Exercise (Appendix 1)

• Individualized disclosure model

• Shared decision making

• Realistic expectations and

associated risks

o Success, recurrence, and

spontaneous resolution rates

o Fall risk

o Activity limitations during

observation

• Appropriate description and

explanation during informational

counseling that avoids clinical

jargon
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with an opportunity to ask questions that should
be met with communication matches and conti-
nuer responses that address the information that is
being requested. Depending on the patient, the
diagnosis may include some informational coun-
seling that would normally be covered in the
patient education portion of this framework.

If the patient is prepared to discuss treat-
ment options, recommendations should bebased
on their needs/concerns and their patient story,
not solely from the diagnosis. Reflective listen-
ing of the clinician during the case history and
the DRQoL measures of impact should inform
how treatment options are presented. The cli-
nician should reflect on the negative impact of
the disorder, explore patients’ willingness to
pursue treatment, and, if needed, explore cost-
benefit scenarios to guide them in making
informed decisions. An example dialogue is
provided in the diagnosis, treatment, and educa-
tion portion of Appendix 1 (lines 9 to 17).
Patients’ motivations to pursue treatment op-
tions for BPPV depend on the stage in patients’
journeys, presence of any denial about the diag-
nosis, perception of the urgency of the situation,
and impact of the disorder on DRQoL.

Shared decisionmaking and patient-centric
counseling techniques, such as the individua-
lized disclosure model, can be used to explore
some of the following treatment options for
BPPV: (1) repositioning procedures as initial
therapy, (2) observation with follow-up as a
viable, initial option, and (3) additional habitua-
tion-based vestibular rehabilitation.9 The reso-
lution rates for BPPV are relatively high and can
reach 100% with multiple treatment sessions for
posterior canal BPPV.39–41 Moreover, reposi-
tioning maneuvers for horizontal and anterior
canal BPPV have also been found to be highly
efficacious.42,43 These rates should be used to
provide patients with realistic expectations for
full resolution of symptoms and full recovery
from the issue. Additionally, the American
Academy of Otolaryngology-Head and Neck
Surgery (AAO-HNS) guidelines advocate for
providing the option of vestibular rehabilitation
exercises for habituation-based management of
BPPV (e.g., Cawthorne-Cooksey and Brandt-
Daroff exercises), though clearly the evidence
supports use of repositioning maneuvers as pri-
mary intervention unless there are valid reasons

to select an alternative option.9 If repositioning
procedures or habituation exercises are chosen,
counseling should be provided on the potentially
unpleasant symptoms that may be associated
with the procedure(s) or exercise(s). Audiolo-
gists may have to deal with treatment adherence
issues for patients returning for additional repo-
sitioning exercises and/or if they are assigned
home-based habituation exercises.

However, when informed that this
disorder may spontaneously recover (20% by
1 month; 50% by 3 months),9 clinicians need to
be prepared for patients opting for observation
in lieu of repositioning procedures. If this is the
case, patients should be reminded about their
self-ratings of DRQoL and counseled about fall
risk associated with untreated BPPV and other
activity restrictions that should be observed
during the period of watchful waiting.9,11 If
patients are ambivalent in selecting between
treatment and observation, a patient-centered
approach of reflecting back to the impact of the
disorder and the cost-benefit assessment can
help guide patients to a decision.

PATIENT EDUCATION

BPPV is a specific diagnosis, and each word
describes the condition. Benign means that …

The AAO-HNS guidelines state that patient
education is a key component of the care plan
for those with BPPV.9 A summary of associated
goals, tools, and counseling skills are provided
in Table 4. Patient education provides an
opportunity to understand the condition and
its functional impact on patients’ daily activities
and DRQoL. Patients can be provided with
supporting materials such as handouts and/or a
list of websites for more information can also be
provided to aid in comprehension. Additio-
nally, a list of commonly asked questions and
their respective answers are provided in a table
in the AAO-HNS guidelines.9 According to
Bhattacharyya and colleagues, patient educa-
tion should convey the following: (1) an under-
standing of the condition and name, (2) rate for
recurrence and co-occurring conditions causing
higher risk for recurrence, (3) other factors that
predispose them to BPPV, (4) fall risk
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associated with BPPV, and (5) importance of
follow-up.9

Several elements are important in assuring
an understanding of any condition, including
BPPV. First, the name of the condition should
be provided and succinctly explained using the
individualized disclosure model. Clinicians
should incorporate portions of patients’ stories
and perceptions of their problems into these
explanations. This can be particularly powerful
because it shows that the clinician hasheard their
stories. In addition, many patients with BPPV
will have secondary anxiety or panic disorders,
which merit additional personal adjustment
counseling. Through informational counseling,
clinicians can help to dispel doubt, fear, and
uncertainty that, for example, the vertigo may
have been caused by a stroke or is related to
another condition. Patients need to be advised
that recurrence rates can be as high as 36% and
their prevalence increases over time.44 In addi-
tion, those with head trauma may be at risk for
higher rates of recurrence.45 Other comorbid
conditions that predispose patients to having

BPPV include viral labyrinthitis, Meniere di-
sease, migraine, stroke, hypertension, osteopo-
rosis, and increased blood lipids.9,46,47 The
AAO-HNS panel hypothesizes that relating
rates and causes for recurrence can help patients
to identify such a recurrence and help them seek
treatment sooner.

Informational and personal adjustment
counseling also should be used for educating
the patient about increased fall risk associated
with BPPV,11,48,49 as well as key components of
home safety (e.g., grab bars in the bathroom).
Personal adjustment counseling and assessment
of patient motivation are integral to assuring
patients’ adherence to treatment recommenda-
tions for those who select observation as initial
treatment. When presented with this informa-
tion, some patients may begin to respond with
affective statements as to why they are not able
or willing to follow such recommendations. If
this occurs, clinicians should recount patients’
stories and the related impact of BPPV on
DRQoL to help increase motivation, and revisit
treatment options if necessary. Counseling

Table 4 Patient Education

Goals Tools Counseling Skills

• Explaining the condition and its

functional impact on daily

activities

• Relating rates of recurrence

and comorbidities that cause

higher rates of recurrence

• Providing information on fall

risk associated with BPPV

• Emphasizing the importance of

follow-up during and after

management

• Educating patients on symp-

toms that indicate a disorder

other than BPPV, and referring

for additional medical attention

when indicated

• Providing recommendations

against continuation of vestibu-

lar suppressant medications

and postprocedural activity

restrictions for common

presentation of BPPV

• Tangible supports to aid in

comprehension and retention of

information

o Patient education handouts

o List of websites for more

information

o Anatomical model or illustra-

tion

• AAO-HNS (2017) Frequently

Asked Questions9

• Exercise (Appendix 1)

• Individualized disclosure model

• Integration of patient story and

dizziness-related quality of life

impact into the explanation of

the vestibular disorder

• Succinct explanation of the

condition, functional impacts,

and implications

• Personal adjustment counseling

to address fears or anxiety

about the pathology or

diagnosis

• Identification of motivation

levels to assure adherence to

treatment and appropriate

follow-up procedures

AAO-HNS, American Academy of Otolaryngology-Head and Neck Surgery; BPPV, benign paroxysmal positional vertigo.
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skills for addressing treatment issues are
covered in another article in this issue.

Similar strategies should be used for discus-
sion of follow-up procedures that may differ,
depending if patients select canalith repositioning
treatment or watchful waiting. For those who opt
for watchful waiting, it is especially important to
underscore the importance of returning for eva-
luation to determine if the BPPV has sponta-
neously resolved and to discuss treatment options
if resolution has not occurred. Follow-up is also
important to confirm resolution of BPPV symp-
toms after treatment with repositioning procedu-
res and to rescreen or reevaluate for fall risk and
any secondary psychiatric issues. Regardless of
treatment option, all patients should be educated
on symptoms indicating the presence of disorders
that need additional and timelymedical attention
(e.g., sudden hearing loss, nonpositional vertigo,
nausea, emesis, etc.). Some patients may have
uncompensated peripheral vestibulopathy that
needs to be addressed after clearing the
BPPV.50,51 Although most do not continue to
experience BPPV-related anxiety after successful
treatment, it is important for the clinician to
consider this possibility with an appropriate fol-
low-up anxiety screening to confirm if a referral is
needed for further psychological assessment. Re-
turn appointments are also an appropriate time to
remeasure DRQoL to document outcomes with
regard to activity limitations and participation
restrictions and potentially identify matters that
need further examination (i.e., residual or new
symptoms).

In addition to the aforementioned ele-
ments for patient education, other recom-
mendations in the guidelines are also
appropriate to include during the patient
education portion of the appointment. The
AAO-HNS guidelines provided evidence
for strong recommendations against vesti-
bular suppressant medications and postpro-
cedural activity restrictions, particularly
after treatment of posterior canal BPPV
with repositioning maneuvers.9 The use of
cervical collars and/or activity limitations
(e.g., sleeping with the head elevated, not
moving the head vertically, etc.) has not
been found to add any additional effective-
ness.52 Certainly, it is not within the scope
of practice of audiologists to prescribe or

dispense pharmaceutical drugs. However,
there is no evidence to support the use of
vestibular suppressant medication to
treat BPPV. Patients should be encouraged to
discuss this with their physician because these
drugs are often used as an initialmanagement for
any dizziness/imbalance when their appropriate
use is actually for acute symptoms of vertigo-
nausea only. Prolonged usage decreases access to
important vestibular information and has the
potential to cause harm (i.e., falls, delay mecha-
nisms of central compensation, and other related
side effects of such medications).9,53,54

CONCLUSION
In this article, patient-centered strategies were
applied to counseling the dizzy patient with
BPPV. Many of the same counseling approaches
can be used for developing a trusting relationship
between the clinician and the patient. The re-
commendations from the AAO-HNS 2017 gui-
delines easily integrate into evidence-based
counseling practices in audiology. The informa-
tion provided in this article should serve as
examples of targeted didactic and experiential
learning opportunities for audiology students.
Examples of engagement activities for students
are provided in Appendix 2. By creating a solid
theoretical and practical foundation for students,
these tools can lend themselves to increasing
preparedness for when audiology students en-
counter those with BPPV. As with coursework
dedicated to counseling those with hearing loss or
tinnitus, evidence-based counseling theories and
strategies should also be discussed and applied to
encounters with dizzy patients. Students should
also be able to exhibit an understanding of addi-
tional considerations for those who have psycho-
logical disturbances secondary to BPPV. Still,
much research is needed in the area of counseling
dizzy patients, particularly with regard to the
counseling needs of this population, as well as
their respective patient journey and motivations.
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APPENDIX 1. CASE STUDY/CLINICAL INTERACTION ACTIVITY

Instructions

Please use the following case study andmock dialogues for students to identify the layer of listening,
matches, and communication mismatches for the intake/case history, examination, diagnosis and
treatment, and patient education stages of the patient journey. Please have students identify
patients’ needs, layer of listening, communication matches/mismatches, and use of the patient
disclosure model by circling the correct items. (Please note correct answers appear in bold.)

Case Information

Mrs. Jones is a 75-year-old female who has experienced positional vertigo with lying supine for
6 months. She sleeps in her recliner because there is no vertigo when her head is elevated. This is
concerning to her family and she finally went to her doctor after almost falling off a step ladder while
helping her daughter hang curtains while redecorating—an activity she has always done and had
enjoyed. Her daughter is very concerned because hermother almost fell and seemed “very out of sorts.”
The patient is quite concerned because she can no longer do some of things she enjoys.Her doctor told
her she was getting older and she should just learn to live with it.Hewrote a prescription formeclizine,
but told her to stop taking it if her symptoms didn’t get better.He didn’t seem too concerned and stated
that many old people get dizzy.

Need Expressed
1 ¼ None
2 ¼ Informational
3 ¼ Affective

Layer of Listening
Needed
1 ¼ Information
for Diagnosis/
Treatment
2 ¼ Informational
Needs
3 ¼ Affective
Statements

Match
or Mismatch?

Intake/Case History
1. Au.D.: Good morning, Ms. X. What

brings you here today?
P: Hi. The room seems to spin. 1 2 3

2. Au.D.: How long has this been going
on?
P: Yes, �6 months. I’m scared. 1 2 3 1 2 3

3. Au.D.: Don’t be scared. Many people
your age have this problem.

Match
Mismatch

P: I’m frightened and angry that no
one understands and this has happe-
ned to me!

1 2 3 1 2 3

4. Au.D.: Tell me more about how you
feel . . .

Match
Mismatch

P: My life changed in an instant and
I’m worried I may have a brain
tumor! My doctor said I just need to
learn to live with it. No one
understands!

1 2 3 1 2 3

5. Au.D.: It sounds like you feel that
your life has changed dramatically
and that you are concerned that this
condition may be a symptom of
something very serious. You believe
that no one understands how you
feel and they tell you it is common.

Match
Mismatch

P: Exactly! It may be a common
problem, but it is ruining my life! I

1 2 3 1 2 3

(Continued)
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(Continued)

Need Expressed
1 ¼ None
2 ¼ Informational
3 ¼ Affective

Layer of Listening
Needed
1 ¼ Information
for Diagnosis/
Treatment
2 ¼ Informational
Needs
3 ¼ Affective
Statements

Match
or Mismatch?

can’t even sleep in my own bed. I
have to sleep in my recliner.

6. Au.D.: I understand! Not being able
to sleep in your own bed is frustra-
ting! Can you tell me specific times
when the room spins, other than
when lying down?

Match
Mismatch

P: Well, I was helping my daughter
hang curtains and I almost fell off the
ladder when I looked up to hang the
curtains on the rod.

1 2 3 1 2 3

7. Au.D.: What I hear you say is that
when you are looking up, the room
spins.

Match
Mismatch

P: Yes! Why does it happen only
when I look up?

1 2 3 1 2 3

8. Au.D.: I have a pretty good idea of
what may be going on here. But, the
results of the examination today will
tell us more. I’d like for you to fill out
the Dizziness Handicap Inventory,
which can help us further obtain
information we need. I’ll give you an
opportunity to complete the ques-
tionnaire. (Patient completes it and it
is scored by the Au.D.)

Match
Mismatch

9. Au.D.: From your answers, it seems
as though this condition is causing a
significant impact on your life.
P: The questions helped me to realize
things I wasn’t aware of . . . (Patient
pauses; looks downward.)

1 2 3 1 2 3

10. Au.D.: Can you tell me more about
that? What do you mean?

Match
Mismatch

P: The questions helped me to
realize that I’ve been afraid to leave
my home.

1 2 3 1 2 3

11. Au.D.: Ms. X, I understand and
dizziness can be very scary. (Places
hand on patient’s shoulder.)

Match
Mismatch

Examination
1. Au.D.: Ms. X, now that I have had an

opportunity to speak with you about
your dizziness. I have a good idea
what we might be dealing with here,
but I need to conduct an exam to
confirm. The procedure requires for
us to observe your eyes. Because
your inner ear is way down in the
skull bone, we have to rely on other
connections that the inner ear has
with other parts of your body. One
important connection for balance is
with the eyes so things don’t get
blurry when our heads move.

2. Au.D.: We’re coming to a part of the
appointment where we might make
you dizzy. But this is also an impor-
tant part in helping determine what’s
going on. You will be sitting upright
on this exam table and I will be
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(Continued)

Need Expressed
1 ¼ None
2 ¼ Informational
3 ¼ Affective

Layer of Listening
Needed
1 ¼ Information
for Diagnosis/
Treatment
2 ¼ Informational
Needs
3 ¼ Affective
Statements

Match
or Mismatch?

having you lie backward such that
your head will tilt beyond the edge of
the table. Because you said it hap-
pens more often when rolling over in
bed to the right, we will start on the
right side, then do the left.

3. Au.D.: Relax and I will be bracing you
during the entire procedure. There is
nothing to be afraid of.

Match
Mismatch

P: You don’t understand! I will get
sick to my stomach and I’m embar-
rassed I may throw up!

1 2 3 1 2 3

4. Au.D.: What I hear you say is that
you’re afraid that it might make you
sick to your stomach. Yes, that does
happen sometimes and we’re prepa-
red for that.
Simply let me know if you feel
nauseous and we can stop and take
necessary precautions.

Match
Mismatch

Diagnosis and Treatment/Patient Education
1. Au.D.: Based on my examination,

you have benign paroxysmal positio-
nal vertigo. (Hands the patient educa-
tion handout to Ms. X.) Each word
describes the issue. Benign is always
good news, it means it’s not harmful.
Paroxysmal means that the attacks
are sudden and intense. Positional
means that these attacks come on
with certain changes in position, like
you going from sitting to laying down
in bed or when you moved your head
to look up to hang the curtains. And
lastly, vertigo, of course, means the
sensation of spinning. So, they’re
sudden spinning attacks that come
on with certain changes in position.
Let’s look at this picture that shows
your balance system in your inner
ear, so I can show you what’s going
on. You’ve got two parts: the first
part consists of these two structu-
res. They have little calcium crystals
that are embedded in the membrane
on top of this sensory structure.
Now the second part is made up of
these loops. These loops don’t work
with crystals. What happened is that
the little crystals got loose and went
into the loops where they don’t
belong.
P: Uh, sounds complicated . . .

2. Au.D.: Ms. X, yes, it can be, but your
case is pretty straightforward. Can
you tell me your understanding of
what I just told you?

Match or Mismatch?
Use of Individual Disclosure Model?
Yes No

P: Let me see, it sounds like some of
those crystals have gotten loose and
gone to places they shouldn’t be. Is
that right?

1 2 3 1 2 3

(Continued)
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(Continued)

Need Expressed
1 ¼ None
2 ¼ Informational
3 ¼ Affective

Layer of Listening
Needed
1 ¼ Information
for Diagnosis/
Treatment
2 ¼ Informational
Needs
3 ¼ Affective
Statements

Match
or Mismatch?

3. Au.D.: (Nods.) Exactly, and the mo-
vement of the crystals in the loops
creates sensations of the room
spinning when you move tilt your
head back or when you lay down.

Match or Mismatch?
Use of Individual Disclosure Model?
Yes No

P: Oh, I think I understand. 1 2 3 1 2 3
4. Au.D.: Would you like to now more

detail about the canals involved?
Match or Mismatch?
Use of Individual Disclosure Model?
Yes No

P: Oh no, that’s OK. I want to know
what can be done to cure it.

1 2 3 1 2 3

5. Au.D.: Well, the good news is that
treatment options have a very high
success rate, nearing 100%

Match or Mismatch?
Use of Individual Disclosure Model?
Yes No

P: That’s good news. What does the
treatment involve?

1 2 3 1 2 3

6. Au.D.: Some repositioning move-
ments, similar to what we did in the
exam.

Match or Mismatch?
Use of Individual Disclosure Model?
Yes No

P: Oh, goodness! Is that necessary? 1 2 3 1 2 3
7. Au.D.: In some cases, it gets better

on its own, but it may take up to
3 months. Also, because you have
migraine headaches, this makes you
more susceptible to getting this
again.

Match or Mismatch?
Use of Individual Disclosure Model?
Yes No

P. Three months . . . doesn’t seem
too long, but . . .

8. Au.D.: You had mentioned how you
have restricted your activities and that
you’re afraid you might fall.

Match or Mismatch?
Use of Individual Disclosure Model?
Yes No

P: Yes, that’s right. OK. Let’s do the
repositioning work. Do you have
some information I can take with
me?

1 2 3 1 2 3

9. Au.D.: Yes, you’ve got your handout
and here is a sheet with answers for
frequently asked questions. But I’m
always here to answer any questions
you might have later.

Match or Mismatch?
Use of Individual Disclosure Model?
Yes No

APPENDIX 2. EXAMPLE ENGAGEMENT ACTIVITIES FOR STUDENTS

1. Role-playing to answer commonly asked questions about benign paroxysmal positional
vertigo (BPPV; see Bhattacharyya et al9 p. S35–S36, for a table).

2. Writing a personalized script for the examination, diagnosis, and patient education portions
of the appointment with a patient vignette as direction for individualized disclosure.

3. Creating a clinician cheat sheet for statistics on success rates, recurrence rates, conditions
associated with higher rates of BPPV, list of symptoms that require further attention or
follow-up.

4. Determining counseling needs from a case study.
5. Creating a patient education handout for BPPV.
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