
ساله با سرگیجه ۵۹نحوه اپروچ به خانم 
وضعیتی در درمانگاه پزشکی خانواده

دکتر مهدی شفیعی ثابت : استاد راهنما
رانمتخصص مغز و اعصاب و عضو گروه پزشکی خانواده دانشگاه علوم پزشکی ته

امیرحسین فلاح : ارائه دهنده
کارورز پزشکی خانواده



(CC)شکایت اصلی 
و سردرد وضعیتی به دنبال دراز کشیدنسرگیجه

2



(HPI)شرح بیماری فعلی 
بهسردردآنمتعاقبوسرگیجهازشکایتبا RAوT2DMشدهشناختهکیسساله۵۹خانمبیمار

صورتاینبهوشدهشروعپیشماه۱ازبیمارسرگیجه.استکردهمراجعهخانوادهپزشکیدرمانگاه
راآنسر، دوراتاقفضایچرخشصورتبهبیماروشدهشروعپشتبهکشیدندرازازپسکهاست

تکرارردیگتهوعمدتیازبعدامابوده(استفراغبدون)تهوعباهمراهابتدادرسرگیجه.می کندتوصیف
دهخوابیازوضعیتتغییربا.می شودشروعسردردسرگیجه،شروعازکوتاهیمدتازبعد.استنشده

ازبیماردسردر.می ماندباقیطولانی تریمدتسردردامامی یابدبهبودرفتهرفتهسرگیجهنشسته،به
وشدیدرادخوسردردبیمار.می یابدانتشارگردنپشتوسربالایبهسپسوشدهشروعپیشانیناحیه

اکثرردبیمار(استکردهتجربهحالبهتاکهدردیبیشترین).می کندتوصیفدرونازفشارصورتبه
حملاتنایمحرکتنهابیمار.می کندکنترل(کدئیناستامینوفن)مسکنمصرفباتنهاراسردرداوقات

چپایراستپشت،بهخوابیدندربیمارسرگیجهشروع.می کندذکرکشیدندرازراسردردوسرگیجه
.نمی کندذکرهمراسربهاخیرضربهسابقهبیمار.نمی کندتفاوتی
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(HPI)شرح بیماری فعلی 
.می کندذکررامی یابدانتشارهمفکبهکهراستگوشدردوطرفهدوشنواییکاهشبیمار

می کندذکرهمراابتداییکیلوگرم۶۵ازراکیلوگرم۱۹حدوداوزنکاهشسابقهبیمارگذشتهسالیکدر
.استیافتهافزایشمقداریاکنونکه

کهرفتهگقرارکولونوسکوپیتحتآنبرای.می کندذکرهمرا«کم خونی»ماههچندسابقههمچنینبیمار
.استنشدهیافتضایعه ای
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Review of Systems
General: Weight loss (65→46kg) / Night sweat ? / no 
known allergy
Endocrine: cold intolerance / no thirst / excessive 
urination 
Neurologic: Headache / vertigo / tingling in feet 
Eyes: low vision acuity / eye pain / cataract
Ears: right ear pain / bilateral hearing problem
Mouth: dry mouth / hoarseness
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Review of Systems
Lungs: no shortness of breath
Heart: no chest discomfort
GI: infrequent difficult swallowing of water / 
constipation / no black or red stool 
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Past Medical History
• Rheumatoid Arthritis ( پیشسال۱۵از )
• Type 2 Diabetes Mellitus ( پیشسال۱۰از؟ )
• Anemia ( پیشماه۶از )
• Osteopenia 
• ACS and PCI ( پیشسال۱۰ )
• Proteinuria? ( پیشسال۳۰ )
• metatarsal fracture of left foot 
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Past Surgical History
• Cesarean section (۲۳پیشسال)
• Appendectomy (۳۰+پیشسال)
• Vulvar abscess drainage (۲پیشسال)
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Medication History
• Prednisolone 5 mg
• Methotrexate 2.5 mg
• Alendronate 70 mg 
• Aspirin 80 mg
• Folic acid 5 mg
• Fefol plus  27 mg
• acetaminophen codeine 300/20 mg
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Family History
  خالهدرپستانسرطانسابقه
  برادرزادهوبرادردردیابتسابقه
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Physical Examination
Vital signs:
BP= 120/70 mmHg PR= 82/min RR=18 O2sat= 95%  
T= 36.2 
General: Weight= 53 kg  
Cardiac: no murmur or click auscultated / S1 and S2 
present
Pulmonary: clear on auscultation 
 

11



Physical Examination
Neurologic: 
Normal cranial nerves / normal gait  / normal point to 
point movements / no pronator drift / Romberg positive / 
no tremor or fasciculation / normal muscle tone / normal 
muscle strength / no sensory problem / DTR: mostly 
hyporeflexia / no nuchal rigidity 
HEENT: intact? tympanic membrane / no foreign body in 
ear canal / no sign of inflammation / pale palpebral 
conjunctiva
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Physical Examination
Abdomen: no tenderness / no mass or organomegaly on 
palpation / no distension 
Skin: no petechiae 
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Lab results
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Lab results
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Lab results
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Lab results
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Imaging workups 
:لگنوشکمکاملسونوگرافي

ديامتررتپووريدوكبديخارجوداخلصفراويمجاري.باشدمينرمالکبدپارانشيماکوژنيسيته.شدرويتطبيعيشكلواندازهباكبد
.نشدرويتآنداخلدراسلاجوسنگ.شدرويتنرمالجداريضخامتبااتساعفاقدصفراکيسه.دارندنرمال

span: 120mm.باشدميطبيعيطحالشكلوپارانشيمالاكوژنيسيتهاندازه،
آئورتوپانكراسازسونوگرافي .نگرديدرويتمشخصيضايعهبررسيقابلحددرپارا
ضخامتباو mm 90سايزباچپكليه.شودمیتوصیه BUN/CRچک.شودميرويتیافتهافزایشچپکليهپارانشيماكوژنيسته

کورتیکالکیستتصویر.شدرويت mm11پارانشيمضخامتباو mm 99سايزباراستكليه(نرمالحداقل).شدرويت mm 10پارانشيم
وسنگ.شدرویتراستکلیهتحتانیپلدرم.م20دیامتربهکورتیکالکیستتصویر.شدرویتچپکلیهمیانیپلدرم.م11دیامتربه

.نشدمشاهدههاکليهدر Solidفضاگيرضايعهوهيدرونفروز
.شدمشاهدهسنگفاقدمثانه.باشدمينرمالمثانهجداريضخامت.شدمشاهدهطبيعيمثانهشكلوحجم
.دارندنرمالاکويوابعادتخمداندوهر.شدرويت thinاندومترضخامت.شدرویتمنوپوزالپوستنمایبارحم

.نشدمشاهدهطرفدوهايآدنکسدرپاتولوژيکضايعه.شدندرویتآتروفیکنمایباتخمدانها
.نشدمشاهدهلگنوشکمحفرهدرازادمایع
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Imaging workups 
:سمتدوهراگزيلاريوبرستدوهرازسونوگرافي

.رديدگمشاهدهطبيعياكويبابرستفيبروگلاندولاربافتسطحيباپروببرستدوهرازبررسيدر
چپبرست Far zoneیکساعتدرم.م3*9ابعادباواضحوصافحدودبااکوهایپوضایعهتصویر
(B3).شدرویت

(B2).شودمیدیدهچپبرست Near zoneودوساعتدرم.م3دیامترباسادهکیست
.نگرديدمشاهدهمشكوكيضايعهقسمتدوهردر retroareolarناحيهبررسيدر

دهمشاهبافتيتورشنديسورترکشننفعبهشواهدي.استطبيعيطرفدوهردرنيپلوپوست
.نشد

.نشدديدهپاتولوژيکلنفادنوپاتينفعبهشواهديطرفدوآگزيلارينواحيدر
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Problem List

سردردوسرگیجه-۱
آنمی-۲
روماتوییدآرتریت-۳
؟دیابت-۴
استئوپنی-۵
شنواییکاهش-۶
کاتاراکتودیاپتیرتینوپاتی-۷
20



Evaluation of the patient with vertigo: 
History
Time course — Vertigo is never a permanent, continuous symptom. 
Even when the vestibular lesion is permanent, the central nervous 
system adapts to the defect so that vertigo subsides over days or 
weeks. Constant vertigo lasting months is not vestibular (though 
constant imbalance can be). However, some patients describe 
constant dizziness but actually mean that they have a constant 
susceptibility to frequent episodic dizziness.
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Evaluation of the patient with vertigo: 
History
Vertigo can occur as single or recurrent episodes and may last seconds, 
hours, or days. This time course of symptoms provides one of the best clues 
to the underlying pathophysiology of vertigo.
Recurrent vertigo lasting under one minute is usually benign paroxysmal 
positional vertigo (BPPV).
A single episode of vertigo lasting several minutes to hours may be due to 
migraine or to transient ischemia of the labyrinth or brainstem.
The recurrent episodes of vertigo associated with Meniere disease or 
vestibular migraine also typically last hours but can be briefer.
More prolonged, severe episodes of vertigo that occur with vestibular 
neuritis can last for days. This is also characteristic for vertigo originating 
from multiple sclerosis or infarction of the brainstem or cerebellum.
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Evaluation of the patient with vertigo: 
History
Aggravating and provoking factors — All vertigo is made worse by moving
the head. Many patients in the midst of a vertiginous attack may be 
extremely reluctant to move. If head motion does not worsen the
symptoms, the patient is less likely to be experiencing vertigo. This feature 
does not distinguish among the various causes of vertigo.
Certain kinds of movements may increase suspicion of damage to the 
otoliths, the organs that detect linear accelerations to the head. These 
include imbalance provoked by stop-and-go movements of elevators or 
cars in traffic, as well as standing on a boat or floating dock.
Attacks of BPPV are often provoked by specific head movements or postures 
(eg, rolling over in bed, extending the neck).
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Evaluation of the patient with vertigo: 
History
When dizziness is provoked by static visual stimuli, such as patterned carpets or 
walls, or moving stimuli, such as sports or action movies on large screens, scrolling 
on the computer, or crowds at malls, this points to persistent postural perceptual 
dizziness (also known as visual vertigo, visuo-vestibular mismatch).
Recent hyperextension injury to the neck, usually with persistent neck pain, 
suggests the possibility of vertebral artery dissection with brainstem or
labyrinthine ischemia.
Recent viral symptoms may suggest acute vestibular neuritis, which is believed to 
be produced by viral or postviral inflammation of the eighth cranial nerve. 
However, a history of recent viral illness is both nonspecific and insensitive; less 
than one-half of patients with vestibular neuritis will report this.
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Evaluation of the patient with vertigo: 
History
Associated symptoms : 
●Acute vertigo due to a vertebrobasilar stroke is almost always accompanied by other evidence of
brainstem ischemia such as diplopia, dysarthria, dysphagia, weakness, or numbness. However,
infarction of the cerebellum may present as vertigo with no other symptoms. Focal neck pain may 
suggest vertebral artery dissection.
●Vertigo in patients with multiple sclerosis may also be preceded by or associated with other 
neurologic dysfunction, depending on the locus of demyelination.
●Deafness and tinnitus suggest a peripheral lesion of the inner ear. A sensation of aural fullness 
typically accompanies attacks of Meniere disease.
●Headache, photophobia, and phonophobia suggest migrainous vertigo. Many patients with 
migrainous vertigo will also experience visual aura in at least some of their attacks.
●Shortness of breath, palpitations, and sweating may suggest a panic attack but can occur with 
vertigo too. Vertigo is often so terrifying that such symptoms are not uncommon with vestibular 
disease.
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Evaluation of the patient with vertigo: 
History
Prior medical history

● A prior history of migraine suggests that this may be the etiology of vertigo.
●The presence of stroke risk factors such as hypertension, diabetes mellitus,
smoking, and a history of vascular disease support a diagnosis of vertebrobasilar
ischemia. Patients with an episode of vertigo and one or more risk factors for stroke 
have a substantial risk of subsequent stroke: an 8 percent two-year risk with one or 
two risk factors and 14 percent two-year risk with three or more risk factors.
●Past head trauma is a common antecedent to BPPV and persistent postural 
perceptual dizziness.
●Certain medications are associated with vestibular (eg, cisplatin, 
aminoglycosides) or cerebellar (eg, phenytoin) toxicity.
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Evaluation of the patient with vertigo: 
Examination
Nystagmus: In a patient with acute vertigo, nystagmus is usually visible with the patient looking 
straight ahead. If the lesion is peripheral, the fast phase is away from the affected side. Usually, 
nystagmus increases in frequency and amplitude with gaze toward the side of the fast phase, eg, 
leftward gaze increases left-beating nystagmus, if present (Alexander law). 
Other features of nystagmus have localizing value for central versus peripheral vertigo
Type of nystagmus. A mixed horizontal-torsional jerk nystagmus results if a peripheral lesion
affects all three semicircular canals or the vestibular nerve on one side. The horizontal fast phases 
beat toward the normal ear, as do the upper poles of the eyes for the torsional fast phases. The jerk 
nystagmus from peripheral disease occasionally appears purely horizontal, but it is never purely 
torsional or vertical. (Also, pendular nystagmus is never due to peripheral vestibular disease.) The 
jerk nystagmus with central lesions may have any trajectory.
Visual fixation tends to suppress nystagmus that is due to a peripheral lesion, but it does not 
usually suppress nystagmus from a central lesion. This can be tested with Frenzel lenses, which 
are large magnifiers that blur vision and prevent visual fixation. A peripheral lesion is likely if 
nystagmus increases when Frenzel lenses are in place.
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Evaluation of the patient with vertigo: 
Examination
Another way to test the effect of fixation is by covering and 
uncovering one eye during fundoscopy of the other. A peripheral
disorder is likely if nystagmus increases on covering the fixating eye. 
It should be kept in mind that, in the ophthalmoscopic examination, 
the direction of nystagmus appears reversed because the optic nerve 
head is behind the center of eye rotation.
Testing nystagmus in different gaze positions can provide other 
localizing clues. In peripheral lesions, the predominant direction of
nystagmus remains the same in all directions of gaze. 
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Evaluation of the patient with vertigo: 
Examination
Balance and gait — The ability to stand or walk unsupported and the 
direction of falling may provide useful clues to the origin of vertigo, 
although it may be difficult to persuade a patient with severe vertigo to 
attempt to walk.
Unilateral peripheral disorders generally cause patients to lean or fall
toward the side of the lesion. Patients may be uncomfortable and reluctant 
to move because of their vertigo, but they can still walk. Romberg testing 
will cause the patients to fall or tilt to one side.
Patients with an acute cerebellar stroke are often unable to walk without
falling. The direction of tilting or falling with Romberg testing may vary.
The sensitivity of balance testing may be increased by other maneuvers 
such as eye-closing, standing on foam, and performing head movements.
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Evaluation of the patient with vertigo: 
Examination
Dix-Hallpike maneuver — Positional maneuvers are designed to 
produce vertigo and elicit nystagmus in patients with a history of 
positional dizziness. These maneuvers are most useful in patients 
who do not have symptoms or nystagmus at rest and whose vertigo is 
episodic. The Dix-Hallpike maneuver tests for canalithiasis of the 
posterior semicircular canal, which is the most common cause of 
BPPV.
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Evaluation of the patient with vertigo: 
Examination
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Evaluation of the patient with vertigo: 
Diagnostic tests
Brain imaging — MRI of the brain is indicated in selected patients when the
history and examination suggest either a central cause of vertigo or a
vestibular schwannoma (acoustic neuroma). CT scans are significantly less 
sensitive for the diagnosis of cerebellar infarction and for pathologies 
affecting the brainstem or vestibular nerve.
In a patient with acute sustained vertigo, it is often difficult to distinguish 
between a vascular event involving the cerebellum and vestibular neuritis. 
While the latter has a benign course, the former can be acutely life 
threatening. Neuroimaging is indicated if the examination is not entirely
consistent with a peripheral lesion, if there are prominent risk factors for
stroke, if there are neurologic signs or symptoms, if the patient cannot
walk, or if there is a new headache accompanying the vertigo .
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Evaluation of the patient with vertigo: 
Diagnostic tests
Audiometry – Audiometry is more sensitive than office testing to 
detect hearing loss and can quantify the loss at high and low 
frequencies. The audiometric battery also establishes if recruitment 
is present and tests for word recognition.

33



34



Evaluation of the patient with vertigo: 
Diagnostic approach
Patients with acute-onset, sustained vertigo — Common diagnoses in
this setting include vestibular neuritis, demyelinating disease, and a
stroke in the brainstem or cerebellum. The HINTS examination, in 
particular the head impulse test, can also be particularly useful in 
this setting to distinguish a peripheral cause of vertigo (eg, vestibular 
neuritis) from a central, cerebrovascular cause. In a young patient 
without cerebrovascular risk factors in whom a normal head 
impulse test suggests a localization within the central nervous 
system, multiple sclerosis might be more likely.
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Evaluation of the patient with vertigo: 
Diagnostic approach
Patients with episodic vertigo — Likely diagnoses in patients with episodic vertigo 
depend on the duration of events as well as the presence of associated features:
Very brief episodes of isolated vertigo that are precipitated by predictable
movements or positions of the head are often caused by benign paroxysmal
peripheral vertigo (BPPV). The Dix-Hallpike maneuver can help confirm this 
diagnosis. 
The diagnosis of episodes with a longer duration (minutes to hours) may be further 
distinguished by the presence or absence of associated clinical features: 
•Associated headache suggests vestibular migraine.
•Unilateral hearing loss, tinnitus, and ear fullness suggest Meniere disease.
•Other brainstem neurologic deficits suggest vertebrobasilar transient ischemia.
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سطوح پیشگیری 

Primordial Prevention

Primary Prevention

Secondary Prevention 

Tertiary Prevention 

Quaternary Prevention  



Primordial prevention
حرکی آموزش سبک زندگی فعال در سنین پایین برای پیشگیری از بی ت•

مزمن
ارتقای سلامت عمومی و تغذیه مناسب در جامعه برای پیشگیری از •

ته که ممکن است در سرگیجه نقش داش)بیماری های عروقی و متابولیک 
(باشند

سیاست های سلامت عمومی برای کاهش مصرف نمک و پیشگیری از •
فشارخون بالا
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Primary prevention

 )خطرمعرضدرافرادآموزش•
ا
ایسقوطازجلوگیریبرای(مسنافرادمثلا

گهانیحرکات سروگردننا
سالمنداندردهلیزیعملکردحفظبرایتعادلیورزش های•
ازیجلوگیربرایدیابتیابالافشارخونمثلبیماری هاییزودرسدرمان•

.عصبیسیستمآسیب
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Secondary prevention

BPPVسریعتشخیصبرای Dix-Hallpikeمانورانجام•
مدیریتوتشخیصبراینورولوژییا ENTمتخصصبهسریعارجاع•

سرگیجه
ناتوانیکاهشو BPPVزودرسدرمانبرای Epleyمانور•
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Tertiary prevention

احساسهمچناندرمانازپسکهبیمارانیبرایتعادلیتوانبخشی•
دارندناپایداری

سرگیجهازناشیجراحاتوافتادنازپیشگیریبرایبیمارآموزش•
رمکریامزمنسرگیجهموارددر(عصامانند)کمکیوسایلازاستفاده•
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Quaternary Prevention

موارددر CT-Scanیا MRIمثلبی موردتصویربرداری هایازجلوگیری•
BPPV مثبتتشخیصیمانورباواضح

در هابنزودیازپینیابتاهیستینمثلغیرضروریداروهایتجویزازپرهیز•
نیستنیازکهمواردی

واضطرابکاهشبرایبیماریخوش خیمماهیتدربارهبیمارآموزش•
غیرلازممداخلاتتقاضای
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همگی شما عزیزانحضوروتوجهاز
.  سپاسگزارم

43


	Slide 1: نحوه اپروچ به خانم ۵۹ ساله با سرگیجه وضعیتی در درمانگاه پزشکی خانواده
	Slide 2: شکایت اصلی (CC)
	Slide 3: شرح بیماری فعلی (HPI)
	Slide 4: شرح بیماری فعلی (HPI)
	Slide 5:  Review of Systems
	Slide 6:  Review of Systems
	Slide 7: Past Medical History
	Slide 8: Past Surgical History
	Slide 9: Medication History
	Slide 10: Family History
	Slide 11: Physical Examination
	Slide 12: Physical Examination
	Slide 13: Physical Examination
	Slide 14: Lab results
	Slide 15: Lab results
	Slide 16: Lab results
	Slide 17: Lab results
	Slide 18: Imaging workups 
	Slide 19: Imaging workups 
	Slide 20: Problem List
	Slide 21: Evaluation of the patient with vertigo: History
	Slide 22: Evaluation of the patient with vertigo: History
	Slide 23: Evaluation of the patient with vertigo: History
	Slide 24: Evaluation of the patient with vertigo: History
	Slide 25: Evaluation of the patient with vertigo: History
	Slide 26: Evaluation of the patient with vertigo: History
	Slide 27: Evaluation of the patient with vertigo: Examination
	Slide 28: Evaluation of the patient with vertigo: Examination
	Slide 29: Evaluation of the patient with vertigo: Examination
	Slide 30: Evaluation of the patient with vertigo: Examination
	Slide 31: Evaluation of the patient with vertigo: Examination
	Slide 32: Evaluation of the patient with vertigo: Diagnostic tests
	Slide 33: Evaluation of the patient with vertigo: Diagnostic tests
	Slide 34
	Slide 35: Evaluation of the patient with vertigo: Diagnostic approach
	Slide 36: Evaluation of the patient with vertigo: Diagnostic approach
	Slide 37
	Slide 38: Primordial prevention
	Slide 39: Primary prevention
	Slide 40: Secondary prevention
	Slide 41: Tertiary prevention
	Slide 42: Quaternary Prevention
	Slide 43: از توجه و حضور همگی شما عزیزان سپاسگزارم. 

