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AECPG: Adapted Egyptian Clinical practice guideline. 

APTA: American physical therapy association.  
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CBT: Cognitive behavioral therapy. 

GSE: Gaze stabilizing exercises. 

IGE: international guidelines for education 

VR: Visual reality 
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Executive Summary 
Audio-Vestibular medicine physicians prescribe the proper therapy plan that could be performed in 

collaboration with physiotherapist, Clinicians should offer vestibular rehabilitation to patients with acute or 

subacute UVH. (Strong recommendation), In acute cases; patient might first take symptomatic treatment 

to control acute symptoms, anxiety and autonomic complaints to be able to start the VRT. Also Clinicians are 

(strongly recommended) to offer vestibular rehabilitation to patients with chronic UVH and BVH.  Clinicians 

should not offer saccadic or smooth-pursuit exercises in isolation; as they are not specific exercises for gaze 

stability to individuals with unilateral or bilateral vestibular hypofunction (strong recommendation). 

Clinicians may provide targeted exercise techniques to accomplish specific goals appropriate to address 

identified impairments, activity limitations, and participation restrictions (strong recommendation). 

Clinicians may prescribe static and dynamic balance exercises and prescribe weekly clinic visits plus a home 

exercise program of gaze stabilization exercises (strong recommendation). Clinicians should offer 

supervised vestibular physical therapy in individuals with peripheral UVH and BVH (strong 

recommendation). Clinicians may use achievement of primary goals, resolution of symptoms, normalized 

balance and vestibular function, or plateau in progress as reasons for stopping therapy; objective and 

subjective outcome measures could be used, also Patient’s age and physical capabilities should be considered. 

(Strong recommendation). Clinicians may evaluate factors that could modify rehabilitation outcomes 

(strong recommendation). Clinicians should offer vestibular rehabilitation therapy to persons with peripheral 

vestibular hypofunction with the intention of improving quality of life (Strong recommendation).   



Introduction, scope and audience 
 

Introduction 
Vestibular rehabilitation therapy (VRT) is a specialized form of physical therapy used to treat vestibular disorders 
or symptoms characterized by dizziness, vertigo and trouble with balance, posture and vision. 

 
Scope:  
Providing evidence-based recommendations regarding appropriate VRT protocol to use in the treatment of 
individuals with acute, sub-acute, and chronic unilateral and bilateral peripheral vestibular hypofunction. 
 

 

Target audience:  
Audio vestibular medicine physician are those who prescribe the proper therapy plan, ENT for appropriate 

referral and physiotherapist could perform physiotherapy under supervision of audio vestibular medicine 
physician.  
 
 

Methods 
   

Methods of development  

Stakeholder Involvement: Individuals who were involved in the development process. Included the above-
mentioned Audio vestibular medicine Chief Manager,  Audio vestibular medicine Executive Manager, Assembly 

Board, Grading Board and Reviewing Board. 
 

Search method 
Electronic database searched: 

Pubmed, Medline, Medscape, WebMD, Google Scholar 

 
Keywords: 

Vestibular rehabilitation therapy, peripheral vestibular disorders, adults. 
 

The adaptation cycle passed over: set-up phase, adaptation phase (Search and screen, assessment: currency, 
content, quality & /decision/selection) and finalization phase that included revision and external reviewing.  
 

Time period searched: from 2009 t0 2022  
 

Results 
Three national Audio Vestibular Medicine consultants reviewed the guidelines available.  

The American physical therapy association (APTA) guidelines gained the highest scores as regards currency, 
contents and quality and were thus adopted then adapted 

It was graded by seventeen experts and reviewed by three expert reviewers to improve quality, gather feedback 

on draft recommendations. 

The external review was done through a rating scale as well as open-ended questions. 
 

Setting: Primary, secondary and tertiary care centers & hospitals, and related specialties. 
 

  



Interpretation of strong and conditional recommendations for an intervention 
 
Audience Strong recommendation Conditional recommendation 
Patients Most individuals in this situation 

would want the recommended 

course of action; only a small 

proportion would not. 
Formal decision aides are not 

likely to be needed to help 
individuals make decisions 

consistent with their values and 

preferences. 

Most individuals in this situation 
would want the suggested course 

of action, but many would not 

Clinicians Most individuals should receive 

the intervention. 
Adherence to the 

recommendation could be used as 

a quality criterion or performance 
indicator. 

Different choices will be 

appropriate for individual 
patients, who will require 

assistance in arriving at a 

management decision consistent 
with his or her values and 

preferences. Decision aides may 
be useful in helping individuals 

make decisions consistent with 

their values and preferences. 
Policymakers The recommendation can be 

adopted as policy in most 
situations. 

Policy-making will require 

substantial debate and 
involvement of various 

stakeholders. 
 
 
WHO handbook for guideline development – 2nd ed.Chapter 10, page 129 
 
 
The Grading of Recommendations Assessment, Development and Evaluation (GRADE) approach 
to Decision frameworks (GRADE Working Group 2013) 
 
Grade Definition 
High 
 

We are very confident that the true effect lies close to that of the estimate of the 
effect. 

Moderate 
 

We are moderately confident in the effect estimate: the true effect is likely to be 
close to the estimate of the effect, but there is a possibility that it is substantially 
different 

Low 
 

Our confidence in the effect estimate is limited: the true effect may be substantially 
different from the estimate of the effect. 

Very Low 
 

We have very little confidence in the effect estimate: the true effect is likely to be 
substantially different from the estimate of effect 

 
 
  



Recommendations,  
 
The  following  statements  and  flowchart  were  adapted from the Guidelines from Vestibular   Rehabilitation   
for   Peripheral   Vestibular hypofunction:  An  updated  clinical  practice  guideline from the academy of 
neurologic physical therapy of the American physical therapy association (APTA) 2022. which received the 
highest scores as regards the currency, contents, and quality. 

 
 

Recommendations statements 
 

Accepted statements  

Modified statements  

Added statements  

 

 
 



 

 
Statement topic 

 

 
Action recommendation 

 
Evidence quality 

 

Strength of 

recommendation  

after Adopt/adapt 

Study type Reference  

*Who to perform? Audio-Vestibular medicine physicians prescribe the proper therapy plan 
that could be performed in collaboration with physiotherapist. 

 
Very 
low 

 
Strong 

 

Expert opinion 

 

1, 31, 35. 

 

*Treatment approach In the acute stage following vestibular neuritis or labyrinthitis 
treatment may include medications, such as vestibular suppressants or 
antiemetics. Short-term, low-dose antihistamines might be used to 
relieve symptoms without adversely impacting recovery. 

 
 
Evidence does not support medication use for management of chronic 
vestibular hypofunction. 

 
 
A surgical or ablative approach is limited to individuals who have 
recurrent vertigo or fluctuating vestibular function  and  symptoms  
that  cannot  be  controlled by other methods, such as lifestyle 
modifications or medication. The goal of the ablative approach is to 
convert a fluctuating deficit into a stable deficit to facilitate central 
vestibular compensation for UVH. 

 

APTA VRT (2022) 

 
Very 
Low 

 
Strong 

 

Expert opinion 

 

1,  



*VRT procedure Customized training program is tailored to each patient according to 
needs and physical capabilities. 

 

APTA VRT (2022). 

 

The original vestibular exercises were developed by Cawthorne and 
Cooksey in the 1940s. They were designed to decrease symptoms of 
motion-provoked dizziness. They   include a standardized series of 
exercises that involve a progression of eye movements only, head 
movements with eyes open or closed, bending over, sit-stand, tossing 
a ball, climbing ladders, and walking. The individual’s position was 
progressed from lying down, to sitting, standing, and eventually 
walking. 

 

Current VRT includes a combination of 4 different exercise components 
to address the impairments, activity limitations, and participation 
restrictions identified during evaluation: 

 

(1) Gaze stabilization exercises, developed based on the concepts of 
VOR including adaptation and substitution. 

 

(2) Habituation exercises. 

 

(3) Balance and gait training. (4) Walking for endurance. 

Low technology and high technology approaches (e.g. visual reality) are 
included; stimuli can be graded in intensity through manipulation of 
stimulus parameters. 

 

Challenges are added regularly to upgrade the VRT exercises as the 
patient progresses throughout the training. 

 

Adding cognitive tasks during training makes the VRT 

more challenging and ensures better outcomes. 

 

Cognitive behavioral therapy (CBT): to let the patients challenge the 
negative thinking patterns, where patients learn to replace faulty 
thoughts with more functional ones. 

Very Low Strong Expert opinion 1, 31,32 



1-Effectiveness of 

vestibular rehabilitation 

in adults with acute and 

subacute unilateral 

vestibular hypofunction 

(UVH) 

Clinicians should offer vestibular rehabilitation to patients with acute or 
subacute UVH. In acute cases; patient might first take symptomatic 
treatment to control acute symptoms, anxiety and autonomic 
complaints to be able to start the VRT. 

High Strong Randomized controlled 

trials 

2, 3, 4, 5, 31. 

2-Effectiveness of 

vestibular rehabilitation 

in adults with chronic 

UVH 

Clinicians  should  offer  vestibular  rehabilitation  to 

patients with chronic UVH 

High Strong Randomized controlled 

trials 

6, 7, 8. 

3-Effectiveness of 

vestibular rehabilitation 

in adults 

with bilateral vestibular 

hypofunction (BVH) 

Clinicians  should  offer  vestibular  rehabilitation  to 

patients with BVH 

High Strong Randomized controlled 

trials 

9, 10, 11, 12. 



4-Effectiveness of 

saccadic or smooth-

pursuit exercises in 

individuals 

with peripheral 

vestibular hypofunction 

(unilateral or bilateral) 

Clinicians should not offer saccadic or smooth-pursuit exercises in 
isolation; as they are not specific exercises for gaze stability to 
individuals with unilateral or bilateral vestibular hypofunction 

High Strong Randomized controlled 

trials 

5, 13, 14, 

31,32. 

5-Comparative 

effectiveness 

of different vestibular 

rehabilitation 

modalities in individuals 

with vestibular 

hypofunction 

Clinicians may provide 

 

targeted exercise techniques to accomplish specific goals appropriate to 
address identified impairments, activity limitations, and participation 
restrictions. 

Low Strong High quality Cohort 16, 17, 18. 



6a-Optimal balance 

exercise dose in the 

treatment of individuals 

with peripheral 

vestibular 

hypo function 

(unilateral and 

bilateral) 

 

 

 

6b-Optimal gaze 

stabilization exercise 

dosage of treatment 

in individuals with 

peripheral vestibular 

hypofunction (unilateral 

and bilateral) 

Clinicians may prescribe static and dynamic balance exercises: 

 

1. For a minimum of 20 minutes daily for at least 4 to 6 weeks for 
individuals with chronic unilateral vestibular hypofunction. 

 

2. For individuals with  acute/subacute  unilateral vestibular 
hypofunction; no specific dose recommendations (outcome 
based). 

 

3. For 6 to 9 weeks for individuals with bilateral vestibular 
hypofunction (dynamic are more beneficial). 

 

Clinicians may prescribe weekly clinic visits plus a home exercise 
program of gaze stabilization exercises including at a minimum: 

 

1. 3 times per day for a total of at least 12 minutes daily for individuals 
with acute/subacute UVH. 

 

2. 3 to 5 times per day for a total of at least 20 minutes daily for 4 to 
6 weeks for individuals with chronic UVH. 

 

3. 3 to 5 times per day for a total of 20 to 40 minutes daily for 
approximately 5 to 7 weeks for individuals with BVH. 

 
 
 

Low 
 

Low 
 
 
 

Low 
 
 
 
 
 
 

Low 
 
 
 

Low 
 
 

Low 

Strong 

 

 

 

 

 

 

 

 

 

 

 

 

Strong 

High quality cohort 

 

 

 

 

 

 

 

 

 

 

 

 

Case control study 

3, 19, 20. 

 

 

 

 

 

 

 

 

 

 

 

 

2, 6, 7. 

 

 

 

 

 



7-Effectiveness of 

supervised vestibular 

rehabilitation 

Clinicians should offer supervised vestibular physical therapy in 
individuals with peripheral UVH and BVH. 

Strong Strong Randomized controlled 

trials 

20, 21, 22. 

8-Decision rules for 

stopping vestibular 

rehabilitation in 

individuals with 

peripheral UVH and BVH 

Clinicians may use achievement of primary goals, resolution of 
symptoms, normalized balance and vestibular function, or plateau in 
progress as reasons for stopping therapy (objective and subjective 
outcome measures could be used). 

 

-Patient’s age and physical capabilities should be considered. 

Low Strong High quality Cohort 23, 24, 25, 33, 

34. 

9-Factors that modify 

rehabilitation outcomes 

Clinicians  may  evaluate  factors  that  could  modify rehabilitation 
outcomes. 

Low Strong High quality Cohort  2, 3, 26 

10-The harm/ benefit 

ratio for vestibular 

rehabilitation in terms 

of quality of life. 

Clinicians should offer vestibular rehabilitation therapy to persons with 
peripheral vestibular hypofunction with the intention of improving 
quality of life 

Strong Strong Randomized controlled 

trials 

27, 28, 29, 30. 



15 2022 (Volume 2) Pages: I  



 

Research needs 

 
1-Researchers should explore delivery of VPT using technology, telehealth, or self-teaching methods as an 

alternative for some individuals and identify individual-level factors that impact the use of technology on 
rehabilitation outcomes and patient satisfaction. 

2-There is a paucity of research on the effectiveness of vestibular rehabilitation in children. Randomized 
controlled studies are needed to determine the effect of GSE on gaze stability, gross motor abilities, and 

postural control in children with UVH and BVH. 

3- Researchers need to investigate whether there is critical dosage or time points for person versus 
telehealth/remote supervision. 

4-Researchers need to investigate added value of high technology methods (VR) to traditional methods of 
VRT. 

5- Researchers should examine the concept of return to work. Areas for study include job requirements 

that may be difficult for individuals with vestibular hypofunction, job modification or assistive technology to 
allow return to work, criteria for return to work or disability assignment, and indicators for return to safe 

driving. 

 

Monitoring and evaluating the impact of the guideline 

 
Monitoring/ Auditing Criteria 

Audio vestibular physician should be able to: 

• Acquire patient full medical history. 

• Differentiate between UVH and BVH. 

• Differentiate between peripheral and central causes of imbalance 

• Apply customized VRT. 

• Counseling the patient and/or family member.  

• Periodic assessment for VRT effectiveness. 
 

 

Updating of the guideline 
  

Updating Procedure: 

Any recommendation of this guideline will be updated when new evidence that could potentially impact the 

current evidence base for this recommendation is identified. If no new reports or information are identified 

for a particular recommendation, the recommendation will be revalidated. The focus will be on 

recommendations supported by very-low- or low certainty evidence and where new recommendations or a 

change in the published recommendations may be needed. 
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Annexes 
 

Editorial Independence: 

• This guideline was developed without any external funding. 

• All the guideline development group members have declared that they do not have any competing 

interests. 

 

  

 



 

Annex 1: Guideline Flowchart   
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Annex 2: Tables of appraisal of selected guidelines: Content (table 1), Quality (table 2) and 

Currency (table 3) of the selected guidelines. 

 

Assessment of Content 

 

 

 

 

 

  

Criteria 

 

 

Guideline 1 

APTA 

2022  

 

Guideline 2 

BSA 

2019 

 

 

Guideline3 

IGE 

2011 

 

   

   

Creditability 8 8 7 

Observability 8 8 7 

Relevance 8 8 8 

Relative advantage 8 8 8 

Easy to install & 

understand 
8 8 8 

Compatibility 8 7 7 

Testability 8 8 7 

Total score 56 55 52 



 

Assessment of Quality 

 

 

 

 

 

A B NR 

 

 

 

  

Domain Guideline 
    APTA 
   2022 

Guideline 
BSA 
2019 

Guideline 
IGE 

2011 

1.Transparency A B A 

2. Conflict of interest NR NR NR 

3. Development group B B B 

4. Systematic review A A A 

5. Grading of evidence A B B 

6. Recommendations A B B 

7- External review A A A 

8- Updating A A B 
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Assessment of Currency of VRT for peripheral vestibular hypofunction 
 
 
 
 
 

 
 
 
 
 
 
 

 

 

  

No Guideline Name Year of publication Organization 

1 APTA 2022 American physical therapy 
Association 

2 BSA  2019 British society of audiology  

3 IGE 2011 International guidelines for 
education 



 

Annex 3: The risks and benefits of added and/or modified statements 
 

Original & adapted summary of CPG recommendations of the selected guideline:  
Vestibular Rehabilitation for Peripheral Vestibular Hypofunction:   Evidence-Based 
Clinical Practice Guideline. The American Physical Therapy Association (APTA) 2022. 

Title Original statement Adapted statement Reason of adaptation 
(Benefits ) 

Risks 

*Who to  perform 
VRT 

Physical therapist 
APTA 2022 

Audio-Vestibular 
medicine physicians 
(AVM). 

In Egypt, one of the job 
descriptions of AVM 
physicians is to 
diagnose, treat, and 
provide vestibular 
rehabilitation or 
recommend referral for 
patients with vestibular 
disorders. Patients will 
benefit from medical 
background of AVM 
physicians in diagnosis, 
treatment and at the 
same time putting the 
plan of rehabilitation 
strategy.   

 

1.Effectiveness of 
vestibular 
rehabilitation in 
adults with acute 
and subacute 
unilateral vestibular 
hypo function.  

Clinicians should offer 
vestibular 
rehabilitation to 
patients with acute or 
subacute unilateral 
vestibular 
hypofunction. 

  Clinicians should offer 
vestibular rehabilitation 
to patients with acute or 
subacute UVH. In acute 
cases; patient could first 
take symptomatic 
treatment to control 
acute symptoms, anxiety 
and autonomic 
complaints to be able to 
start the VRT. 

symptomatic treatment 
helps the patient to 
endure the exercises 

Continuation of 
medical treatment 
behind 
recommended 
period may hinder 
central vestibular 
compensation 

4.Effectiveness of 
saccadic or smooth-
pursuit exercises in 
individuals with 
peripheral vestibular 
hypofunction 
(unilateral or 
bilateral) 

Clinicians should not 
offer saccadic or 
smooth-pursuit 
exercises 
as specific exercises 
for gaze stability to 
individuals 
with unilateral or 
bilateral vestibular 
hypofunction 

Clinicians should not offer 
saccadic or smooth-
pursuit exercises in 
isolation; as they are not 
specific exercises for gaze 
stability for individuals 
with unilateral or 
bilateral vestibular 
hypofunction 

Information content is 
the same, but in 
adapted form is clearer. 
That we might use 
saccadic or smooth-
pursuit exercise but 
never to depend on it 
alone as it is not specific 
in UVH/BVH    

 

8. Decision rules for 
stopping vestibular 
rehabilitation in 
individuals with 
peripheral vestibular 
hypofunction 
(unilateral and 
bilateral) 

  Clinicians may use 
achievement of 
primary goals, 
resolution 
of symptoms, 
normalized balance 
and vestibular 
function, or plateau in 
progress as reasons 
for stopping therapy 

Clinicians may use 
achievement of primary 
goals, resolution of 
symptoms, normalized 
balance and vestibular 
function, or plateau in 
progress as reasons for 
stopping therapy 
(Objective and subjective 
outcome measures could 
be used). 

Assure individual 
variability in setting the 
management therapy 
protocol. 
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-Patient’s age and 
physical capabilities 
should be considered. 
   


