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T
hose of us that routinely see dizzy patients in

the clinic understand that the majority of these

individuals are takingmedications for a variety

of reasons. The average age of patients in our dizziness
clinic is 57 years and the average age of patients in our

falls risk assessment clinic is 76 years of age. Prescrip-

tion drugs are taken by patients to either treat their

dizziness, or some other medical condition. We all have

been taught that patients should discontinue medica-

tions 2 days before their vestibular assessment. The

conventional wisdom was that 48 hours would provide

sufficient time for the medications to metabolized and
cleared out of the system. The fear was that if medica-

tions were not discontinued then they would become

an uncontrolled variable and affect the test results.

For example, we were instructed that when assessing

ocular motor function, we should be vigilant as to

whether a patient is taking anticonvulsants and sed-

atives. The argument was that these types of medica-

tions have been shown to, in some cases, cause gaze-
evoked nystagmus on lateral gaze which indicates

impairment or dysfunction of the midline cerebellum.

This specific recommendation is based on scientific

studies and is documented in the literature (McCaslin

and Jacobson, 2009). However, there are other medica-

tion recommendations that that do not seem to be

based in fact or supported by scientific studies. One

popular recommendation provided by clinics is for pa-
tients to stop vestibular suppressants or antiemetics

24–48 hours prior to testing. This would include med-

ications such as Meclizine, Phenergan, and Scopol-

amine. Patients suffering from an acute attack of

vertigo are often prescribed these medications to re-

duce their symptoms (e.g., vertigo and nausea) until

the central nervous system can compensate for the

impairment or, in some cases, until normal function
is restored. The mechanism of action has been thor-

oughly described for these rescue drugs however,

very little has been published on their direct effect

on the vestibular assessment. These medications tar-

get the neurotransmitters acetylcholine, histamine,

and gamma-aminobutyric acid (GABA) at the level

of the vestibular nerve and nuclei. They act to reduce
neural asymmetries in the brainstem (reducing the

symptoms of vertigo) and some also have a second-

ary effect of reducing anxiety that is often accompa-

nied by a spontaneous episode of vertigo (Foster and

Baloh, 1996). The primary concern has been that the

medications would reduce the gain (i.e., the respon-

siveness) of the vestibular system and produce a bilat-

eral vestibular hypofunction. However, when one
looks closely at the literature there is very little evi-

dence to support this contention. Anecdotally, over

my 201 year career of testing patients, I have found

that I get robust caloric responses whether a patient

has taken Meclizine or not. The point is that we need

more research done in this area so that we can make

appropriate recommendations to our patients with

regards to which medications may influence our test-
ing and which ones will likely have no substantial ef-

fect. There can be a great deal of confusion when

patients receive the list of what medications they

should not be taking. It is not an uncommon occur-

rence for a patient to arrive for the appointment

and say ‘‘I was unclear as to which medications did

what so I just stopped taking them all,’’ which could

be problematic if the patient discontinued, for example,
antidepressant, antiseizure, or cardiac medications

A great study addressing this issue appears in this

issue of JAAA. The study was conducted by our col-

leagues in Buffalo (McNerney et al, 2014a,b). In this

issue McNerney et al provide data that begin to an-

swer the question of what the effect of caffeine has

on rotational testing. It is common for clinicians to di-

rect patients to not consume caffeine prior to testing;
but why? In this study, subjects were tested after they

consumed a caffeinated beverage (i.e., condition 1,

coffee containingz300mg of caffeine), as well as after
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abstaining from caffeinated beverages (i.e., condition

2). The results are compelling and if used as a recom-

mendation those patients used to having a cup of

‘‘Joe’’ in the morning will be much more pleasant
and livelier during that early morning test. I encour-

age you to read this important and scientifically

sound study and look forward to other studies evalu-

ating what patients should abstain from before hav-

ing a vestibular test.

Devin L. McCaslin

Deputy Editor-in-Chief

REFERENCES

Foster CA, Baloh RW. (1996) Drug therapy for vertigo. In: Baloh
RW, Halmagyi GM, eds. Disorders of the Vestibular System. New
York: Oxford University Press, pp. 541–550.

McCaslin DL, Jacobson GP. (2009) Current role of the videonys-
tagmography examination in the context of the multidimensional
balance function test battery. Semin Hear 30(4):242–252.

McNerney KM, CoadML, Burkard R. (2014a) The influence of caf-
feine on calorics and cervical vestibular evokedmyogenic potential
(cVEMP) testing. J Am Acad Audiol 25(3):261–267.

McNerney KM, CoadML, Burkard R. (2014b) The influence of caf-
feine on the sensory organization test (SOT). J AmAcad Audiol 25
(6):521–528.

Editorial/McCaslin

567

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.


