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Megan Eyler 2013 

Classifying Possible Sources of Dizziness 
Tempo-Symptoms-Circumstance 

 
 

 
Seconds to minutes (episodes) 

 
Minutes to hours (episodes) 

 

 
Hours to days 

Presyncope Vertigo Vertigo 
 

Vertigo Disequilibrium/other 

 
Position induced? 

 
Migraine? 

Presyncope/
other 

 
Spontaneous 

 
Movement 
induced 

Worse when 
standing/walking in dark? 

Yes No Yes No Yes No 
Hearing loss? Could 

indicate: 
 

-Migraine 
associated 
dizziness 

 
 

Yes 

 
 

No 

Could 
indicate: 

 
-Orthostatic 
hypotension 

 
-Transient 

arrhythmias 
 

-Vasovagal- 
attacks 

 
-Heart 

conditions, 
valvular 
disease 

 
-Hypervent-

ilation 
 

-Seizures 
 

-Psychogenic 
disorder (e.g. 

anxiety) 

Could 
indicate: 

 
-BPPV 

 
-Migraine 
associated 
dizziness 

 
-Vestibular 
paroxysmia 

 

Could 
indicate: 

 
-Psycho-

genic 
dizziness 

 Could 
indicate: 

 
Meniere’s 
disease 

 
Labyrinth-
itis 

Could 
indicate: 

 
-

Vestibul-
ar 

neuritis 
 

-Stroke 
 

-TIA 
 

-Degene-
rative 

disease 
 

Could 
indicate: 

 
-Medication 
side effects 

 
-Anemia 

 
psychogenic 

dizziness 
(e.g. panic 

attack) 

Exacerbated 
by head 

movements? 
 

YES, could 
indicate: 

-Vestibular 
Neuritis 

-Labyrinthitis 
-Meniere’s 

disease 
Perilymphatic 

fistula 
-cervical 
vertigo 

 
NO, could 
indicate: 
-Mal de 

debarquement 
-Psychogenic 

dizziness 

Could 
indicate: 

 
-Motion 
sickness 

 
-Migraine 
associated 
dizziness 

Could 
indicate: 

 
-Bilateral 
vestibular 

loss 
 

-Sensory 
loss (vision, 
neuropathy) 

 
-unilateral 
vestibular 

deficit 
(Acoustic 
neuroma, 

neuritis, etc) 
 

Could 
indicate: 

 
-Basal ganglia 

disease 
 

-Motor or 
Cerebellar 

lesion 
 

-Other neuro 
diseases (e.g. 

MS, ALS) 
 

-LE weakness 
 

- psychogenic 
dizziness (eg. 

Chronic 
subjective 
dizziness) 

 





MOTION SENSITIVITY SCORE 
Positional Testing 
Position Change Symptoms 

Intensity 
Symptom 
Duration 

Score (I+D) Nystagmus 

Baseline 
Symptoms 

 ____________ ____________  

1.  SittingÞSupine     
2.  SupineÞLeft side     
3. ÞÞRight side     
4.  SupineÞsitting     
5.  Left Dix-Hallpike     
6. ÞÞSitting     
7.  Right Dix-
Hallpike 

    

8. ÞÞSitting     
9.  SittingÞNose to 
left knee 

    

10. ÞÞSitting erect     
11.  SittingÞNose to 
right knee 

    

12. ÞÞSitting erect     
13.  SittingÞNeck 
rotation 

    

14.  
SittingÞNectkflexion 
& extension 

    

15.  180 degree turn 
to the right 

    

16.  180 degree turn 
to left 

    

  Total   
  MSQ   
 
a.  symptom intensity:  subjective (patient report) scale from 0 to 5 
          (0 = no symptoms, 5 = severe symptoms) 
b.  symptom duration:  scale from 0-3  
          (5-10 sec = 1 point; 11-30 sec = 2 points; >30 sec = 3 points) 
c.  total score = intensity + duration for each position change 
d.  MSQ (motion sensitivity quotient) = (#Positons  Total Score) / 20.48 
 

ADAPTED FROM RICHARD A. CLENDANIEL LECTURE’98  
 
Abbott: 0-10% = mild; 11-30% = moderate; 31-100% = severe  
Improvement indicated by: 

• Decreased number of provoking positions 
• Increased number of reps before symptom occurrence 
• Decreased intensity of symptoms 
• Shorter duration of symptoms 





Prepared by Megan Eyler, November 2012. 
        1 

 

EVIDENCE TABLE 
 

PICO: In patients with vertigo due to peripheral vestibular impairments, does the addition of vestibular-specific exercises to standard medical care 
result in reduced symptoms of imbalance and increased functional mobility? 
  
Vestibular Rehabilitation (VR) or Vestibular ; Gaze stabilization exercises (GSE); Base of support (BOS), Eyes closed (EC), Eyes open (EO); Dynamic Gait Index (DGI), Disability Handicap Index (DHI); 

Vertigo Symptom Scale (VSS); Vertigo Handicap Questionnaire (VHQ); Vestibular Disorders Activities of Daily Living (VDADL); Computerized digital posturography (CDP); sensory organization tests (SOTs) 
 

Authors 
(Year) 

Title Purpose & 
Design 

Participants Intervention Outcomes: Frequency and 
Results 

Author 
Conclusions 

Clinical Relevance & 
Relevance to PICO  

Horning 
E, Gorman 
S. (2007) 

Vestibular 
rehabilitation 
decreases fall 
risk and 
improves gaze 
stability for an 
older 
individual with 
unilateral 
vestibular 
hypofunction. 
 

The purpose was 
to describe the 
development of 
an individualized 
plan with 
accompanying 
HEP for individual 
with unilateral 
vestibular 
hypofunction. 
 
Case Study 

80yo. male with 
confirmed unilateral 
vestibular loss, 
decreased balance 
and gaze stability 
and increased fall 
risk. 

1st session: instruction of GSE and 
exercise of standing with wide BOS 
and EC with dynamic head turns for 
30 seconds in each direction. Each to 
be part of HEP to completed 3x a day. 
2nd session: correction of GSEs and 

HEP progressed to include narrow 
base of support with arms cross over 
chest for all 3 conditions described 
above.  
3rd/4th session: sharpened Romberg 

position w/ EO. Progression of GSE to 
include busy background and to stand 
with narrow BOS during this exercise.  

Measured at baseline and 4 
other times during 5 wk period. 
 
By end of treatment patient met 

all PT goals: 
- DGI increased to 20/24 (from 

11/24 @ baseline) 
- Dynamic visual acuity with 1 

line discrepancy (from 4-line 
discrepancy @ baseline) 
- DHI score decreased to 12 

(from 30) 
- Improved to Negative Romberg 

in EO and EC positions (from 
positive sharpened/tandem 
Romberg with EO @ baseline) 

Concluded that 
the model of VR 
via HEP with 
periodic in clinic 
VR sessions to 
assess, correct 
and progress HEP 
is effective in 
decreasing fall risk 
and increasing 
gaze stability in 
patient with 
vestibular 
hypofunction.  

A HEP including GSE and 
balance tasks can 
compliment VR provided in 
the clinic as effective means 
to reduce falls risk and 
imbalance associated with 
vestibular hypofunction 
 
-This case study performed 

on high functioning patients 
and this concept may not 
generalize to patients with 
higher levels of vestibular 
dysfunction. 
 
 

   
 

     

Corna S, 
Nardone A, 
Prestinari 
A, Galante 
M, Grasso 
M, 
Schieppati 
M.  
(2003) 

Comparison 
of Cawthorne-
Cooksey 
exercises and 
sinusoidal 
support 
surface 
translations to 
improve 
balance in 
patients with 
unilateral 
vestibular 
deficit.  
 

To compare VR 
using Cawthrone-
Cooksey 
exercises to VR 
using moving 
platform that 
provides 
continuous 
perturbations.  
 
quasi-

experimental 

N=32 (16 women); 
age 58.9±12.9 yrs) 
 
- Inclusion: 
imbalance due to 
unilateral vestibular 
deficit, no prior VR, 
or pharmacologic 
treatment in past 3 
mo. 
- Exclusion: central 
or peripheral 
neurologic disease 
and BPPV  

2 VR sessions/day for 30 minutes for 
5 days a week in inpatient setting. 
 
Group A: Cawthrone-Cooksey 

exercises completed 5x with EO then 
EC. Complexity inc as pt able. 
 
Group B, instrumental training: 

standing EO and EC platform moving 
in A-P or M-L directions. 
 

Measured at baseline, 
throughout treatment, 11 subjects 
tested 1 mo prior (to control for 
spontaneous recovery w/o VR) 
and 9 tested 1 mo following d/c 
(to test persistence of effect). 
 
- Reduced body sway and 

decreased subjective reports of 
imbalance improvement 
significantly improved in both 
groups 
-Significantly greater 

improvement in head and hip 
displacement noted with VR with 
platform compared to C-C VR. 
-DHI and POMA (Tinetti) scores 

improved significantly in both 
groups 
-No significant difference in 

balance outcomes for patients 
tested 1month prior to study. 

- The authors 
concluded that 
both types of VR 
are effective - by 
improving patient 
gait and balance 
significantly.  
- Instrumental VR 

may be more 
effective for 
improving stability 
during quiet stance 
due to improved 
head and hip 
control.  
- Balance 

improvement was 
not due to natural 
history of disease. 
 

- Use of VR with moving 
platform may improve 
balance and functional 
mobility to greater extent 
than C-C exercises but 
these instruments are not 
available in all VR facilities.    
 
- Balance did not improve 

over 1 month prior to 
initiation VR, further study 
warranted to confirm that 
VR is more effective than 
standard medical treatment 
or no VR treatment. 
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Authors 
(Year) 

Title Purpose & 
Design 

Participants Intervention Outcomes: Frequency and 
Results 

Author 
Conclusions 

Clinical Relevance & 
Relevance to PICO  

Black FO, 
Angel CR, 
Pesznecke
r SC, 
Gianna C  
(2000) 
 
 
 
 
 
 

Outcome 
analysis of 
individualized 
vestibular 
rehabilitation 
protocols. 

To determine if 
individualized VR 
programs are 
effective in 
subjects with 
peripheral 
vestibular 
dysfunction as 
compared to 
control groups. 
 
 
Prospective, 

Cross sectional 

N=124 
- Group A: >18 

years old, c/o of 
persistent 
imbalance and dx of 
peripheral vestibular 
disorder, abnormal 
CDP and SOTs. 
 
- Control groups: 
 
Group B: subjects 

with same 
characteristics as 
group A but did not 
receive VR 
- Group C: age and 

gender matched 
controls 
 
- Exclusion: <18 

years, other medical 
conditions, prior VR. 

Group A; individualized VR program 
with PT supervised sessions 1x week 
for 60 mins with HEP, phone contact 
with PTs during week. Assessed and 
progression through out based on 
subject. 
 
Group B: no VR; typical medical care 
 
Group C: age-matched controls taken 

from previous longitudinal study. 

Measures taken for Groups A 
and B at baseline and every 6 
wks.  
 
-Significant dec in # falls in 

Group A, no diff in Group B. 
-Significant inc in SOTs in Group 

A, no diff in Group B 
-Significantly more improvement 

in balance and sxs in Group A vs 
B. 
-Greatest subjective 

improvement in ADLs reported in 
Group A 
-Group A post SOTs and Group 

C SOTs were both in normal 
range, but Group C significantly 
higher than Group A. 

- Subjects with 
wide range of 
vestibular 
dysfunction benefit 
from individualized 
VR program to 
reduce imbalance, 
functional mobility 
and performance 
of ADLs. 

-VR in form of 
individualized protocol is 
more effective than 
standard medical care in 
reducing symptoms and 
functional performance of 
ADLs 
-Reinforcement of VR 

therapy through HEP and 
phone calls may improve 
benefits of VR 
-Even with VR, patients 

with vestibular dysfunction 
may not reach as high of 
SOT scores as patients w/o 
vestibular dysfunction. 
-Selection bias of 21 

women vs 7 men 
-Some patients took 

medication during study 
which can suppress 
compensation.  

        
Cohen, 

HS, 
Kimball KT 
(2003) 

Increased 
independence 
and 
decreased 
vertigo after 
vestibular 
rehabilitation.  

The purpose of 
this study was to 
determine if a 
minimal HEP of 
VR habituation 
exercises was 
sufficient to 
decrease vertigo 
and improve 
independence 
and psychosocial 
function in 
patients with 
chronic vestibular 
dysfunction.  
 
Quasi-

experimental 

N= 71 (38 female, 
15 male); mean of 
51 ±13.6 y.o. 
 
-Inclusion: hx of 

vertigo for last 2 
months, dx of 
chronic 
vestibulopathy w/o 
disequilibrium, neck 
ROM WFL, 
ambulatory w/o aid 
 
-Exclusion: 

Meniere’s disease, 
BPPV, acute 
vestibular 
neuronitis, 
orthopedic 
limitations. 

Subjects instructed to complete HEP 
plan of VR habituation exercises with 
written instructions and diagrams 
5x/day. Subjects performed HEP for 4 
weeks prior to post-testing. 
 
Group1: slow head movements @ 

0.04 Hz seated, started with 2 reps 
and gradually increased repetitions 
and cycles. 
 
Group 2: rapid head movements 

@1.5Hz seated and standing. Started 
with 10 repetitions and increased by 5 
as able. 
 
Group 3:rapid head movements as 

described in Group 2. Subjects 
received weekly telephone call to 
encourage compliance. 

Measures taken periodically over 
4 wk intervention and up to 160 
days after baseline measure. 
 
- “Exponentially” significant 

decreased in vertigo intensity in 
all groups, most change occurring 
in first 30-45 days. 
-Significant decrease in vertigo 

frequency, most occurring in first 
30-45 days. No significant 
difference between groups. 
- Significant decreased in VADL, 

DHI, and VSS scores from pretest 
to posttest. Trend for Group 1 
score to dec faster than Groups 2 
and 3. 
- No significant changes in 

Vertigo Handicap Questionnaire 
in any groups. 
- Significance defined as 
(p<0.001) 

-Authors conclude 
that vestibular 
habituation head 
movement HEP is 
effective in 
reducing vertigo 
and increases 
independence of 
ADLs. 

- A HEP can be effective in 
reducing frequency and 
intensity of vertigo and 
functional impairment.  
 
- HEP provides patients 

with benefits of flexibility 
and simplicity but 
compliance and correct 
performance of VR exercise 
may arise. No control 
comparisons were made 
against subjects who 
received outpatient VR. 
 
- 18 subjects excluded or 

dropped out decreased 
sample size significantly, 
authors did not comment on 
how this affected results. 

 
 

       



Prepared by Megan Eyler, November 2012. 
        3 

 

 
Authors 
(Year) 

Title Purpose & 
Design 

Participants Intervention Outcomes: Frequency and 
Results 

Author 
Conclusions 

Clinical Relevance & 
Relevance to PICO  

Simhardi 
S, Panda 
N, 
Raghunath
a M  
(2003) 

Efficacy of 
particle 
repositioning 
maneuver in 
BPPV: a 
prospective 
study. 

The purpose of 
this study was to 
compare short 
and long term 
efficacy of particle 
repositioning 
maneuver (PRM) 
(also known as 
Epley maneuver), 
to placebo.  
 
RCT, single 

blind, prospective 

N=40 
- 18-72 yo; 20 

female, 14 right side 
involved, various 
etiologys of BPPV. 
- No 

inclusion/exclusion 
criteria provided. 

- PRM group: PRM/Epley maneuver 
performed. Instruction to avoid 
positions <45 deg given to subjects for 
next 48 hrs and to resume normal 
activities after 2 days. PRM performed 
as needed at follow-ups after initial 
visit. 
 
- Control group: maneuver without 

vestibular significant performed. 
 

Measures taken at baseline, 1 
wk, 4 wks, and then every 3 mo 
for 1 year. 
 
-At 1 wk, 95% resolution of sxs 

in PRM group compared to 15% 
of controls 
-At 6 mo., 5% of PRM group had 

recurrence compared to 75% of 
control group 
-At 1 yr, 90% of PRM group 

reports no sxs and 10% were 
positive on Hallpike compared to 
15% with no sxs and control 
group with 90% positive on 
Hallpike. 
 

-Concluded that 
PRM is effective in 
short and long-
term to 
management of 
BBPV.  
- BBPV is not 

likely to 
spontaneously 
resolve without 
PRM.  

-VR is more effective than 
no treatment at 1 week, 6 
months and 1 year. 
-Relatively infrequent PRM 

treatments can lead to 
significant improvements in 
balance and symptoms. 
-BPPV symptoms are not 

likely to resolve w/o 
treatment (standard medical 
care) and reoccurrence is 
high 
-Future research should 

include a larger sample size 
to improve power of results 

 
 
 

       

Krebs DE, 
Gill-Body 
KM, Parker 
SW, 
Ramirez 
JV, 
Wernick-
Robinson 
M 
 (2003) 

Vestibular 
rehabilitation: 
useful but not 
universally so. 

The purpose of 
the study was to 
determine if VR 
improves gait 
stability and if 
improvement is 
retained after 1 
year. 
 
RCT, 

prospective 

.N=124; 27 
returned for long-
term follow up 
 
-Inclusion: 

unilateral vestibular 
hypofunction (UVH) 
or bilateral 
vestibular 
hypofunction (BVH), 
normal visual exam, 
amb w/o AD, no 
prior VR or gait 
training. 
 
-Exclusion: BPPV, 

Meniere’s disease, 
unstable 
vestibulopathies 
 

Group A: 6wks of 1x week VR, 
followed by 6 wks of HEP VR 
exercises (performed 1x day, 
5+days/wk). VR included GSE and 
balance retaining exercises, VOR 
substitution exercises. Strategy 
individualized to patient. 
 
Group B: 6 wks of 1x weekly 

outpatient placebo (isometric 
strengthening exercise), followed by 6 
wks of HEP VR exercises (per above). 
 
Both groups encouraged to continue 

HEP up to 1 year follow up. 
 

Baseline, 6 wks, 12 wks, 1 year 
 
-At 6 wks, Group A had 

significant inc in gait velocity and 
stability compared to Group B 
(p<0.01) 
-At 12 wks, after both groups 

had 6wks of HEP VR, significant 
improvement in gait stability in 
Group A compared to B, but less 
than at 6 wks (p = 0.05) 
-At 1 year, no significant 

difference between Groups A and 
B. 
-61% of Group A had clear gait 

stability gains at 1 yr. 

-VR increases gait 
stability patients 
with UVH and BVH 
more quickly than 
in patients w/o VR. 
But long-term, VR 
does not have 
significant impact 
on gait stability. 
 
-VR programs 

should include 
strategies that 
decrease vertical 
CM displacement 
during gait 

-Individualized VR followed 
by generalized VR HEP is 
successful in most patients.  
-VR should be individually 

tailored to patient’s needs 
because some VR 
treatment strategies are 
better depending on dx of 
BHV or UVH. 
-Heterogeneous subject 

population led to lower 
success rates because VR 
was more generalized.  
-Studies that study VR 

efficacy with more 
homogenous patient 
population may provide 
stronger support for VR 
-Further, 38 subjects 

dropped out between 
baseline measures and 1 
year follow up leading to 
dec power of results 
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Authors 
(Year) 

Title Purpose & 
Design 

Participants Intervention Outcomes: Frequency and 
Results 

Author 
Conclusions 

Clinical Relevance & 
Relevance to PICO  

Venosa 
AR, Bittar 
RS 
(2007) 

Vestibular 
rehabilitation 
exercises in 
acute vertigo 

To determine if 
VR using VOR 
adaption type-
exercises are 
effective in early 
stages of 
peripheral 
vestibular 
disorder. 
 
RCT, 

prospective 

N = 87 (50 female) 
- Inclusion: >18 

years, episode of 
vertigo in past 5 
days, abnormal 
results on 2 
vestibular tests, free 
of vestibular 
disease in past 6 
mo. 
 
- Exclusion: use of 

medication that 
could interfere with 
vestibular system in 
past 7 days, CNS 
disorder or BPPV, 
or perilymatic 
fistula. 

- Study group (SG), n=45: VOR 
adaption exercises including X1 and 
X2 in horz and vertical planes for 1 
min, 3x day, for 3 wks. Subjects start 
exercises at slow velocity and 
progressed during 3 wks. 
 
-Control group (CG), n=42: placebo 

exercise; fixation of gaze of visual 
target without moving head while 
blinking eyes. Performed 1x day, 3x 
week, for 3 weeks. 
 
Both groups instructed to use 

dimenhydriante (up to 150mg/dl) as 
needed if symptomatic. 

Measures taken at baseline and 
once during 3 time periods: 3-5 
days, 7-10days, 18-21 days. 
 
-Intensity of symptoms was 

significantly less in SG than CG 
at 2nd and 3rd evaluations 
compared to CG. This effect 
decreased by 4th and final 
evaluations no significant 
difference between groups found. 
- Medication use dec I both 

groups but by 10-14 days 67% of 
SG and 3% of CG were not using 
medication, by follow up, 86% of 
SG and 14% of study group were 
not using medication. 
-Nystagmus and abnormal 

Rhomberg tests dec in SG 
significantly faster than CG 
-@ 3rd and 4th evaluations CG 

performed better than CG on 
Fukuda and PHSN test. 
 

-Adaption VOR 
exercises are 
effective in 
reducing duration 
of symptoms and 
use of medication 
in acute vestibular 
disorders.  
 
-VR including 

adaption exercises 
results in faster 
improvement than 
placebo treatment. 

-If patients can tolerate VR, 
in form of adaption VOR 
exercises they should be 
given to patients with acute 
vestibular dysfunction 
 
-Positive effects include 

reduction of symptoms, 
increased balance, and 
decreased reliance on 
medication. 
 
-Possible sources of 

investigator bias because 
they were not blinded to 
group type during initial and 
follow up assessments. 

Yardley L, 
Beech S, 
Zander L, 
Evans T, 
Weinman 
J. 
(1998) 

A randomized 
controlled trial 
of exercise 
therapy for 
dizziness and 
vertigo in 
primary care. 
 

To determine if 
VR is feasible and 
more beneficial 
than standard 
medical care for 
patients reporting 
dizziness.  
 
RCT, 

prospective 

N=143 
Mean age 60.1+/- 

15.2, 115 women 
(81%) 
-No inclusion or 

exclusion criteria 
provided but stated 
that duration of 
illness ranged from 
under two years to 
over  years and that 
a 1/3 of patients had 
dx of Meniere, 
labyrinthitis, and. 
BPPV. 

- VR group, n=67: RN provided 30-
40min VR sessions including 
education, 8 sets of standard head 
and body movements. No specifics 
were provided about exercises used.  
Subjects instructed to perform HEP 2x 
day. (no details of HEP provided) 
 
- Control group, n=76: No details 

provided, assumed that typical course 
of medical care provided to these 
controls 

Measures taken at baseline, 6 
wks and 6 mo. 
 
-Trend of greater improvement 

as measured by subjective 
questionnaire after VR (p=0.02) 
which became significant at 6 mo 
(p=0.002) 
-Significant change observed at 

6 mo for Hospital Anxiety and 
Depression scale, Sharpened 
Romberg but not VHQ. 
-Control group did not 

demonstrate significant 
improvement in any outcome 
measure. 

-With VR 
symptoms and 
balance improve  
in short term (at 6 
weeks) and further 
improvement is 
seen long-term (at  
6 mo.) 
 
-Improvements in 

balance were 
modest, VR does 
not totally eliminate 
all symptoms 

-VR is more effective in 
reducing symptoms and 
balance compared to 
standard medical care. 
 
- Further studies needed to 

address optimal treatment 
regimen and if a more 
tailored program would be 
more effective.  
 
-Problem of “motivation” of 

subjects led to high drop out 
rate, methods to reduce this 
effect are needed. 

 



Cawthorne Cooksey Exercises 

In bed or sitting 
Eye movements -- at first slow, then quick 

up and down 
from side to side 
focusing on finger moving from 3 feet to 1 foot away from face 

Head movements at first slow, then quick, later with eyes closed 
bending forward and backward 
turning from side to side. 

Sitting 
Eye movements and head movements as above 
Shoulder shrugging and circling 
Bending forward and picking up objects from the ground 

Standing 
Eye, head and shoulder movements as before 
Changing from sitting to standing position with eyes open and shut 
Throwing a small ball from hand to hand (above eye level) 
Throwing a ball from hand to hand under knee 
Changing from sitting to standing and turning around in between 

Moving about (in class) 
Circle around center person who will throw a large ball and to whom it will be 
returned 
Walk across room with eyes open and then closed 
Walk up and down slope with eyes open and then closed 
Walk up and down steps with eyes open and then closed 
Any game involving stooping and stretching and aiming such as bowling and 
basketball 
 

Diligence and perseverance are required but the earlier and more regularly the exercise 
regimen is carried out, the faster and more complete will be the return to normal activity. 
Ideally these activities should be done with a supervised group. Individual patients should 
be accompanied by a friend or relative who also learns the exercises. 

Tim Hain!"http://www.dizziness-and-balance.com/treatment/rehab/cawthorne.html 
(Adapted from Dix and Hood, 1984 and Herdman, 1994; 2000) 
 


