
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 



 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

MAGNETIC RESONANCE IMAGING AND MR ANGIOGRAPHY (MRA) 

• Considered the investigation of choice if the history and examination suggest a central cause for 

vertigo or if a peripheral and central cause cannot be distinguished and there are risk factors for 

cerebrovascular disease or if there is a severe headache accompanying the vertigo. 1  

• Ischaemia in the vertebrobasilar system can produce infarction of the labyrinth, brain stem, 

cerebellum or a combination of these areas.  

• Vertigo associated with these causes is typically of abrupt onset and occurs in patients with risk 

factors for stroke such as hypertension, diabetes, smoking or those with cardiac abnormalities 

such as atrial fibrillation of valvular heart disease. 2-6  

• MRI has a high sensitivity for the detection of cerebellar infarction, even early in the course of 

symptoms but may be less sensitive for the detection of a cerebellar haemorrhage. The 

conversion of oxyhaemoglobin to deoxyhaemoglobin, which may take 12-24 hours, also allows 

the more ready detection of haemorrhage. 8  

• One study showed MRA to have a sensitivity of 97% and specificity of 98.9% for the diagnosis of 

occlusions and stenoses of the posterior circulation when compared to the reference standard of 

intra-arterial angiography. 7  

• The use of diffusion weighted imaging (DWI) is particularly useful for the detection of 

ischaemia. Two studies have shown DWI to have a sensitivity of 88-100% and specificity of 95-

100% for the detection of ischaemia within 6 hours of stroke. 9,10  

 

COMPUTED TOMOGRAPHY 

• If MRI is not available or contraindicated CT is the preferred investigation for suspected 

vertebrobasilar ischaemia or haemorrhage. 1  

• However, CT is not as sensitive as MRI with diffusion weighted imaging for the detection of 

ischaemia and provides inferior images of structures in the posterior fossa. 11  

• Fine cuts through the cerebellum should be used to assist with diagnosis. If immediate brain 

imaging is indicated and a normal CT is obtained on the first day subsequent MRI and MRA are 

generally recommended and in the meantime the patient's neurological status should be closely 

monitored. 1  

• Imaging may not be necessary if the patient has isolated vertigo, no other neurological signs and 

no risk factors for stroke. 1  
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Website 

For more information go to www.imagingpathways.health.wa.gov.au 
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