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Southcare – we have ben advised that Southcare are unable to take any further referrals this 
weekend. 
Suspected MERS cases – after a potential case presented a couple of weeks ago, here is a 
reminder on the logistics of managing such patients.  

!  

THIS WEEK 
Premature Costal Cartilage Calcification      



Premature Costal Cartilage Calcification   

Thanks to Nitin for the interesting case and review.  

A 21 yo female, presented with abdominal pain for 3 days. Workup was essentially non diagnostic 
and was considered non-specific abdominal pain. She was advised to go back to GP for follow up, 
medications for constipation and organise outpatient colonoscopy.  
Her abdominal x-ray was as below  

  
The x-ray shows premature costal cartilage calcification, premature as it has happened before the 
age of 30 years. 

This is not considered to be a normal variant. As per an Austrian Study, on the retrospective review of 
360 abdominal x-rays, they found 19 with PCCC a prevalence of 5.2%. They reviewed these patient’s 
records and found that most common cause for presentation was abdominal pain of unknown origin 
despite multiple workups.   
However most importantly, these patients had high prevalence of rare metabolic, endocrine and 
haematological disorders. Important among these are diseases such as porphyria, Addison’s disease, 
hyperthyroidism and gonadal neoplasms.  

DIZZINESS – WHY “WHAT DO YOU MEAN BY “DIZZY”? SHOULD NOT BE THE FIRST 
QUESTION YOU ASK

Joke / Quote of the Week

The Week Ahead

Editor: Peter Wyllie



 
In the ED, we focus on emergencies, but the appreciation of rare presentations is also important. This 
case highlights the importance of picking up on subtle yet important radiological indicators which point 
to the need for further investigation under Endocrine and/ or  Haematological streams.  

Ref- Rhomberg W, Premature Calcifications of Costal Cartilages: A New Perspective,  
Radiology Research and Practice 2014 Volume 2014 (2014), Article ID 523405 http://dx.doi.org/
10.1155/2014/523405 

DIZZINESS – WHY “WHAT DO YOU MEAN BY “DIZZY”? SHOULD NOT BE THE FIRST 
QUESTION YOU ASK 

Back in early July we discussed nystagmus, vertigo and the assessment of oculomotor disorders 
especially in the context of posterior circulation strokes. 

One “guru” frequently quoted on this topic is David Newman-Toker, an American neurologist who 
wrote his PhD on dizziness, a very frequently encountered presentation in the ED. In his thesis he 
looked into why we should not focus on the answer to the above question. I must admit that this is the 
first question I had been asking of patients and JMOs, so it’s bit of a “wake up call”. 

Dizziness is a complex neurological symptom that reflects a change in the normal balance perception 
and spatial orientation.    

Why do we get dizzy? The vestibular system functions (with other sensory and motor systems) to: 
- Prevent falls during locomotion 
- Stabilise vision when the head is in motion 
- Adjust autonomic tone esp BP to postural and gravitational changes 

To achieve these functions there is a complex integration of vestibular and all sensory inputs. In 
consequence, dizziness results when there is a mismatch or insufficiency of these sensory inputs. 
This mismatch can be as a result of focal and generalised neurological issues in addition to systemic 
factors.  

Pitfalls of Dizziness 
a. Symptoms factors  

a. High symptom prevalence coupled with benign nature of the underlying cause in 
most patients.  

b. Breadth and complexity of the differential diagnosis / aetiology- one study of 106 
dizzy patients had 46 likely diagnoses.   

c. Lack of information about the prevalence of various uncommon causes in frontline 
health care settings 

i. few studies on the frequency of significant pathology in the undifferentiated 
dizzy patient 

ii. most studies on dizziness are disease based research in which the 
information is inverted to help inform diagnostic reasoning “if these are the 
characteristics of the disease, then when I see these characteristics, they will 
be indicators of the disease”  
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1. eg most studies on head impulse test have been done on outpatients 
/ dizziness clinics where there is a preponderance of chronic 
peripheral vestibular disorders. Subsequently some authors have 
suggested that an abnormal head impulse test alone is an indicator 
of peripheral Dx- yet ~ 50% of patients with a central cause have an 
abN result while nearly 20% of patients with a peripheral cause will 
have a normal result  

  
d. Inability of patients to clearly describe their dizziness symptoms- see below in more 

depth 
i. Older patients report 2 or more dizziness categories more than ½ the time.  
ii. There is no consensus amongst clinicians on the exact definition of these 

dizzy entities (? Does it include those with any sense of spinning or motion)  
e. High rate of misconception among providers about bedside assessment- he feels that  

with the absence of lateralising symptoms,  posterior circulation events are often not 
consider as a potential Dx in the dizzy patient  

f. Under appreciated subtleties of clinical history and exam techniques  
i. He feels many are not able to correctly use and interpret the HINTs test or 

look for subtle neuro signs  
g. Lack of sensitivity and specificity of commonly used lab and imaging tests  

i. CT sensitivity for brainstem and cerebellar infarcts is < 40% - even MRI with 
DWI can miss early brainstem strokes  

Our current approach 
Traditionally we have divided dizziness into 4 types based on texts written in the 70s 

1) vertigo (illusion of spinning or motion)  
2) Dysequilibrium (loss of balance or equilibrium when walking)  
3) Presyncope (feeling of impending faint)  
4) Other ill defined dizzy sensations  

This categorisation is the first misstep he feels we make as this then sets the whole cognitive process 
off in the wrong direction and certain diagnoses are not being considered.  

Dizziness type    Likely Aetiology  
Vertigo        Vestibular 
Dysequilibrium    Neurological 
Presyncope     Cardiovascular 
Non-specific dizziness   Metabolic / psychiatric  

He conversely feels that we undervalue other clinical features including timing, triggers and 
associated symptoms. To test these ideas he undertook a number of studies.  

1) He studied 505 ED residents and physicians from the US and found that 64% ranked that 
“quality” was the most important diagnostic feature (11% timing / 12% triggers / 13% 
associated symptoms). He found that once this symptom quality was defined, most clinicians 
agreed that this influenced the decision whether a certain diagnosis was, or was not to be 
pursued.   

2) The second study he performed was on 316 ED patients with dizziness. He allowed them to: 
• write down an open ended description of their dizziness  
• “pick all that apply” of 6 different dizziness descriptors   
• “pick the best” from those 6 descriptors- duration and  triggers of symptoms was also asked 

about. 
• For those patients  not choosing vertigo or spinning as their best choice , they were 

specifically asked “when you were feeling dizzy did you have any sense of motion or spinning 
and “when you were feeling dizzy did you have any sense of definite spinning”  

The options were checked for clarity if > 1 option was selected, consistency across the tests  and 
then these were retested to check reliability.  
(you can this happening on the floor – ask the same question 3 times and you get 4 different 
answers!)  
He found there was : 

- A lack of clarity describing dizzy symptoms as patients endorse more than one type of 
dizziness- 83% selected more than 1 type of dizziness  

- Internal inconsistencies with responses- 41% did not select an option previously reported in 
the open ended format - 76% endorse a category on directed inquiry not mentioned in prior 
answers   

- Unreliable in their responses – 48% had the same description with retests 
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- Approximately ¼ - 1/3 of patients who did not select vertigo or spinning on either of their best 
choices (first or retest) did say yes to the question “when you were feeling dizzy did you have 
any sense of definite spinning” 

- Approximately 60-80% of patients who did not select vertigo or spinning on either of their best 
choices (first or retest) did say yes to the question “when you were feeling dizzy did you have 
any sense of motion or spinning” 

- Timing and triggers were more reliable and consistent  

THP - it is difficult to get a consistent description and many will describe vertiginous 
symptoms when pushed in this direction  

 He also points out that  the type of dizziness does not appear to be a trustworthy predictor of the 
underlying cause. 
Although the maths doesn’t add up (? Combination of symptoms), the tables below demonstrate that 
a specific aetiology does not predict a specific symptom quality ie there are no “100%” on either chart. 

!  

!  

Additional comments re CVAs: 
- The cerebellum serves man functions that are more distributed and redundant (eg motor 

learning) so damage to large areas may be associated with only unimpressive clinical 
findings 

- With inferior cerebellar CVA (PICA or AICA) the most common symptoms are vestibular in 
nature (nausea, vomiting, dizziness, gait unsteadiness) with frequently absent classic Crb 
signs  

- 20% of basilar and 10% of Crb strokes initially manifest only with dizziness or vertigo  

What should we do then? In summary he advocates that we should not put so much on the 
description of the dizziness. Sure, it should be asked about but this should be one part of the history, 
not the first fork in the road. On pages 171 and 172 (182-3 on the pdf) there are 2 algorithms which 
we have not included as it’s too busy. However  he advocates the steps we should use: 
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1) Look at vitals- ? abnormal 
2) Is there pain ? 
3) Is the dizziness situational -? Certain precipitants 
4) Are they still dizzy? 
5) What was / is  the duration? 

!  

By combining these historical and examination features (not the dizziness type) he points ourt a 
number of associations which can be worrying or reassuring.  
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JOKE / QUOTE OF THE WEEK  

? Dracula in south west Sydney 
  

!  
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Please forward any funny and litigious quotes you may hear on the floor (happy to publish names if 
you want) 

THE WEEK AHEAD 
Tuesdays -  14:30 – 15:30 Intern & JMO teaching -Thomas & Rachel Moore 
Wednesday- 0800-0900 Critical Care Journal Club.  ICU Conf Room / 14:30 – 15:30 Intern & JMO 
teaching -Thomas & Rachel Moore  
Thursday 0730-0800 Trauma Audit.  Education Centre / 0800-0830 MET Review Education centre / 
1300-1400 Medical Grand Rounds.  Auditorium.
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