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Early vertigo in a patient with oligosymptomatic and prolonged COVID-19: 
a case report

Emerging infectious disease COVID-19 is caused by the new coronavirus 
SARS-CoV-2 and it has been described as potentially multisystemic. 
Despite its predominantly respiratory syndromic presentation, a series of 
extra-pulmonary manifestations, including neurological ones, have been 
documented. This report refers to a 61-year-old male patient assisted in 
ambulatory regime for control of chronic comorbidities. This patient 
presented complaints of nasal congestion, vertigo and had positive 
RT-PCR for SARS-CoV-2 at the initial evaluation, remaining positive 
21 days after symptoms onset. There were no aggravation signs during 
the course of the disease and complete resolution of symptoms occurred 
approximately two months after initial clinical presentation.
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ABSTRACT

Vertigem inicial em paciente com COVID-19 oligossintomática e prolongada: relato de caso

CASE REPORT

1 Hospital Metropolitano Odilon 
Behrens, Belo Horizonte, Minas Gerais, 
Brazil.
2 Faculdade da Saúde e Ecologia Humana, 
Vespasiano, Minas Gerais, Brazil.
3 Fundação Hospitalar do Estado de 
Minas Gerais – FHEMIG – Hospital 
Eduardo de Menezes, Minas Gerais, 
Brazil.
4 Centro de Informações Estratégicas em 
Vigilância em Saúde – CIEVS Minas/
SES-MG, Minas Gerais, Brazil.

Associate Editor Responsible:

Alexandre Moura
Santa Casa de Misericórdia de Belo 
Horizonte
Belo Horizonte/MG, Brazil

Corresponding Author:

Izabella Lobato Menezes
E-mail: izabellalmenezes@gmail.com

Supporting Sources:

None.

Conflicts of Interests:

None.

Received on: 11 February 2022.
Approved on: 14 February 2022.
Publication Date: 27 May 2022.

DOI: 10.5935/2238-3182.2022e32404

Izabella Lobato Menezes¹ , Leonardo de Assis Freitas Velloso¹,2,3,4

A doença infecciosa emergente COVID-19, causada pelo novo coronavírus 
SARS-CoV-2, tem sido descrita como potencialmente multissistêmica. 
Apesar de sua apresentação sindrômica predominantemente respiratória, 
uma série de manifestações extrapulmonares, incluindo neurológicas, têm 
sido documentadas. Este relato se refere a um homem de 61 anos, atendido 
em regime ambulatorial para controle de comorbidades crônicas, com 
queixas de congestão nasal, vertigem e com PCR SARS-CoV-2 positivo à 
avaliação inicial e por até 21 dias após início dos sintomas. Não houve sinais 
de gravidade durante o curso de doença e a resolução completa dos sintomas 
ocorreu em aproximadamente dois meses após apresentação clínica inicial.

Palavras-chave: COVID-19; Vertigem; Manifestações Neurológicas.

RESUMO

mailto:izabellalmenezes%40gmail.com?subject=izabellalmenezes%40gmail.com
https://orcid.org/0000-0002-5828-1218
https://orcid.org/0000-0002-5828-1218


COVID-19 vertigo

Rev Med Minas Gerais 2022; 32: e-32404

Revista Médica de Minas Gerais

2

Introduction

The novel coronavirus, denominated severe acute 
respiratory syndrome – coronavirus 2 (SARS-CoV-2), 
that causes COVID-19, is a single-stranded RNA virus 
considerably potential for rapid global spread, being 
associated with high morbidity and mortality rates1. This 
virus’ infectivity is related to the presence of the structural 
protein S (Spike), which binds itself to receptors of the 
angiotensin 2 converting enzyme (ACE-2), which is relevant 
to cellular tropism2. ACE-2 expression occurs in several cell 
types, including lungs, kidneys, intestine and brain, which 
implies several clinical presentation possibilities. Therefore, 
this infection is not restricted only to the respiratory system 
and, being multisystemic, it may also compromise both 
central nervous system (CNS) and peripheral nervous 
system (PNS)2. The spectrum of clinical presentation is 
broad, and the neurological manifestations of COVID-19 
have a complex and diverse syndromic presentation. 
They may occur regardless of the respiratory system and, 
sometimes, as an unspecific initial clinical presentation3. 
Symptoms indicates variable severity expressions which 
include not only headache, dizziness, vertigo and paresthesia, 
but also forms of complex diseases, such as convulsion, 
meningoencephalitis, Guillain-Barré syndrome and acute 
cerebrovascular complications2. In this report, we present an 
atypical clinical course of a patient with unspecific initial 
clinical presentation, suspected neurological compromise 
and prolonged evolution, with persistent symptomatology 
and persistent positive reverse transcription polymerase 
chain reaction (RT-PCR).

Case Report

This case report concerns a 61-year-old Brazilian male 
patient who presented himself to elective ambulatory service 
in a private health clinic, in a city in Minas Gerais, on 
June 6th, 2020, for chronic comorbidities’ control. Patient 
complained about nasal congestion for a week and, at the onset 
of symptoms, he experienced slight loss of balance for a day, 
which could be observed with abrupt change in head’s position 
(when quickly standing up, lying down and during rotational 
movement). Vertigo was mild, transient and sporadic. 
Patient denied syncope, fever or other systemic or respiratory 
symptoms, such as odynophagia and cough. In addition, there 
were no symptoms of nausea or vomiting, headache, tinnitus, 
hypoacusis or other vestibular disfunction symptoms.

Patient’s medical history includes Type I Diabetes 
Mellitus (DM) and Systemic Arterial Hypertension 
(SAH), with no previous history of specific comorbidities 
or previous vertigo events. At that time, patient was using 
these medications: insulin degludec 52 UI/day, insulin 
aspart 42 UI/day, losartan 50 mg/day, rosuvastatin 10 mg/
day and acetylsalicylic acid 100 mg/day. The initial clinical 
exam did not show signs of relevant abnormalities, nor was 
there the presence of tachycardia, fever, signs of respiratory 
discomfort or tachypnea, and his blood pressure was 120/70 
mmHg. There was no gait or postural instability.

A diagnostic hypothesis of acute rhinosinusitis, with 
probable viral etiology, was raised. RT-PCR for SARS-CoV-2 
was collected seven days after symptoms onset with positive 
result. Subsequent appointments all occurred remotely by 
teleconsultation, considering not only the peculiarities of 

the case that allowed this type of follow-up, but also the 
absence of severity signs. During the entire follow-up period, 
patient denied the emergence of significant new symptoms. 
Orthostatic hypotension was investigated but not detected.

Clinical course was markedly characterized by prolonged 
symptoms. Nasal congestion persisted for 24 days after 
symptoms’ onset, but patient showed quick improvement 
after nasal budesonide introduction. Vertigo episodes 
relapsed, and condition progressed stably in relation to the 
initial evaluation, with brief and nonsustained periods of 
improvement as well as symptom-free days.

Complementary propaedeutics, performed 28 days 
after symptoms’ onset, demonstrated that liver and kidney 
function tests, complete blood count, possible severity 
markers (LDH, CK), hepatitis serologies and other sexually 
transmitted diseases (anti-HIV, anti-HTLV I/II and VDRL) 
were all at normal standards. Search for COVID-19 
antibodies, IgA and IgG, was negative and RT-PCR SARS-
CoV-2 was still positive after 21 days of symptoms’ onset, 
being no longer detected on the 34th day. 

Patient was prescribed first dimenhydrinate and then 
betahistine for symptomatic treatment, both leading to 
partial improvement. Due to the long clinical condition, 
patient was referred for Otorhinolaryngology evaluation 
39 days after symptoms’ onset, being diagnosed with 
benign paroxysmal positional vertigo (BPPV), which 
was supported by positive Dix-Hallpike maneuver on 
electronystagmography. Audiometry was considered normal. 
Cinnarizine 45 mg three times daily and nasal triamcinolone 
acetonide were prescribed, achieving symptom remission 
after three weeks. Patient chose not to undergo vestibular 
rehabilitation due to clinical improvement after using the 
prescribed medication.

Discussion

Despite the predominance of respiratory compromise state, 
neurological symptoms may affect up to 30% of COVID-19 
patients4. According to Mao et al., 36.4% of hospitalized patients 
may present related abnormalities5,6. SARS-CoV-2 neurotropism 
is possibly heterogeneous and multifactorial. Direct cerebral 
involvement, autoimmune and inflammatory factors (“cytokine 
storm”), side effects to medications, metabolic disorders and 
critical illness neuropathy are possible mechanisms described5 
and related to this virus’ neurotropic characteristics.

Neurological complications usually occur early on in 
COVID-19, they are more common in severe diseases, and 
they may be isolated clinical presentations in some patients 
without other typical symptoms of COVID-193,4,6,7. Vertigo 
has been described as one of the possible neurological 
manifestations6. In Viola et al., 18.4% of participants 
reported balance disorder after diagnosis of infection by 
SARS-CoV-2. Among them, 94.1% complained about 
nonspecific dizziness. Acute vertigo attacks were reported in 
5.9% of the cases8. Korkmaz et al. verified vertigo in 6.1% 
of the cases and dizziness in 31.8%9.

Picciotti et al. described eight patients with COVID-19 
and vertigo, with vestibular findings suggesting BPPV, which 
is the main cause of vestibular peripheral vertigo. In terms of 
severity, three of these patients had a mild medical condition 
and five of them were hospitalized, demanding intensive care10. 
Table 1 presents a summary of previous literature descriptions 
of vertigo associated with SARS-CoV-2 infection.
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An important concern in the scenario of acute vertigo is the 
diagnosis of exclusion of vascular events of the CNS affecting 
the brainstem and/or cerebellum, being essential to confirm 
the peripheral origin of vertigo11,12. It’s important to collect 
detailed data from patient’s history, including symptoms 
and neurological signs (dysarthria, dysphagia, weakness, 
sensory loss or facial asymmetry), and proceed to clinical and 
neurological examination (Dix-Hallpike maneuver, vestibulo-
ocular reflex and HINT tests) in an effort to guide differential 
diagnosis between causes of peripheral and central vertigo. 
This may also determine the need for neuroimaging13.

In this reported case, broad evaluation was limited 
due to factors such as the improvement of patient’s 
reported complaints at initial evaluation, the follow-up 
by teleconsultation, the pandemic scenario – which was 
still in its beginning with no vaccines available –, and also 
periods of improvement of the symptomatology with some 
clinical stability. Nevertheless, this case exposes singularities 
such as: atypical clinical presentation with early vertigo 
and suspected neurological compromise, associated with a 
mild and oligosymptomatic respiratory disease pattern with 
extended evolution. These circumstances led to questioning 
about differential diagnosis, immunity and safe period for 
discontinuing social isolation. Keeping a careful eye on 
the singularities of symptomatic complex manifestations 
of COVID-19 is important for opportune diagnosis, 
prevention measures, clinical-epidemiological surveillance 
and infection control.
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