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ABSTR ACT

Introduction: The inappropriate use of vestibular sedatives is associated with an in-
creased risk of falls, hospitalizations, high costs, adverse events, and poorer clinical 
outcomes. Therefore, knowing medication consumption and its variation over time is 
crucial. The objective was to establish the usage profile of vestibular sedatives in the 
outpatient treatment of peripheral vertigo in patients over 18 years old insured under 
the Colombian Social Security System, from July 2021 to June 2022. Methods: A 
cross-sectional descriptive study used information from a medication dispensation 
database, evaluating sociodemographic, pharmacological, and clinical variables. 
Univariate and bivariate descriptive analysis were performed to establish a possible 
relationship between active ingredients, polypharmacy, interactions, synergy, and 
the prescribing doctor. Results: 22.776 patients were identified, with a median age of 
56 years, where 64,65% were female. Concerning the utilization profile of vestibular 
sedatives: Dimenhydrinate, had the highest dispensation at 72,30%, indicated for pa-
roxysmal vertigo and other peripheral vertigos, followed by Betahistine at 37,50%, 
Diphenhydramine at 6,50%, and Meclizine at 0,40%. Prolonged use of any vestibu-
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lar sedative was observed in 7,0%, 74,45% exhibited polypharmacy, and the synergy 
summation was 4,80%. Conclusion: Dimenhydrinate had the highest prescription 
rate in Colombia. The significant percentage of polypharmacy and pharmacological 
management of benign paroxysmal vertigo is noteworthy. Therefore, individualized 
treatment is suggested, considering potential adverse reactions.

RE SUMEN

Introducción: el uso inadecuado de sedantes vestibulares se asocia a mayor riesgo 
de caídas, hospitalizaciones, costos, eventos adversos y peores resultados clínicos. 
Por lo tanto, es importante tener conocimiento acerca del consumo de los medi-
camentos y su variación en el tiempo. El objetivo fue establecer el perfil de uso 
de los sedantes vestibulares en el tratamiento ambulatorio de vértigo periférico en 
pacientes mayores de 18 años, asegurados al Sistema de Seguridad Social colombia-
no, desde julio del 2021 hasta junio 2022. Métodos: estudio descriptivo transversal 
que utilizó información de una base de dispensación de medicamentos, donde se 
evaluaron variables sociodemográficas, farmacológicas y clínicas. Se realizó un aná-
lisis descriptivo univariado y bivariado para establecer una posible relación entre 
los principios activos, polifarmacia, interacciones, sinergismo de suma y médico 
prescriptor. Resultados: se identificaron 22.776 pacientes, con una mediana de edad 
de 56 años, donde el 64,65% corresponde al sexo femenino. En cuanto al perfil de 
uso de sedantes vestibulares, el dimenhidrinato fue el sedante vestibular con mayor 
dispensación en un 72,30% para indicaciones como vértigo paroxístico benigno y 
otros vértigos periféricos, seguido de betahistina 37,50%, difenhidramina 6,50% y 
meclizina 0,40%. El uso prolongado de cualquier sedante vestibular se presentó en el 
7,0%, el 74,45% presentó polifarmacia y el sinergismo de sumación fue del 4,80%. 
Conclusión: la mayor prescripción en Colombia fue para el dimenhidrinato. Llama 
la atención el alto porcentaje de polifarmacia y el manejo farmacológico del vértigo 
paroxístico benigno, por lo que se sugiere un tratamiento individualizado, valorando 
las posibles reacciones adversas.

Introduction

Vertigo is a common reason for consultation in the emergen-
cy department and outpatient services (1). Approximately 
20%-40% of the general population is affected by this con-
dition, and its incidence increases with age, reaching 39% 
in people over 80 years of age (2). Currently, the diagnostic 
approach to patients involves four categories that help clas-
sify patient symptoms: imbalance (a feeling of unsteadiness, 
lack of equilibrium, or abnormal gait), syncope (loss of cons-
ciousness resulting from cerebral hypoperfusion or cardiac 
arrhythmia), dizziness (a vague term correlated with a cate-
gory of presyncope), and vertigo, defined as the sensation of 
an illusion of movement of the body and/or the environment 
when no actual movement is occurring. The most common 
symptoms reported are rotational dizziness and swaying, 
which are associated with nausea and emetic episodes. Un-
derstanding these concepts is essential, as their symptoms 
often overlap
	 Peripheral vertigo is the most common type of vertigo. 
It is usually benign and self-limited, which means that a 
large proportion of patients, despite having symptoms, do 
not seek medical care. As a result, these patients are not 
considered in statistics regarding this condition (4). In the 
United States, nearly 5.6 million physician visits per year 

are associated with vertigo, and a quarter of them are of pe-
ripheral or vestibular origin (1). The most common causes of 
vestibular vertigo are benign paroxysmal positional vertigo 
(BPPV), Ménière’s disease, labyrinthitis, neuronitis, vesti-
bular schwannoma, and vestibular migraine (1, 5, 6).
	 A study conducted in 2013 aimed to characterize the use 
of drugs that increase the risk of falls in patients suffering 
from dizziness who were treated at a neurotology service in 
Baltimore City, Maryland. It was found that 40% of patients 
were over 50 years of age, with a 7% greater probability of 
falls for each subsequent decade of age. It was also reported 
that, among patients over 65 years of age, 44% of men and 
57% of women used multiple drugs: 39% of patients consu-
med psychotropic medications, 37% antihypertensives, and 
8.2% opioids (7). This study concluded that patients using 
more than one type of medication had a higher risk of ba-
lance impairment, and it emphasized that benzodiazepine 
use tripled the probability of hospitalization due to a femoral 
fracture resulting from a fall (8, 9). 
	 Vertigo has a significant impact on patients’ quality of 
life, since about 41% of them lose their jobs, 40% interrupt 
their activities of daily living, and 19% refrain from leaving 
their homes. Furthermore, they are at increased risk of falling, 
and the presence of vertigo is related to the development or 
exacerbation of psychiatric disorders. The impact of verti-



 	 Acta de Otorrinolaringología & Cirugía de Cabeza y Cuello. 2025; 53(1): 41-50 DOI.10.37076/acorl.v53i1.7584(2): 92-99	 43

go is even greater in people over 65 years of age, resulting 
in disability, alterations in physical functioning, social life, 
activities of daily living, and increased indirect health care 
costs, thus making it a relevant public health issue (4, 10-12). 
These patients need to be treated using a multidisciplinary 
approach that implements strategies to tailor treatments and 
safely reduce the amount of medications used by this popu-
lation (7, 11, 13-15).
	 The objective of this study is to describe the most 
common medications used for the outpatient treatment of 
peripheral vertigo in patients over 18 years of age insured by 
the Colombian General System of Social Security in Health 
(SGSSS by its Spanish acronym) between July 2021 and 
June 2022.

Materials and methods     

Cross-sectional study, carried out between July 1, 2021, and 
June 30, 2022, on the use of vestibular sedatives for out-
patient treatment of peripheral vertigo in a population of 
approximately 9 million individuals registered in the SGSSS 
through four health promoting entities (EPS by its Spanish 
acronym). Data were gathered from a technological platform 
that collects information from the selected pharmaceutical 
provider. 
	 The study population included adult individuals over 18 
years of age, of either sex, who were prescribed vestibular 
sedatives (dimenhydrinate, betahistine, diphenhydramine, 
and meclizine) and were diagnosed according to the ICD-10 
with Ménière’s disease, BPPV, vestibular neuronitis, other 
peripheral vertigo, other vestibular disorders, vertiginous 
syndromes in diseases classified elsewhere, labyrinthitis, 
labyrinth fistula, labyrinth disorders, other specified inner 
ear disorders, and unspecified inner ear disorder.
	 Based on the information obtained by the logistics ope-
rator, a database was created in Excel 2020 (version 16.43), 
detailing socio-demographic variables (sex, age, insurance 
scheme, origin, prescribing physician’s specialty, insuran-
ce company, and diagnosis) and pharmacological variables 
(name of the vestibular sedative, amount dispensed, phar-
maceutical form, concentration, and estimated duration of 
dispensing). The number of defined daily dose (DDD) was 
also used as a variable to measure the use of the four acti-
ve ingredients under study, following the recommendations 
of the World Health Organization (WHO) and expressed as 
DHD (DDD per 1000 inhabitants per day) (16-18). Varia-
bles such as polypharmacy, possible risk of interactions, and 
additive synergism were also considered to identify them 
and make recommendations on the proper use of the medica-
tions.  
 	 Data analysis was performed using the Jamovi statistical 
software (version 2.2.5), which was employed to analyze the 
results obtained. A univariate analysis was conducted, pre-
senting the results of qualitative variables as absolute and 
relative frequencies, which were subsequently organized 
in tables. Quantitative variables were presented as medians 

and interquartile ranges based on the results of the normality 
tests. In turn, the bivariate analysis included variables such 
as active ingredient and prescribing physician’s specialty, ac-
tive ingredient and polypharmacy, and active ingredient and 
interactions. The level of statistical significance was set at p 
<0.05. 
	 This study was approved by the Ethics Committee for 
Research involving Human Subjects (CEISH for its Spanish 
acronym) of the Sociedad de Cirugía de Bogotá, Hospital de 
San José (FUCS for its Spanish acronym). As this is an ob-
servational study, it complies with Article 11 of Resolution 
008430 dated October 4, 1993 (“Scientific, technical, and 
administrative standards for health research”) issued by the 
Colombian Ministry of Health, classifying it as a “Risk-free 
research” due to its retrospective design, in which no biolo-
gical, physiological, psychological, or social variables of the 
individuals to be studied are modified.

Results     

From July 1, 2021, to June 30, 2022, a total of  22.776 patients 
were treated in 32 departments of Colombia. The median 
age of the entire population was 56 years (interquartile range 
[IQR]: 42-68 years), with the highest number of prescrip-
tions of vestibular sedatives found in the group of patients 
under 60 years of age (59,50%) and 64,65% (14.724/22.776) 
of prescriptions being for females, as shown in Figure 1. 
	 Concerning geographic regions, Bogotá had the highest 
number of prescriptions by active ingredient with 25,70% 
(5.864/16.459) for dimenhydrinate and 8,30% (1.891/8.541) 
for betahistine. The second most frequent department was 
Valle del Cauca with 10,36% (2.355/22.776). A total of 
81,60% of patients (18.586/22.776) were enrolled in the 
contributory insurance scheme and 18,40% (4.190/22.776) 
in the subsidized insurance scheme. 
	 Regarding the use of vestibular sedatives, the most prescribed 
active ingredient was dimenhydrinate in 72,30% (16.459/22.776), 
followed by betahistine in 37,50% (8.541/22.776), diphenhy-
dramine in 6,50% (1.480/22.776), and meclizine in 0,40% 
(93/22.695), as shown in Figure 2. This group of drugs was 
mainly prescribed by general practitioners (n=22.672; 99,2%), 
internal medicine physicians (n=1.459; 6,40%), and otorhino-
laryngologists (n=1.114; 4,9%).
	 The most frequent diagnoses associated with betahis-
tine and dimenhydrinate were other peripheral vertigo in 
65,30% (14.864/22.776) and benign paroxysmal vertigo in 
35,70% (8.133/22.776). Labyrinth dysfunction diagnosis 
was observed in a percentage of less than 0,01% for both 
active ingredients. As for diphenhydramine and meclizine, 
the most frequent diagnosis was other peripheral vertigo in 
4,40% (991/22.776) and 0,20% (52/22.776) respectively. 
There was no evidence of prescription of these two active 
ingredients under the diagnoses of labyrinth fistula, labyrinth 
dysfunction, and other specified disorders of the inner ear, as 
described in Table 1.    
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	 As for the number of cumulative DDD during the study 
year, it was 600.542 for betahistine, 680.447 for dimenhydri-
nate, 54.970 for diphenhydramine, and 3.160 for meclizine. A 
calculation was made per 1.000 inhabitants per day (DHD), 

where 0,21 DDD per day of dimenhydrinate, 0,18 DDD per 
day of betahistine, 0,02 DDD per day of diphenhydramine, 
and 0.001 DDD per day of meclizine were used for every 
1.000 patients. The month with the highest usage of vestibular 

 
Figure 1. Population pyramid showing the distribution by age and sex of users of vestibular sedatives for the treatment of peripheral vertigo 
in Colombia. Authors’ own elaboration.

 

Figure 2. Number of vestibular sedative prescriptions for the treatment of peripheral vertigo in Colombia. Authors’ own elaboration.

Table 1. Distribution of vestibular sedative prescription according to diagnosis for the treatment of peripheral vertigo in Colombia.

CIE-10, n (%)
Betahistine

n=8.541
Dimenhydrinate

n=16.459
Diphenhydramine

n=1.480
Meclizine

n=93

Other peripheral vertigo 5.845 (25,70) 10.695 (47,00) 991 (4,40) 52 (0,20)

Benign paroxysmal vertigo 2.948 (12,90) 6.076 (26,70) 560 (2,50) 35 (0,20)

Vertiginous syndromes in diseases classified elsewhere 439 (1,90) 679 (3,00) 58 (0,30) 16 (0,10)

Ménière’s disease 284 (1,20) 104 (0,50) 10 (0,0) 1 (0)

Other disorders of vestibular function 74 (0,30) 75 (0,37) 10 (0,04) 1 (0)

Vestibular neuronitis 20 (0,18) 29 (0,13) 5 (0,07) 0 (0)

Labyrinthitis 17 (0,18) 38 (0,21) 8 (0,02) 7 (0)

Authors’ own elaboration.
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sedatives was June 2022, with a DDD number of 52.865,83, 
which represents the highest usage record for betahistine du-
ring the study year, as shown in Figure 3.
  	 The median dispensing time of vestibular sedatives was 
measured based on the number of months that the active 
ingredients evaluated were dispensed, showing that the ma-
jority received treatment for less than 3 months (90,70% for 
betahistine, 97,90% for dimenhydrinate, 97,90% for diphen-
hydramine, and 90,2% for meclizine). It was also noted that 
0,2% (19/22.776) of patients receiving betahistine and 0,006% 
(1/22.776) receiving dimenhydrinate were continuously dis-
pensed during the 12 months of the year under study.  Two 
patients were continuously dispensed diphenhydramine and 
meclizine for a maximum of 9 and 7 months, respectively.
	 Overall, prolonged use of vestibular sedatives was found in 
7,0% (1.585/22,776) of all users of these drugs. In this study, 
prolonged use of vestibular sedatives was defined as use of the 
sedative for more than 3 months, and it was observed that the 
active ingredient with the longest use was betahistine in 4.0% 
(922/22.776), followed by dimenhydrinate in 2,10%, being hig-
her in the group of patients older than 75 years of age.
	 Polypharmacy was detected in 74,45% (16.974/22.776) 
and additive synergism in 4,80% (1.094/22.776). Likewise, 
during the year under study, 4,7% (1.073/22.776) showed at 
least one additive synergism.
	 A higher frequency of interaction with antihypertensives 
was observed in 29,0% of patients who received dimenhydrina-
te (6.606/16.459) and 18,70% of those who received betahistine 
(4.254/8.541), with a similar behavior noted in the use of cen-
tral nervous system depressants. Regarding dimenhydrinate, the 
most common interaction occurred with hyoscine bromide in 
2,10% (471/22.776), while the remaining interactions evaluated 
occurred in a smaller proportion (0,5%).

	 The bivariate analysis showed that specialties such as otor-
hinolaryngology, neurology, and internal medicine prescribed 
less betahistine and dimenhydrinate, with a statistically signi-
ficant difference with respect to other prescribers at a value of 
p <0,01. Polypharmacy was found in 54,40% of the dimenhy-
drinate group, mainly in the group of patients between 19-60 
years of age, with a p<0,01. Similarly, dimenhydrinate was the 
most prescribed drug in this age group.
     

Discussion     

The present study describes the prescription patterns of ves-
tibular sedatives for peripheral vertigo in Colombia among 
patients enrolled in the SGSSS between July 2021 and June 
2022. The results of this research are very useful to the me-
dical and research community because they indirectly reveal 
the epidemiology of the disease and are a reference for phar-
macovigilance systems.
	 Worldwide, vertigo is considered one of the most 
frequent reasons for seeking medical care, affecting approxi-
mately 15%-20% of the adult population (4, 19, 20-23, 28), 
with a higher incidence in the female sex and in patients over 
60 years of age (24-27, 29). This is similar to what was ob-
served in this study, in which 64,65% of the patients were 
female, although 59,50% of the population studied was in 
the range between 19 and 60 years of age. A German study 
from 2015 showed a decrease in the prevalence of the disea-
se in older adults, in whom reduced vestibular function is 
attributed to geriatric syndrome, limited mobility, and to the 
fact that patients consider this imbalance as normal, which 
would result in fewer consultations and underdiagnosis of 
the condition (30). 

Figure 3. Number of monthly DDD for vestibular sedatives in the treatment of peripheral vertigo in Colombia. Author’s own elaboration.
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	 This study focused on the use of vestibular sedatives 
for the treatment of peripheral vertigo in Colombia, where 
the most prescribed active ingredient was dimenhydrinate 
(72,30%), followed by betahistine (37,50%), diphenhydra-
mine (6,50%), and meclizine (0,40%). To establish the usage 
pattern, a calculation was made per 1.000 inhabitants per day 
(DHD), where 0,21 DDD per day of dimenhydrinate, 0,18 
DDD per day of betahistine, 0,02 DDD per day of diphen-
hydramine, and 0,001 DDD per day of meclizine were used 
for each 1.000 patients. It is noteworthy that, despite being 
approved for vertigo treatment, the use of diphenhydramine 
and meclizine is low; however, these data cannot be compa-
red with other countries, as there are no studies on the topic 
reported in the literature.
	 Balance depends on many factors, such as the peripheral 
vestibular system (semicircular canals, utricle, and saccule), 
the central nervous system, the vestibular nucleus, and the 
integration of visual and sensory information. This complex 
process involves neurotransmitters such as acetylcholine, 
glutamate, and glycine, which in turn are regulated by his-
tamine, adrenaline, and norepinephrine (27, 28). Peripheral 
vertigo is treated both pharmacologically (during the acute 
phase or in times of crisis) and with vestibular rehabilitation 
(28, 31, 32). 
	 In the present study, the most frequent diagnosis was 
other peripheral vertigo, found in 65,30% of the population 
studied. This is noteworthy because no precise diagnosis of 
the disease is established, resulting in a higher risk of in-
teractions and polypharmacy. The second most frequent 
diagnosis was benign paroxysmal vertigo in 35,70%, which 
is consistent with the literature, as it is diagnosed in 17% to 
42% of the population (28, 31-34). 
 	 Treatment for benign paroxysmal vertigo as recommen-
ded in the literature consists of repositioning maneuvers 
depending on the affected semicircular canal (35, 37, 41). 
In the present study, 35,70% of the population with this 
diagnosis received treatment, 26,70% received dimenhy-
drinate, 12,90% received betahistine and, to a lesser extent, 
diphenhydramine and meclizine. It should be noted that the 
literature advises against the use of vestibular suppressants 
for this condition, indicating that their administration should 
be limited to severely symptomatic patients, either before or 
after repositioning maneuvers, and for short periods of time, 
since prolonged pharmacotherapy interferes with central 
compensation and favors adverse reactions such as sedation, 
urinary retention, and falls (28). The drugs recommended 
for this group of patients are antihistamines (meclizine and 
diphenhydramine), benzodiazepines (diazepam and clonaze-
pam), and promethazine (1, 33, 40). It should also be kept in 
mind that this condition is characterized by symptoms that 
can last from 6 to 20 days (37), with 20% of patients reco-
vering spontaneously after one month of follow-up or up to 
50% after three months (1, 38, 39, 41).
 	 Vestibular neuritis is accompanied by high intensity au-
tonomic symptoms, requiring the use of vestibular sedatives 
such as meclizine and dimenhydrinate (28, 42), which are the 

most commonly used in the United States. This contradicts the 
findings of this study, which revealed that betahistine (0,18%) 
was the most commonly used drug, followed by dimenhydri-
nate (0,13%), while meclizine was not recommended. A recent 
clinical trial demonstrated that treatment with dimenhydrinate 
and diazepam in the emergency department was equivalent 
(42, 43) but, given the adverse effects of benzodiazepines, 
antihistamines are preferred. (28). The literature recommends 
limiting the use of vestibular sedatives to the first few days 
after symptom onset (37). 
	 The mechanism of action of betahistine is to modulate 
histamine neurotransmission and to be a partial antagonist 
of H1 receptor activity, with an increased antagonistic effect 
on histamine H3 receptors, resulting in increased histamine 
production and release (44, 45). Betahistine has also been 
proven to be involved in neuronal excitability and impulse 
generation in the lateral and medial vestibular nuclei (46). 
The H3 receptor plays an important role in vestibular com-
pensation, behavioral restoration, and symptom relief (47, 
48) as a result of its vascular effects on the cochlea; the 
effects of betahistine are maintained through the formation 
of the aminoethyl pyridine metabolite (48). A Cochrane re-
view demonstrated that the use of betahistine may have a 
positive effect on the reduction of vertigo symptoms (49), 
but the level of evidence was poor due to the low quality of 
the methods used.
	 For Ménière’s disease, on the other hand, the prescription 
of vestibular sedatives was 1,40%, with betahistine being the 
most frequently prescribed in 1,20% of cases. Current scien-
tific evidence recommends using vestibular sedatives during 
the acute phase or in crises (28). Multiple studies have been 
conducted to determine the effectiveness of betahistine for 
the intercritical phase of Ménière’s disease, but results are 
still inconclusive. In a multicenter study, the use of betahis-
tine was proposed as first-line treatment for the intercritical 
phase with dose ranging from 32 to 48 mg/day. In this stu-
dy, it is recommended to prescribe betahistine for at least 
3 months to patients who have had one to three seizures in 
the last 6 months (50). Moreover, a prospective, controlled 
clinical trial (BEMED) with betahistine doses of 48 mg/day 
and 48 mg three times a day failed to show a significant the-
rapeutic effect compared to placebo (45). However, the latest 
Cochrane review on the efficacy of betahistine (51, 52) and 
two meta-analyses (53, 54) conclude that the use of betahis-
tine is acceptable. A recent study reported that betahistine 
is rapidly metabolized by the intestinal and hepatic MAO-
B enzyme, thus the combination of betahistine-selegiline 
(MAO-B inhibitor) reduces the dose of betahistine necessary 
to avoid new attacks (55).
	 This study assessed the median dispensation time of ves-
tibular sedatives, finding that more drugs were dispensed in 
the first three months of treatment, which supports the acute 
use of these drugs. However, it is noteworthy that prolon-
ged use is reported in a low percentage, despite the lack of 
evidence in the literature to support its use beyond the acute 
phase.   
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	 Considering the intensity of the symptoms and their im-
pact on balance, vertigo is a disabling condition that affects 
normal daily activities and increases the risk of falls when 
it occurs in elderly patients. It is necessary to bear in mind 
that the population over 65 years of age exhibits changes in 
the pharmacokinetic and pharmacodynamic parameters of 
drugs and is prone to side effects related to changes in body 
composition and renal or hepatic failure, which can lead to 
greater vulnerability (56, 57). 
 	 The percentage of polypharmacy in this study was 
74,45%. This finding suggests that the study population is at 
a high risk of polypharmacy, which is in turn associated with 
an increased risk of drug-drug interactions, falls, prolonged 
hospitalization, and even death. Therefore, educational pro-
grams should be implemented to modify the use of these 
drugs to reduce the incidence of side effects and to tailor 
treatment to each patient (58). 
 	 It is essential to rule out the possibility that ototoxic medi-
cations, including antihypertensives, diuretics, α-adrenergic 
receptor antagonists, or calcium channel blockers, are the 
cause for symptoms such as orthostatic hypotension or da-
mage to the cochlear and vestibular receptors of the inner 
ear, leading to imbalance (29, 59). The possibility of suspen-
ding the causal drug should be evaluated in these patients 
(60). The present study identified a potential interaction bet-
ween antihypertensives and dimenhydrinate in 29% of cases, 
and with betahistine in 18,70%, which should be assessed 
individually in each patient when prescribing these antihista-
mines.
 	 The vestibular sedatives evaluated show several interac-
tions inherent to their mechanism of action when acting as 
antihistamines. For example, in the present study, dimenhy-
drinate showed a possible interaction with hyoscine bromide 
in 2,10%, and both are anticholinergic drugs. Consequently, 
side effects such as tachycardia, ileus, urinary retention, and 
prolongation of the QT interval are exacerbated (56).
	 Diphenhydramine is a first-generation H1 receptor an-
tihistamine, a metabolite of dimenhydrinate (1, 56, 61). 
Takatani et al. performed an experimental model documen-
ting the selective role of this drug in the medial vestibular 
nucleus, which is fundamental for its function as a vestibu-
lar sedative. In terms of pharmacokinetics, it is considered 
a substrate and inhibitor of CYP2D6 (62), and it is also 
metabolized with minor affinity by CYP1A2, CYP2C9 
and CYP2C19, properties that make it a drug with multi-
ple interactions. In this regard, possible interactions with 
antihypertensives, central nervous system depressants, 
nonsteroidal anti-inflammatory drugs, and non-sedating ves-
tibular antihistamines were identified in this study (56). 
	 As for meclizine, a possible interaction with metoclopra-
mide was observed. However, since it is the least prescribed 
active ingredient, the interaction occurred in a smaller pro-
portion of cases. Meclizine is known to be an H1 receptor 
antagonist, which is metabolized by CYP2D6 and reduces 
the expression of CYP2B10, 3A11 and 1A2, thus explaining 
the multiple interactions with this drug (56).

 	 No previous studies in Colombia have assessed the 
prevalence of the disease or the prescription patterns of 
vestibular sedatives. For that reason, this study provides an 
important background for the country’s pharmacovigilance 
systems and may serve as a guideline for future research that 
contributes to the characterization of peripheral vertigo in 
the country.
 	 There are limitations to this study. First, the data was 
obtained from the database of a logistic drug dispenser, so 
conclusions may only be drawn about groups with similar 
epidemiologic characteristics. Furthermore, the interpreta-
tion of some results was challenging since the records did not 
include the patients’ clinical characteristics, disease severity, 
or adverse events that occurred throughout the research pe-
riod.

Conclutions     

Patients diagnosed with peripheral vertigo enrolled in the 
SGSSS who receive treatment with vestibular sedatives are 
mainly given betahistine and dimenhydrinate, antihistamines 
indicated for the management of this condition. Dimenhy-
drinate, accounting for 72,30%, is the most prescribed drug 
in the population studied. It is worth mentioning its use in 
patients diagnosed with benign paroxysmal vertigo, in whom 
repositioning maneuvers are recommended. 
 	 Based on the study conducted, it is evident that gene-
ral practitioners, who are more involved in the prescription 
of vestibular sedatives, should receive more training in the 
treatment of peripheral vertigo, so that they can reach a more 
accurate diagnosis and establish an appropriate treatment ba-
sed on each etiology. 
	 Most patients received treatment for less than 3 months, 
which is consistent with the acute stage of the disease. 
However, it was found that betahistine was the active ingre-
dient with the longest prolonged use. 
	 On the other hand, among the possible clinical risk inte-
ractions evaluated in the present study, the most frequently 
reported interaction was dimenhydrinate-hyoscine bromide, 
which exacerbates adverse effects due to their anticholiner-
gic properties. Likewise, additive synergism was found in 
4,80% of the study population, with 4,7% of them showing 
at least one additive synergism. 
	 Finally, a high degree of polypharmacy was observed, 
even though the majority of the population is below 60 years 
of age. Consequently, it is recommended to carefully pres-
cribe these medications based on the needs of each patient, 
while considering potential interactions and adverse reac-
tions in order to ensure targeted and safe therapy.
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