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Dizziness is one of the most frequent complaints in both 
primary and specialized medical care facilities. Many dizzy 
patients, without a known organic cause, considered as 
having idiopathic dizziness, may have a psychiatric disorder. 
Besides, even organic dizziness may cause or exacerbate 
latent psychiatric alterations. One of the most common 
disorders associated with dizziness is Panic Disorder with 
or without Agoraphobia. The aim of this paper is to report a 
patient’s case and make a literature review on the subject
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INTRODUCTION

Dizziness is one of the most frequent complaints 
in a medical office, for both primary and specialized care, 
and continues to be a challenge to clinical thinking. It may 
be caused by more than two thousand primary or secon-
dary conditions, grouped in more than three hundreds of 
syndromes.1,2 In the United States, dizziness is responsible 
for over 8 million medical visits per year. Its diagnostic 
investigation is expensive. According to an American 
study, it may cost up to US$2,532 to diagnose, and most 
of the time it is still inconclusive.3 Thus, investigators are 
currently trying to find a controlled and multidisciplinary 
approach, in order to broadly and directly interfere on the 
causal and predisposing factors identified.

Under the term dizziness, there are numerous di-
fferent complaints that go from the symptom of vertigo 
(characterized by rotational dizziness), all the way to the 
feeling of unbalance, instability, light headedness or even 
“near-fainting”.

Many of the patients who complain of dizziness and 
do not have an apparent cause, therefore considered to 
have idiopathic dizziness, may have a psychiatric disorder.4 
Moreover, even dizziness of organic causes may trigger or 
worsen “latent” psychiatric alterations.5

The association between dizziness and psychiatric 
disorders is already well known, however little studied, 
mostly because we lack a truly integrated multidisciplinary 
approach for these patients. As it happens with clinical 
thinking, the association with psychiatric disorders is tre-
ated as a diagnosis of exclusion, that is, cases of dizziness 
without detectable organic alterations during physical and 
neurotological exam. These patients end up being consi-
dered as carriers of psychiatric-related dizziness, and are 
referred to the specialist, who takes over the responsibility 
for treatment, often times without returning to the first 
physician who saw them. 

On the other hand, labyrinthine symptoms in 
psychiatric patients are often times dealt upon as psycho-
somatic or neurovegetative manifestations, mostly asso-
ciated with an anxiety disorder, not requiring specific 
investigation or treatment.

One of the psychiatric disorders most commonly 
associated with dizziness is Panic attacks with or without 
agoraphobia. Somatic symptoms, especially dizziness, are 
the main traits of these diseases.6,7

The goals of this study is to review the literature re-
lated to this association, using a case report to illustrate. 

CASE REPORT

K.G.V., female, 23 years old, came to our ward com-
plaining of dizziness that felt like instability, sporadically 
occurring (approximately 1 spell per week), lasting for a 
few minutes, especially related to anxiety spells, fatigue, 

occasional headaches, of one year of onset. The patient 
denied vertigo, nausea, vomits, ear symptoms or other 
comorbidities. She reported use of cinarizine 75mg/day 
without improvement. Once questioned in more details, 
the patient revealed that her dizziness occurred more fre-
quently in the presence of anxiety spells, peaking within 
10 minutes, dyspnea, palpitation, limbs parenthesis and 
feeling of eminent death. Besides the spells, she was also 
afraid of leaving home or even staying home alone, fall ill 
and not have anyone to help her - situations that sometimes 
caused her dizziness, although of less intensity.

Otoscopy, vestibular and cerebellar tests were all 
normal. She did not have spontaneous or semi-sponta-
neous nystagmus.

We then ordered blood tests: CBC, fasting glycemia, 
urea, creatinine, lipids profile, thyroid hormones, audio-
metry, impedanciometry and vectoelectronistagmography. 
Since we raised the issue of a psychiatric disorder (panic 
disorder associated with agoraphobia), alprazolam was 
administered in the dose of 0.5 mg/day, and the patient 
was then referred to a psychiatrist. 

On her first return visit, the patient already reported 
an important improvement in her clinical signs. Comple-
mentary tests were all normal. After a suggestion from the 
psychiatrist, who also corroborated the aforementioned 
diagnosis, we associated fluoxetine 20mg/day, with total 
symptoms remission. We then referred the patient to a 
psychologist.

After 6 months of treatment, the patient remains 
symptomless and under 10mg/day of fluoxetine (in de-
creasing doses) and in cognitive-behavioral therapy, being 
followed by a psychologist in weekly sessions. 

DISCUSSION

Anxiety disorders are the most prevalent psychiatric 
disorders in the general population and are seen in 15 to 
20% of the patients in the general practice ward. Anxiety, 
in itself, represents a primary psychiatric disorder, it may 
also be a component of another clinical condition, or 
secondary to it.8

Panic disorder, the maximum expression of anxiety, 
is based on the presence of recurrent panic attacks without 
triggering factors, of sudden onset, usually developing wi-
thin 10 minutes and unexpectedly resolving within 1 hour. 
A panic spell is defined as a short period of intense fear 
and discomfort, during which there is the sudden onset of 
four or more of the symptoms listed on chart 1.8

In some patients, there is anticipated anxiety, re-
sulting from generalized fear and a progressive need to 
avoid places or situations that could trigger a panic spell. 
This ends up setting an irrational fear of being in places 
where the individual may feel like a prisoner or incapable 
of escaping, thus characterizing agoraphobia.8

Many studies have assessed the presence of psychia-



571

BRAZILIAN JOURNAL OF OTORHINOLARYNGOLOGY 73 (4) JULY/AUGUST 2007
http://www.rborl.org.br  /  e-mail: revista@aborlccf.org.br

tric symptoms in patients with vestibular disorders. Just as 
we saw in our patient, the rates of anxiety and avoidance 
behavior are considerably high (between 22% and 67%); 
the rates of vestibular disorders in patients with panic are 
also high (between 39% and 88%).9 Our patient here had 
normal neurotological exam. Yardley et al.6 studied the 
prevalence of panic disorder symptoms in a sample of 
patients with dizziness, and how this affects them from 
the psychosocial stand point. Patients with panic-related 
dizziness had higher rates of vertigo and agoraphobic 
behavior when compared to those patients that had only 
panic or dizziness alone. Moreover, patients with such 
association and who were employed, half of them left 
their jobs, representing approximately 10 fold the ratio 
found among those with dizziness alone and 2 fold when 
compared to those with panic only. Dizziness duration did 
not differ among the three groups studied. 

Behavioral restriction brought about by a fear of 
dizziness in patients with vestibular disorders is similar to 
the phobic avoidance of patients with panic disorder.10

In a non-randomized study carried out with 17 
patients with “psychogenic dizziness”, 76% had panic di-
sorder and/or agoraphobia, compared to 8% in a sample 
of 24 patients with severe tinnitus, which is more related to 
mood disorders such as dysthymia and major depression.11 
Another study with 75 patients with dizziness revealed that 
those without vestibular disorder had a significantly higher 
rate of developing panic spells during their lives. 12

Jacob et al.13 reported that vestibular symptoms 
during panic spells are not necessarily related to the pre-
sence of vestibular dysfunction objectively identifiable; 
nonetheless, patients with panic disorder associated with 
agoraphobia have significantly more vestibular disorders 

than other patients. 
Clark14 et al. studied a self-help group for dizziness 

with 103 patients. Of these, 20.4% were diagnosed with 
panic syndrome, with or without agoraphobia, and 8.7% 
had only agoraphobia, making up almost 30% with an-
xiety disorders. Neurotologic tests were not carried out 
in this study.

Currently, the treatment is carried out by patient 
education, the use of antidepressive agents, especially the 
selective inhibitors of serotonin reuptake (fluoxetine, pa-
roxetine, sertraline), benzodiazepines (alprazolam, clona-
zepam), vestibular rehabilitation and cognitive-behavioral 
therapy, with excellent results.5 With our patient, due to 
the good response she had with the initial therapy, it was 
not necessary to submit her to vestibular rehabilitation. 
We kept only the psychotherapy and the fluoxetine, in 
weaning doses.

Cognitive-behavioral psychotherapy plays a very 
important role, especially in keeping the patient free from 
agoraphobic behavior. In many clinical assays, cognitive 
therapy proved to be as efficient as drug therapy for light 
to moderate anxiety disorders. It is based on educating 
the patient to recognize thought patterns or situations that 
may trigger, magnify and sustain anxiety, phobic behavior, 
depression and somatization. Behavioral therapy is done 
together with cognitive association, through exposing 
the client, in a hierarchic fashion, to stimuli known to be 
noxious, aiming at achieving desensitization. Behavioral 
therapy takes on considerable importance in the treatment 
of agoraphobia and simple or social phobia.5

Because of the large number of differential diagno-
ses, vestibular complaints are difficult to handle clinically, 
and therefore require a broad and careful approach. 
Because of the very prevalence of psychiatric disorders, 
the otorhinolaryngologist must be ready to identify these 
symptoms in their patients, screening them for psychiatric 
follow up. Psychiatric follow up alone is not enough. One 
should not label the patient as carrier of “psychogenic 
dizziness”, or conversion disorder, since psychiatric con-
ditions may worsen or even be generated by labyrinthine 
symptoms. It is necessary to approach the patient in a 
multi-disciplinary fashion and have the improvement of 
the patient’s quality of life as the ultimate goal.

Serotonin reuptake selective inhibitors have proven 
to be efficient in the treatment of panic disorder, with or 
without concurrent vestibular dysfunction.

Further studies are necessary in order to establish 
the true relationship between psychiatric disorders and 
dizziness, such as the prevalence of other psychiatric di-
sorders and dizziness, the role of labyrinthine depressors 
and serotonin reuptake inhibitors in patients with asso-
ciated conditions, long term follow up for these patients, 
amongst others.

Chart 1. Diagnostic criteria of panic attack.

1. Palpitation, tachycardia

2. Sweating

3. Tremor or shakes

4. Dyspnea or feeling of choking 

5. Pain or chest discomfort

6. Nausea or abdominal discomfort

7. Dizziness, unbalance of fainting

8. Derealization or depersonalization

9. Fear of losing control or going mad

10. Fear of dying

11. Paresthesias

12. Chills or heat waves

13. Feeling of being strangled

Source: Diagnostic and Statistical Manual of Mental Disorders, 4th 
edition.
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