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Psychological assessment in patients 
with phobic postural vertigo
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Abstract
Phobic postural vertigo (PPV) is a frequent diagnosis which can be challenging to treat. 
Objective: To investigate the presence of psychiatric disturbances in patients with 
PPV; to assess the psychological status of patients using adaptive diagnosis; to verify 
possible correlations between severity of psychiatric disturbance and adaptive efficacy. 
Method: A total of nineteen subjects were assessed and two instruments applied: the 
Primary Care Evaluation of Mental Disorders Questionnaire (PRIME-MD) and the Adaptive 
Operationalized Diagnostic Scale (AODS), and results from both tests were compared. 
Results: Fourteen patients presented with mood disorder and thirteen with anxiety. All 
patients presented compromised adaptive efficacy. Correlation was found between overall 
outcome on the PRIME and the AODS (tau= –0.42, p=0.027), Separate analysis revealed 
correlation between results of the AODS and anxiety disorders (tau= –0.45, p=0.018) but 
not with mood disorders (tau= –0.36, p=0.054). Conclusion: Adaptive compromise was 
observed in individuals with PPV which was shown to be associated to psychiatric disorders. 
Key words: dizziness, phobic postural vertigo, mood disorder, anxiety disorder.

Avaliação psicológica em pacientes com vertigem postural fóbica

Resumo
A vertigem postural fóbica (VPF) é um diagnóstico freqüente e de tratamento difícil. 
Objetivo: Investigar a presença de distúrbios psiquiátricos em pacientes com VPF; avaliar 
as condições psicológicas dos pacientes através do diagnóstico adaptativo. Método: 
Foram avaliados 19 sujeitos e aplicados dois instrumentos de avaliação: Questionário 
Primary Care Evaluation of Mental Disorders (PRIME-MD) e Escala Diagnóstica Adaptativa 
Operacionalizada (EDAO) e comparados os resultados de ambos os testes. Resultados: 
Quatorze pacientes apresentaram transtorno de humor e treze de ansiedade. Todos os 
pacientes foram avaliados com adaptação ineficaz. Houve correlação entre o resultado 
geral do PRIME e da EDAO (tau= –0,42, p=0,027). Ao se analisar de maneira separada, 
foi observada correlação entre os resultados da EDAO e os transtornos de ansiedade 
(tau= –0,45, p=0,018), não havendo correlação com os transtornos de humor (tau= –0,36, 
p=0,054). Conclusão: Há prejuízo na qualidade adaptativa das pessoas que sofrem de VPF 
e este prejuízo está associado a transtornos psiquiátricos.
Palavras-chave: tontura, transtorno de humor transtorno de ansiedade, vertigem postural 
fóbica.
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Phobic postural vertigo (PPV) is char-
acterized by a combination of subjective 
symptoms of oscillatory vertigo, postural 
instability and balance complaints which 
manifest as episodes in specific situations1. 

The diagnosis of PPV is based on the fol-
lowing six characteristic features2.To es-
tablish the diagnosis, features 1 to 4 were 
mandatory; features 5 and 6 were option-
al: (1) Dizziness and subjective disturbance 
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of balance during upright posture and gait, despite nor-
mal clinical balance tests. (2) Postural vertigo described as 
fluctuating unsteadiness during a few minutes, or some-
times the perception of illusory body perturbations for a 
few seconds. (3) Anxiety and distressing vegetative symp-
toms accompanying and subsequent to the vertigo, al-
though most patients experienced vertigo attacks both 
with and without excess anxiety. (4) Vertigo attacks that 
can occur spontaneously, but upon specific question-
ing are found to be associated with particular constel-
lations of perceptional stimuli (bridges, staircases, emp-
ty rooms, streets, driving a car) or social situations (de-
partment store, restaurant, concert, meeting, reception) 
from which the patients have difficulty withdrawing and 
which they recognize as provoking factors. There is a ten-
dency for rapid conditioning, generalization, and avoid-
ance behavior to develop. (5) Typically, an obsessive-com-
pulsive type personality in patients often found to have 
affective labiality and mild (reactive) depression. (6) Fre-
quently, onset of the condition following periods of par-
ticular stress or after the patient has experienced an ill-
ness, usually a vestibular disorder.

Postural imbalance associated to vertigo can lead to 
insecurity, irritability, loss of self confidence, anguish, 
anxiety, depression, panic and agoraphobia. Individuals 
who suffer from vertigo experience concentration diffi-
culties, memory loss and fatigue. Vertigo-associated fan-
tasies are also common such as: feelings of being removed 
from reality, depersonalization, fear of physical handicap 
or serious illness3,4. PPV is often triggered by a stressing 
event in the patient’s life1, such as emotional tension or 
severe illness and should be treated as a multi-dimen-
sional condition which involves postural, cognitive and 
emotional factors5. 

The aims of the present studies were: (1) to investigate 
the presence of possible psychiatric disturbances in pa-
tients with PPV, particularly depression and anxiety; (2) 
to assess the psychological status of patients using adap-
tive diagnosis; (3) to verify possible correlations between 
severity of psychiatric disturbance and adaptive efficacy.

Method
Patients
A total of 19 subjects of both genders, all diagnosed 

with PPV and consecutively seen at a Vestibular Disor-
ders Outpatient Unit between 2006 and 2008 were as-
sessed. The study was conducted in accordance with the 
ethics standards established in the 1964 Helsinki Decla-
ration and was approved by the hospital’s Research Eth-
ics Committee. Patients participating in this study signed 
a written consent statement.

Patients with history of depression and anxiety, cogni-
tive disturbances, psychotic behaviors, mental handicap 

and alcohol and drugs abuse or dependency were excluded. 
Patients in use of antidepressants or benzodiazepines to 
treat other conditions (e.g. migraine, insomnia) and whose 
medication had been modified within the three months 
leading up to the initial assessment were also excluded.

Psychological assessment
Following initial assessment by a neurologist, the pa-

tients with PPV were referred for psychological assess-
ment within 10 days of the initial consultation.

Two instruments were used for assessment:
1.  The Primary Care Evaluation of Mental Disorders 

(PRIME-MD) questionnaire was used to obtain the psy-
chiatric diagnosis, previously translated into Portuguese 
and adapted for use in a Brazilian setting. This question-
naire works to the diagnoses contained in the Diagnostic 
and Statistical Manual of Mental Disorders - Fourth Edi-
tion (DSM-IV), which were modified to facilitate their 
use in Primary Care services. Some of the subclinical di-
agnoses were also included given their relevance for clin-
ical management of the patient6,7. 

2.  The Adaptive Operationalized Diagnostic Scale 
(AODS)8,9 which assesses the adaptive efficacy of the indi-
vidual according to appropriateness of the set of respons-
es presented to resolve the situation-problem which life 
presents in four areas: relational affective, which encom-
passes the set of responses concerning emotions and feel-
ings of the subject in interpersonal relationships and with 
themselves; productivity, which covers all responses re-
lated to work, studies and any other form of occupation; 
socio cultural, which contains the attitudes and actions of 
the subject with institutions, values and customs or the 
culture in which the individual lives; and organic, which 
denotes physical status and the group of responses on 
feelings, attitudes and care in relation to the person’s own 
body. The author defined adaptation as the set of respons-
es of a living organism to situations which are constantly 
changing, enabling them to maintain their organization, 
however small it may be, consistent with life8.

The appropriateness of response is based on three crite-
ria: (1) resolves the problem, (2) provides some kind of re-
ward and (3) does not create inter or intrapsychic conflict. 

The use of AODS allows the patients to be classified 
on a scale according to adaptive efficacy which can be: ef-
ficacious or inefficacious adaptation, ranging from mild 
to critical, as follows: efficacious adaptation: “normal” 
personality, rare neurotic or characterologic symptoms 
(character traits, or, low plasticity for making life chang-
es); mild inefficacious adaptation: mild neurotic symp-
toms, slight characterologic traits, some inhibitions; mod-
erate inefficacious adaptation: some neurotic symptoms, 
moderate inhibition, some characterologic traces; severe 
inefficacious adaptation: more limiting neurotic symp-
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toms, restrictive inhibitions, rigidity of characterologic 
traits; critical inefficacious adaptation: incapacitating neu-
roses, borderlines, non acute psychotics, extreme charac-
terologic rigidity.

The designation “crisis” exists in each adaptive group 
and specifies an individual who, when confronted with a 
problem and is unable to find an answer in the short term, 
experiences emotional imbalance and tensions. This cri-
sis may occur due to loss (or expectation of loss), or due 
to gain (or expectation of gain)8,9.

Statistical analysis
In order to allow comparison of the two question-

naires, scores were assigned for results of the PRIME-MD 
questionnaire according to the severity of the situation 
and social compromise in the short and medium terms. 
The scores were assigned as follows: major depressive dis-
order: 3, minor depressive disorder: 2, depressive disorder 
due to physical disease: 2; and dysthymia: 1; panic disor-
der: 3; generalized anxiety disorder: 2; and anxiety disor-
der without other specifications: 1. The previously estab-
lished scores on the adapted AODS were as follows: ef-
ficacious: 5; mild inefficacious: 4; moderate: 3 to 3,5; se-
vere: 2 to 2,5; and critical: 1,5. Crisis situations have no 
affect on scoring. 

Kendall’s correlation test was used to compare the 
scales, adopting a significance level of 0.05.

Results
Mood and anxiety disorders
Out of the 19 subjects assessed, 15 were (78.9%) were 

females. Ages ranged from 18 to 77 years, with a mean 
of 53.47 years. 

In this sample, 18 individuals (94.7%) presented at 
least one diagnosis of psychiatric disorder (Table). Elev-
en subjects (57.9%) presented with mixed disturbances, 
i.e. association of anxiety disturbance with mood distur-
bance, comprising eight females and three males. Soma-
toform disorder alone without other specifications was 
observed in 2 patients (10.5%). 

Mood disorder was found in 14 (73.7%) patients, 
where two of these presented with more than one mood 
disorder. Anxiety disorder was similarly high, being found 
in 13 (68.4%) patients where four cases also presented 
with more than one type of anxiety disturbance.

Adaptive diagnosis
In terms of adaptive efficacy, all patients presented 

with inefficacious adaptation, 5 being mild, 5 moderate, 4 
severe and 5 critical. Six (31.6%) patients were in a state of 
crisis. The patient who did not score on the PRIME pre-
sented mild inefficacious adaptation. 

Correlation between scales
Correlation was found between overall outcome on 

the PRIME and the AODS (tau= –0.42, p=0.027), Sepa-
rate analysis of mood disorders and anxiety revealed cor-
relation between results of the AODS and anxiety disor-
ders (tau= –0.45, p=0.018) but no correlation with mood 
disorders (tau= –0.36, p=0.054). 

Discussion
The sample of 19 patients in this study comprised 

mainly women at a 4:1 ratio to men. A previous study 
using the PRIME-MD showed female gender to be a risk 
factor for psychiatric disturbances. Biological (neuroen-

Table. Description of findings of the 19 patients assessed.

PRIME \ AODS Mild Moderate Severe Critical Total
No disorders 1 1
Somatoform WOS 1 1 2
Minor depressive disorder 2 (1)* 2
Minor depressive disorder + anxiety disorder WOS 1 1
Minor depressive disorder due to physical disease 1 1
Major depressive disorder +  anxiety disorder 1 2 (1)* 1 (1)* 4
Major depressive disorder + panic disorder +  generalized anxiety disorder 2 2
Major depressive disorder + panic disorder +   anxiety disorder WOS 1 1
Major depressive disorder + minor depressive disorder due to physical disease 
+ generalized anxiety disorder  +  panic disorder +  compulsive eating

1 (1)* 1

Major depressive disorder + minor depressive disorder due 
to physical disease +  generalized anxiety disorder

1 (1)* 1

Dysthymia +   anxiety disorder WOS 1 (1)* 1
Generalized anxiety disorder 1 1
Anxiety disorder WOS 1 1
Total 5 (1)* 5 (2)* 4 (2)* 5 (1)* 19
WOS: without other specifications. ( )*: number of patients experiencing crisis.
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docrinologic) and sociologic (role played in society) as-
pects explain the majority of psychiatric disorders ob-
served in this group10. Women more frequently report 
vertigo, feelings of impotence and paralysis, faced with 
the demands of society11.

PPV is linked to psychiatric disorders while its symp-
toms are considered diagnostic criteria for diseases such 
as depression and anxiety12. In some circumstances it is 
difficult to ascertain whether these disorders are primary 
or secondary to vestibular dysfunction because some psy-
chological symptoms may be a cause, consequence or co-
exist with vertigo crises13. Several authors have highlighted 
psychiatric compromise in vestibular disorders14-16. Psy-
chosomatic processes may possibly contribute to the de-
velopment, maintenance or severity of dysfunction of the 
vestibular system. In other cases dizziness may represent 
only one somatic manifestation of anxiety whereas in oth-
ers, dysfunction in the vestibular system may coexis17,18. 

One of the non-compulsory criteria for PPV diagno-
sis is mild depression, anxious and compulsive-obsessive 
personality traits19. In the present study, both mood dis-
order and anxiety were observed in more than half of the 
patients. The association between these disorders and the 
presence of further disturbances from the same group in 
a single individual was also frequent. Moreover, 52.6% of 
patients were found to present with major depression, im-
pairing quality of life. Two patients initially had a less severe 
condition of minor depression due to physical disease but 
later evolved to major depression. Although the prevalence 
of depression can be relatively high in neurologic patients, 
especially in moderate and severe forms20, other studies 
have not observed increased depression in patients PPV13.

Generalized anxiety disorder was diagnosed in 26.3% 
of patients and panic syndrome in 21.1%. In spite of this 
compromise, some patients did not limit their everyday 
activities or remain housebound, which indicated the ab-
sence of feelings of insecurity and fear.

The presence of psychiatric disturbance in PPV does 
not invalidate its diagnosis but rather, points to the need 
for a more thorough assessment using objective instru-
ments to measure the psychiatric disorder, and highlights 
the importance of a multi-professional team. In our liter-
ature review, we found indications for psychiatric and in-
terdisciplinary assessment and for treatment and prophy-
laxis of these disorders15,16,18,21. 

No patients in our sample showed vertigo together 
with efficacious adaptation, i.e. all the PPV patients pre-
sented adaptive inefficacy to some degree, presenting com-
promise in the quality of solutions to problems and the vi-
cissitudes of life. All reported to have experienced trau-
mas or loss (of an organic or extreme nature) prior to the 
onset of PPV, corroborating the results of earlier studies13. 

The relationship between inefficacious adaptation and 

psychiatric disorders found in the patients of this sample, 
raise the question of somatization, in other words, inef-
ficacious adaptation may be considered a trigger for dis-
eases such as PPV5,22. Triggering of somatoform diseas-
es such as PPV may possibly stem from the way a person 
deals with problems and personal issues in several sphere 
of life and their degree of adaptation to these issues. The 
psychological status of the patients was found to be as-
sociated with these individuals’ current level of satisfac-
tion with their state of resolution of their problems, and 
in some spheres of life these patients were dissatisfied, in 
line with the diagnosis of inefficacious adaptation.

Compromise in emotional and adaptive issues of the 
patient, associated with the mood and anxiety disorders, 
support the hypothesis of somatization in PPV, and high-
light the need for an interdisciplinary team to diagnose 
and treat PPV.
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