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Abstract: We sought to ascertain the importance of psychological manifestations of vertigo
and psychogenic vertigo among a Portuguese population. Sixty patients complaining of
vertigo and imbalance were studied over a 2-year period. At each assessment, the patients
underwent a general examination, a neurootological evaluation, psychiatric interviews, and
psychopathological assessments conducted by a multidisciplinary team. Overall, 38 patients
(63.4%) were given diagnoses of some form of psychopathological complaint. A more de-
tailed analysis revealed panic disorder in 9, moderate depressive episode in 42, and mixed anx-
iety and depressive disorder in 7, whereas the remaining patients (2) suffered from subclinical
symptoms of anxiety or depression. Patients with vertigo demonstrate a high incidence of
psychopathological complaints, the most common being anxiety disorders. Somatization,
obsessive-compulsive behaviors, and depression tend to lessen over time, whereas few
changes are seen in anxiety.
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‘ ’ ertigo is a multidimensional complex syndrome.
Patients with labyrinthine vertigo are frequently
anxious [1], and anxiety is well recognized as

a potential component, or even the primary problem, in
vestibular abnormalities [2]. However, sometimes this
anxiety appears exaggerated in relation to the intensity
of the vertigo or even persists when the initial symp-
toms are receding. Moreover, vertigo and gait or stance
disturbances are common symptoms of psychiatric ill-
ness, especially anxiety, depression, and personality
disorders. Thus, a vicious cycle may arise, in which
vestibular changes are a source of anxiety, which in
turn causes dizziness, even after the vestibular episode
has disappeared. The difficulty of distinguishing between
these disorders has led to the frequent revision and up-
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dating of definitions of clinical criteria (Diagnostic and
Statistical Manual of Mental Disorders IV [ DSM-1V]).

According to Eckhardt-Henn [3], 30-55% of ver-
tigo and imbalance complaints are related to psychiatric
and psychosomatic disorders. Often, however, difficulty
arises in establishing whether the patient’s complaints
correspond to true vertigo or to somatization of a psy-
chiatric condition or whether they are merely functional
complaints wherein the symptom appears dispropor-
tionate to the organic objective findings [4].

Vestibular assessment does not always clarify whether
the vertigo is organic or functional. Even a typical laby-
rinthine dysfunction, such as Méniere’s disease, may
not, in its initial phases, be accompanied by objective
vestibular changes, whether they be spontaneous signs
or even hyporesponsiveness to caloric irrigation, when
assessed in a period between attacks. In other organic
vestibular dysfunctions, such as neuritis, with severe
vertigo of sudden onset associated with horizontal-
rotational nystagmus, axial and segmentary harmoni-
ous deviations, and autonomic manifestations, the vertigo
attacks gradually dissipate. However, the initial major
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vertigo may be followed by other episodes of brief,
chronic vertigo that also may cause disability. The latter
episodes are suggestive of poor vestibular compensa-
tion or the emergence of a new condition of a psycho-
genic nature, possibly triggered by the former condi-
tion. Thus, making the differential diagnosis between
vestibular vertigo accompanied by important psycho-
affective symptoms and what is known as psychogenic
vertigo is difficult.

The psychogenic vertigo group is composed of three
main conditions: panic attacks, agoraphobia, and pos-
tural phobic vertigo. The clinical criteria for identifying
the first two conditions are well established [5]. How-
ever, despite the prevalence that has been attributed to
it [6], postural phobic vertigo is not recognized in
DSM-IV. Postural phobic vertigo is characterized by
dizziness and subjective disturbance of balance and
by perception of illusory body perturbations, usually
triggered by a perceptual stimulus. It frequently is associ-
ated with anxiety symptoms in patients with an obsessive-
compulsive type personality, in whom the onset of the
condition follows emotional stress.

The boundaries of psychogenic vertigo are not
unanimously recognized [7—10]. According to Brandt
[6], psychogenic vertigo should be suspected if (1) cer-
tain stimuli or social events are the main triggers; (2) an
obvious dissociation is seen between objective and sub-
jective imbalance; (3) complaints of rotational vertigo
are not accompanied by spontaneous nystagmus; or (4)
an affected patient shows disproportionately excessive
anxiety or fear of imminent death. Therefore, in a cer-
tain group of patients, it is difficult, using the present
clinical criteria, to pinpoint the type of psychological
manifestations and whether they are a cause or conse-
quence of vertigo.

To ascertain the importance of psychological mani-
festations of vertigo and psychogenic vertigo among a
Portuguese population, we submitted a sample of pa-
tients complaining of vertigo and imbalance to periodic
neurootological and psychopathological assessments
conducted by a multidisciplinary team.

PATIENTS AND METHODS

Between April 1, 1998, and May 31, 1999, we per-
formed a 2-year follow-up study in 60 patients (41 fe-
male and 19 male; age range, 18—82 years; mean age *
SD, 53.3 = 16.9 years). They had been referred by their
general practitioners. Assessments were performed
every 6 months; 17 patients dropped out (8 at the first
assessment and 3 at each of the following assessments).
The 43 patients who completed the study showed a
similar gender and mean age distribution (28 female
and 15 male; mean age, 52.7 = 15.2 years).
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Initially, all patients were examined by a neurologist
and completed a general questionnaire for the charac-
terization of vertigo (type; onset; duration; definition;
time course; associated symptoms; precipitating factors;
severity; disability scale from the American Academy of
Otolaryngology—Head and Neck Surgery [AAO-HNS];
predisposing factors and family history; presence of
such other clinical conditions as hypo- and hyperten-
sion, diabetes, or heart disease; and concomitant drug
intake). A general and neurological clinical examina-
tion, routine analyses and, in some cases, a computed
tomography scan or magnetic resonance imaging also
were performed.

The patients were then referred to the ear, nose, and
throat team, who performed otological and neurooto-
logical evaluations, and to the psychiatric team, who
performed psychiatric and psychological evaluations.
Neurootological assessment included pure-tone audi-
ometry, acoustic immittance audiometry, Unterberger
and Romberg tests, and an electronystagmography bat-
tery consisting of gaze and positional nystagmus, Hall-
pike maneuvers, caloric tests, ocular fixation index
(Demanez), saccades, pursuit-tracking test, and a head-
shaking test. Psychiatric evaluation comprised a semi-
standardized psychiatric interview (SSPI) and the fol-
lowing psychopathological self-assessment scales: the
Beck depression inventory [11,12], the fear question-
naire [13], the panic and mobility symptoms questionnaire
(agoraphobia) [14], the Spielberger state-trait checklist
for anxiety [15], and a general psychopathology scale
(the SCL-90 Hopkins Symptoms checklist) [16].

RESULTS
General Questionnaire

Data from the general questionnaire revealed 16 pa-
tients with a single episode, 20 patients with recurring
attacks, and 16 with chronic vertigo. The neurological
examination permitted the diagnosis of one case of
basilar migraine, one of epilepsy, and two of stroke. A
further six patients presented isolated neurological
signs that did not, however, allow a diagnosis.

Neurootological Assessment

In the first evaluation, completed by 52 patients, only
17 (33%) presented vestibular signs, whereas the re-
maining 35 had normal vestibular test results (68%).
However, by correlating clinical history to vestibular
and hearing assessments, we were able to identify the
following: 11 certain or probable cases of benign par-
oxysmal positional vertigo (BPPV); 8 definite or proba-
ble cases of Méniere’s disease; 8 cases of vestibular
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neuritis; 4 cases of unilateral vestibular loss syndrome;
and 1 case each of Lindsay-Hemenway syndrome and
central-type vestibular dysfunction. Only 19 patients
(37%) did not have a vestibular disorder diagnosis.

Psychiatric Evaluation

Of the 52 patients who concluded the first follow-up
evaluation, correlation of data from the SSPI with the
SCL-90 scores revealed two subgroups: one normal (of
19 patients, or 36.6% of the sample) and the other with
psychopathological manifestations (33 patients, or
63.4%). The latter group was divided into two sub-
groups according to the International Classification of
Diseases (ICD-10) and the DSM-IV: one in which a no-
sologic diagnosis was possible (18 patients, or 34.6%
of the sample) and another in which psychiatric symp-
toms were observed but were considered subclinical
(15 patients, or 28.8% of those who concluded the first
follow-up). A more detailed analysis of the patients
with a nosologic diagnosis revealed panic disorder (n =
8; 15.4%), moderate depressive episode (n = 4; 7.7%),
and mixed anxiety-depression (n = 6; 11.5%). The re-
maining patients (15 patients with psychopathological
manifestations) suffered from subclinical symptoms of
anxiety or depression, including worry, vegetative symp-
toms, sadness, and loss of energy.

Global data obtained with the SCL-90 in the 43 pa-
tients who completed the study showed that the psycho-
logical dimensions presenting the highest initial scores
were obsessive-compulsive behaviors, somatization,
depression, and anxiety (Table 1). However, although
the scores decreased over time in most patients, the
anxiety scores showed few changes over the four as-
sessments. For example, for those in the group that
presented with a single episode of vertigo, the phobic

Table 1. SCL-90 Scores in All Patients Completing the
Study (n = 43)
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Table 2. SCL-90 Scores in Patients with Chronic Vertigo
(n=14)

Percentage of Patients Affected

Psychological Evaluation Evaluation Evaluation Evaluation
Dimension 1 2 3 4
Somatization 40 26.7 20 20
Hostility 20 20 6.7 6.7
Interpersonal

sensitivity 26.7 20 13.3 6.7
Anxiety 20 26.7 20 26.7
Phobic anxiety 20 133 13.3 20
Obsession-

compulsion 733 333 333 26.7
Depression 26.7 26.7 20 6.7
Paranoid traits 13.3 20 6.7 6.7
Psychotic traits 0 0 0 0

anxiety score remained unchanged (23.1%) at the final
evaluation almost 2 years later. The SCL-90 scores in
patients with chronic vertigo, single-episode vertigo,
and recurring attacks are shown in Tables 2, 3, and 4,
respectively.

Psychiatric and Neurootological Correlation

Correlation of the psychiatric and neurootological as-
sessments revealed four distinct groups: group 1, con-
sisting of 19 patients (corresponding to 37% of the 52
subjects who concluded the first follow-up) with vesti-
bular complaints associated with clinical (n =13) or
subclinical (n = 6) psychiatric disorders; group 2, con-
sisting of 16 patients (31%) with clinical (n = 6) or
subclinical (n = 10) psychiatric disorders without ves-
tibular complaints; group 3, consisting of 8 patients
(15%) with vestibular complaints but without psychiat-

Table 3. SCL-90 Scores in Patients with Single-Episode
Vertigo (n = 12)

Percentage of Patients Affected

Percentage of Patients Affected

Psychological ~ Evaluation Evaluation Evaluation Evaluation Psychological ~ Evaluation Evaluation Evaluation Evaluation
Dimension 1 2 3 4 Dimension 1 2 3 4
Somatization 41.9 279 209 14 Somatization 46.2 23.1 23.1 7.7
Hostility 209 9.3 93 4.7 Hostility 38.4 7.7 154 0
Interpersonal Interpersonal

sensitivity 18.6 14 11.6 4.7 sensitivity 30.8 154 15.4 7.7
Anxiety 233 16.3 11.6 16.3 Anxiety 38.4 23.1 154 154
Phobic anxiety 209 16.3 14 11.6 Phobic anxiety 23.1 154 23.1 23.1
Obsession- Obsession-

compulsion 53.5 30.2 279 18.6 compulsion 69.2 38.5 38.5 23.1
Depression 30.2 233 209 11.6 Depression 384 30.8 30.8 23.1
Paranoid traits 11.6 18.6 7 7 Paranoid traits 23.1 154 7.7 7
Psychotic traits 23 23 23 2.3 Psychotic traits 7.7 7.7 7.7 7.7
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Table 4. SCL-90 Scores in Patients with Recurring Vertigo
Attacks (n = 17)

Percentage of Patients Affected

Psychological Evaluation Evaluation Evaluation Evaluation
Dimension 1 2 3 4
Somatization 40 333 20 13.3
Hostility 133 0 6.7 6.7
Interpersonal 0 6.7 6.7 0
sensitivity
Anxiety 20 0 6.7 0
Phobic anxiety 20 13.3 6.7 0
Obsession- 26.7 20 133 13.3
compulsion
Depression 133 13.3 133 6.7
Paranoid traits 0 20 6.7 6.7
Psychotic traits 0 0 0 0

ric disorders; and group 4, consisting of 9 patients
(17% of the sample) with no psychiatric disorders or
vestibular complaints (Fig. 1). The results of the psy-
chopathological self-assessment scales in the group of
patients with a neurootological diagnosis (n = 33) are
shown in Table 5.

Vertigo also was classified according to the time of
onset of symptoms as either primary (initial symptoms
of vertigo followed by psychopathological disorders) or
secondary (initial psychopathological disorders fol-
lowed by dizziness). Psychopathological disorders, as
stated earlier, were classified according to ICD-10/
DSM-IV criteria. In most patients with anxiety alone,
vertigo was the first complaint, whereas in those with
mixed anxiety-depression, the vertigo was secondary

i Clinical psychiatric disorders + vestibular

dysfunction
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Table 5. Correlation Between Neurootological Diagnosis
and Psychopathological Assessment (n = 33)

Psychopathological Assessment
(no. of patients)

Neurootological Diagnosis Clinical Subclinical Normal
Benign paroxysmal positional

vertigo 6 1 4
Ménieére’s disease 1 5 1
Neuritis -+ 0 4
Peripheral vestibular syndrome 3 1 0
Central type vestibular

dysfunction 1 2 0

(Table 6). Identical percentages of primary and second-
ary vertigo were seen in patients with depression (see
Table 6).

Potential relationships between the various vertigo
features (chronic, single-episode, and recurring) and
the severity of the psychopathological disorders were
assessed at the final evaluation. Recurring attacks were
predominantly associated with subclinical-level com-
plaints, whereas chronic vertigo was associated with
clinical levels of anxiety and depression (Fig. 2). What
must be emphasized, however, is that the number of pa-
tients with a normal psychopathological assessment was
virtually the same for all three variations of vertigo.

Psychopharmacological Treatments

Overall, 10 of 14 patients (71.4%) with chronic vertigo,
7 of 16 (43.8%) of those with recurring attacks, and 6

B Subclinical psychiatric disorders + vestibular

dysfunction

Clinical psychiatric disorders without
vestibular dysfunction

B Subclinical psychiatric disorders without
vestibular dysfunction

Vestibular dysfunction without psychiatric

disorders

Without vestibular dysfunction and
psychiatric disorders

Figure 1. Correlation between psychiatric and neurootological assessments.
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Table 6. Incidence of Primary or Secondary Vertigo
According to Psychiatric Diagnosis (n = 43)

Patients (%)

Psychiatric Diagnosis Primary Vertigo Secondary Vertigo

Anxiety 833 16.7
Depression 50.0 50.0
Mixed anxiety-depression 0 100.0

of 13 (46.2%) with single episodes received some type
of psychopharmacological treatment at some time dur-
ing the 2-year follow-up period. From the moment pa-
tients were followed up with our protocol and after psy-
chopathological evaluation, those who presented with
clinical features of anxiety, mixed anxiety-depression,
and depression were placed on medication according to
standard clinical care — namely anxiolytics (benzodiaz-
epines [e.g., alprazolam]) or selective serotonin re-
uptake inhibitors (fluvoxamine, fluoxetine, paroxetine,
sertraline) for those with mixed anxiety and depression
or depression alone.

As mentioned previously, this is an observational
study. In the discussion that follows, we consider as a
methodological limitation of the study the lack of infor-
mation regarding drug therapies.

DISCUSSION

The high incidence of psychopathological manifesta-
tions, whether primary or secondary to vertigo, is clear
in this sample. The majority were anxiety disorders —
panic attacks that affected 15.4% of all patients —
whereas other patients had depression or mixed anxiety-
depression. According to psychopathological assessments,
these patients complaining of dizziness were experienc-
ing personal and professional stress situations toward
which they developed an emotional adaptive disorder.

Number of patients

Figure 2. Relationship between vertigo
features (chronic, single-episode, and - B
recurring) and severity of psychopatho- Normal
logical disorder.
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There was no significant difference between the three
variations of vertigo (chronic, single-episode, and re-
curring) in terms of the severity of the psychiatric con-
ditions. Interestingly, some patients still presented with
several psychopathological manifestations up to 2 years
after a single episode of vertigo.

In a study completed by 101 patients suffering from
vestibular disorders, Yardley et al. [17] identified three
clusters of worries: concern about loss of control, fear
of serious illness, and anticipation of a severe attack.
Fear of losing control and reported autonomic symp-
toms were significantly related to raw and residual
handicap scores after controlling for somatization, ver-
tigo severity, anxiety, and depression. Magnusson et al.
[18] proposed that a patient with psychogenic vertigo
displaces moods or experiences of anxiety to dizziness,
the dizziness serving as an anxiety equivalent.

In our study, psychometric rating scales were not
used prior to the vertigo onset, so the previous psycho-
logical state was established only by the SSPI. This,
therefore, confined us to assessing psychological mani-
festations of “vestibular” vertigo and to disregarding
possible cases of psychogenic vertigo. However, the
high scores in the obsessive-compulsive, anxiety, and
depression dimensions of the SCL-90 scale during the
2-year follow-up support the existence of psychogenic
vertigo in this patient population.

Considering these circumstances, the relationship
between vertigo and anxiety manifestations would not
appear to be irrelevant. Is there an individual suscepti-
bility regarding labyrinthine stimulation? How impor-
tant are personality traits (e.g., anxious, obsessive, or
hysterical)? Are some vertigo syndromes a risk factor
for postural phobic vertigo? Is postural phobic vertigo a
well-defined nosologic entity or only a part of other,
more complex, psychiatric conditions (e.g., as sug-
gested by Eckhardt-Henn et al. [5], who considered
phobic postural vertigo to be a generalizing term that
encompasses different forms of psychogenic vertigo)?

E Recurring attacks
[ Chronic vertigo
M Single episode

Subclinical mixed
anxlety/depression

anxiety/depression depression
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With regard to the findings in patients with recurring
attacks, many of them associated with Méniere’s dis-
ease, it is not surprising that the level of psychopatho-
logical alterations did not, in most cases, achieve sever-
ity consistent with a clinical syndrome. Also not
surprising is that the isolated episodes suggestive of
neuritis, or the situations responsible for chronic ver-
tigo, showed “clinical” levels in all psychopathological
states. In a comparative study of three groups (BPPV,
psychogenic vertigo, and control), Nagarkar et al. [19]
ruled out the possibility that psychological factors play
an important role in patients with BPPV. This group
proposed that the provoking movements result in pre-
cipitation of an acute attack and that the patients experi-
ence heightened emotionality owing to the incapacitat-
ing feeling of severe vertigo.

The current study had a number of limitations. Pa-
tient distribution between the three vertigo types was
not consistent at all time points; some cases diagnosed
as single episodes at the start of the study were not con-
firmed as such during the 2-year follow-up period, owing
to further vertigo episodes or the onset of chronic ver-
tigo. The effects of any drug therapies used, either for
psychopathological or vestibular conditions, also may
have influenced the scores on the psychometric rating
scales. These facts, combined with the small sample
size, ruled out any statistical analysis of the data.

The clinically relevant conclusion from this obser-
vational study is that, 2 years after a single vertigo epi-
sode, some patients still present several psychopatho-
logical manifestations. These findings support the
requirement for psychiatric care in some patients. In-
deed, Eckhardt et al. [20] suggested that assessment of
psychiatric and psychosomatic symptoms should al-
ways accompany, not follow, neurootological evaluation
of vertigo. Interdisciplinary therapy should, therefore, be
started early to prevent chronic symptomatology.
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