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so long as it mainly involves subjective pos-
tural imbalance in wide open spaces, may also
be initiated by the physiological impairment
of visual control of body sway consequent to
the increasing distance to stationary objects in
the seen environment. Panic attacks in phobic
vertigo syndromes require the presence of
both neurotic structure of personality and the
eliciting stimulus situation, which is often un-
pleasant even for healthy subjects. Conse-
quently, impairment of postural balance due
to ataxia or a deficiency in any of the stabi-
lizing sensory systems may facilitate the in-
duction of acrophobia or agoraphobia in pre-
disposed subjects.

Psychotherapy for acrophobia (Table 39-3)
is dominated by behavioral approaches that
can be classified as either systematic or in
vivo desensitization procedures. Goethe
(1771) in the ninth book of the StraBburger
Tischgesellschaft, Selbsterziehung, described
how he treated his own acrophobia by climb-
ing up daily on the top of the StraBburger
Miinster. In modern terms his technique can
be defined as self-controlled in vivo desensi-
tization, somewhere between ‘‘successive ap-
proximation’’ and ‘‘flooding.”’

PHOBIC POSTURAL VERTIGO

Phobic postural vertigo (Brandt and Dieterich,
1986b; Brandt, 1991b; Brandt et al., 1994b)
has been described as a syndrome that is dis-
tinguishable from agoraphobia, acrophobia,
and the pseudoagoraphobia syndrome ‘‘space
phobia’’ (Marks, 1981). Closely related to
gait and posture, it is characterized by a com-
bination of nonrotational vertigo with subjec-
tive postural imbalance and unsteadiness,
mainly in patients with an obsessive-compul-
sive personality.

Table 39-3. Behavioral Therapy for Acrophobia

Systematic desensitization
Therapist or self-directed
Implosion therapy

In vivo desensitization
Successive approximation
Contact desensitization
Flooding

The monosymptomatic disturbance of bal-
ance manifests with superimposed attacks that
occur with and without recognizable provok-
ing factors in the same patient and are expe-
rienced with and without accompanying ex-
cess anxiety, misleading both patient and
physician toward a false diagnosis of organic
disease.

Phobic postural vertigo has become the sec-
ond most common cause of vertigo in our diz-
ziness unit since we began diagnosing it as a
clinical entity. Of 768 consecutive neurologi-
cal inpatients and outpatients presenting be-
tween 1990 and 1992 with vertigo, 158 (21%)
were found to suffer from benign paroxysmal
positioning vertigo and 129 (17%) from pho-
bic postural vertigo, whereas fewer than 10%
were diagnosed with other well known dis-
orders such as Meniere’s syndrome and ves-
tibular neuritis. Although our experience has
shown that a positive diagnosis of the condi-
tion (in contrast to diagnosis by exclusion)
can be established mainly by appropriate in-
terview techniques and clinical neurological
tests, some neurologists doubt the reliability
of this psychiatric labeling. However, as holds
true for all psychogenic disorders in neurol-
ogy, the diagnosis is not made or refuted by
a psychiatrist. The patient rarely consults a
psychiatrist but, instead, seeks the advice of a
specialist in the field associated with the rel-
evant physical symptom.

Clinical Features

An essential component of the phobic postural
vertigo is the combination of either an obses-
sive-compulsive or hysterical personality and
a situational triggering of the attacks. Another
characteristic symptom is the anxiety accom-
panying and following the brief attacks of ver-
tigo and subjective postural imbalance, some
of which arise in particular situations. Patients
describe the vertigo as either a threatening
fluctuation of awareness or perception of il-
lusory body motion, which is often present for
mere fractions of seconds. Sometimes the ver-
tigo is prolonged and seems menacing, the
sufferer being terrified of the possibility of a
loss of consciousness or a fall. The latter is
described as a subjective postural imbalance,
a feeling of weakness, an inhibition of move-
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ment, or a disturbance of coordination of the
legs and head. Fluctuations of the head posi-
tions when standing, resulting from active
bodily movements such as head turning or
shifting weight from one foot to the other,
provoke unpleasant illusions of body accel-
eration with simultaneous illusory movement
of a stationary environment. In mild cases the
patients try to find support or lean on some-
thing. The typical features of the attacks in-
clude anxiety, psychomotor restlessness with
escape reactions, a sudden desire to flee from
the place where the attack was provoked, aim-
less walking, or, if seated, rigid grasping of
the arms of the chair.

The fear of impending death follows the in-
itial disturbance of perception within seconds.
This fear may increase gradually and then
subside, lasting only minutes, or it may con-
tinue in waves for longer periods. Panic and
subsiding anxiety sometimes lead the patients
to believe that they can avert a physical ca-
tastrophe only by running away or by adapt-
ing other types of behavior (taking tablets, for
example). Afterward, however, normal day-
to-day activities are resumed with astonishing
speed. A phobic patient can, for instance, con-
ceal an attack of vertigo from his or her tennis
partner on the way to the court, despite con-
siderable attention, by stopping, obtaining
physical support, and engaging the partner in
unimportant conversation, and then go on to
play a normal tournament match. This dis-
crepancy between the initial panic attacks and
the subsequent ignoring of what has happened
is a typical feature of phobic postural vertigo
but is rarely observed with organic forms of
vertigo.

The attacks occur at irregular intervals,
sometimes several times a day. Specific ques-
tioning almost invariably produces particular
constellations of perceptual stimuli (bridges,
staircases, empty rooms, streets, driving a car)
or social situations (department store, restau-
rant, concert, meeting, reception) from which
a patient has difficulty withdrawing and which
he or she recognizes as provoking factors.
‘‘Spontaneous attacks’’ also occur, so the pa-
tient usually tends to assume that the cause is
organic. After repeated attacks a conditioning
and generalization seems to take place to the

extent that everyday but unexpected situations
involving movement stimuli may provoke
abortive attacks without significant accompa-
nying anxiety. These situations include, for
example, slow sweeping movements of a cur-
tain in the peripheral visual field, inducing an
optokinetic postural response, incorrect esti-
mation of the height of a stair, or stepping
onto a soft surface. In both cases a brief re-
adjustment of sensorimeter programs is re-
quired for postural regulation. Patients with
phobic postural vertigo are inclined to expe-
rience external stimuli of this type primarily
as disorders of bodily function; they then of-
ten spend considerable time in retrospective
analysis of the attacks to determine what may
provoke them; they check their sense of bal-
ance and other brain functions several times
a day. Anticipatory anxiety, which is rarely
expressed spontaneously by the patient, paves
the way for further attacks despite the dis-
crepancy between the subjective fear of fall-
ing and the absence of objective unsteadiness.

A striking number of cases of phobic pos-
tural vertigo follow a period of psychological
stress or physical exertion, an illness, an op-
eration, or pregnancy. The attacks may recur
for months to years and sometimes occur in
cycles. In a considerable proportion of pa-
tients an initial organic disorder of vestibular
function can be diagnosed as the factor trig-
gering a phobic development. The constella-
tion of psychogenic vertigo following lesional
vertigo is described in the literature (Pratt and
McKenzie, 1958; Jacob et al., 1985). Com-
plete compensation for the functional deficit
produced by the lesions has occurred despite
continuing phobic symptoms.

Diagnosis
Diagnosis of phobic postural vertigo is based

mainly on the following six characteristic fea-
tures (Brandt et al., 1994b):

1. Dizziness and subjective disturbance of
balance in the upright posture and during
gait despite normal clinical balance tests.

2. Postural vertigo described as fluctuating
unsteadiness, often taking the form of at-
tacks, or sometimes the perception of il-
lusory body perturbations for fractions of
seconds.
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3. Anxiety (57%) and stressful vegetative
symptoms accompanying and subsequent
to the vertigo elicited by direct question-
ing, although most patients experience ver-
tigo attacks with and without excess
anxiety.

4. Vertigo attacks that can occur spontane-
ously but upon specific questioning are
found to be almost invariably associated
with particular constellations of perceptual
stimuli from which the patients have diffi-
culty withdrawing and that they recognize
as provoking factors. There is a tendency
for rapid conditioning, generalization, and
avoidance behavior to develop.

5. Typically an obsessive-compulsive type of
personality in patients who are often found
to have affective lability and mild (reac-
tive) depression.

6. Frequently, the onset of the condition fol-
lows periods of particular stress or after the
patient has been through an illness, usually
a vestibular disorder (21%).

Normal results in neuro-ophthalmological
and neuro-otological evaluation (with the ex-
ception of a centrally compensated unilateral
vestibular hypofunction) are valuable for di-
agnosis of phobic postural vertigo.

Pathophysiology

Under normal circumstances subjects are not
aware of the subtle self-generated bodily fluc-
tuations or involuntary head movements that
occur in the unsupported upright posture. The
environment also appears stationary during
active movements, although relative move-
ments between head and surroundings cause
shifts of retinal image. This ‘‘space con-
stancy’’ seems to be maintained in the manner
described below.

The voluntary impulse for initiation of
movement is simultaneously accompanied by
an appropriate efference copy (Fig. 39-2) to
make identification possible. It has been sug-
gested (von Holst and Mittelstaedt, 1950) that
the efference copy is used to recalibrate the
perceptual systems on the basis of previous
experience in such a way that the incoming
sensory information is interpreted as arising
from movement of the observer relative to a

stationary environment. Such decoupling
would cause the sensory effects of normal
postural adjustments (of which we are usually
subconscious) to be interpreted as arising
from motion of the surroundings. If there is
no efference copy (e.g., if we move our eye-
ball by placing a finger on the eyelid), we see
illusory movements of the environment (os-
cillopsia). The description of the sensation of
vertigo in phobic patients (involving invol-
untary bodily fluctuations and the occasional
perception of individual head movements as
disturbing external perturbations) can be ex-
plained by a transient uncoupling of efference
and efference copy, leading to a mismatch be-
tween anticipated and actual movement
(Brandt and Dieterich, 1986b; Brandt, 1991b).
Healthy people can experience mild sensa-
tions of vertigo without simultaneous anxiety
if they are in a state of exhaustion and when
the differences between voluntary head move-
ments and involuntary fluctuations become
blurred. In the phobic patient this partial un-
coupling could be caused by the constant anx-
ious controlling and checking of balance reg-
ulation. The way could thus be paved for the
perception of sensorimotor adjustment, which
would otherwise occur subconsciously, by
means of learned and automatically recalled
programs for different patterns of activation
of the muscles necessary to maintain an up-
right position.

Management

Our therapeutic regimen consists mainly of
releasing the patients of their fear of an occult
organic disease by providing them with a de-
tailed explanation of the mechanism that
causes and the factors that provoke vertigo at-
tacks. It is usually achieved within two to
three sessions. We do not subject the patients
to long-term psychotherapy. We attempt to
guide the patient by suggestion, assuring him
or her during the discussion that the nature of
the disease is known and that self-controlled
therapy is possible. We advise the patient
against dwelling on the illness too much (de-
coupling of catastrophic thoughts), provided
the obsessional symptoms are not too severe.
We recommend self-controlled ‘‘desensiti-
zation”’—within the context of behavioral
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therapy—by repeated exposure to situations
that evoke the patient’s vertigo. We advocate
regular but not overly strenuous physical ac-
tivity in order to improve the patient’s sense
of diminished fitness.

In one study 78 patients diagnosed with
phobic postural vertigo were followed for 6
months to 5.5 years after the original referral
(Brandt et al., 1994b). The aims of this first
follow-up investigation were to control our
original diagnosis and to determine the course
of phobic postural vertigo (Fig. 39-3). The
causes and particularly the prognoses of the
disorders were compared with that of psycho-
genic disorders of stance and gait without ver-
tigo in a smaller sample of 17 patients (Fig.
39-3).

Phobic postural vertigo was found to have
a favorable course in most patients, with a
72% improvement rate (22% of patients be-
coming symptom-free), despite only short-
term suggestive and behavioral therapy of one
to three sessions. The course of psychogenic
disorders of stance and gait was less favora-
ble, with most of the patients (52%) remain-
ing unimproved. The study also revealed that
improvement of phobic postural vertigo was
usually initiated by the first therapy session,
which included an extensive discussion of the
psychogenic mechanism. In patients who
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Figure 39-3. Course of phobic postural vertigo
(PPV) and psychogenic disorders of stance and
gait (PSG) at follow-up 5 months to 5 years (mean
2.5 years) after diagnosis. Of 78 patients with PPV,
72% were symptom-free (black) or considerably
improved (shaded). Of 17 patients with PSG, 47%
were symptom-free (black) or considerably im-
proved (shaded).

failed to respond initially, various long-term
intensive psychotherapies were ineffective.
Thus it is unlikely that the prognosis can be
improved by long-term rather than short-term
therapy. On the other hand, there are no con-
trolled studies available on the differential ef-
fects of alternative therapies for phobic
postural vertigo, so the success rate of therapy
must be compared with a frequently favorable
course of phobias left untreated (Agras et al.,
1972; Noyes et al., 1980). It is well estab-
lished that behavioral therapy and antidepres-
sants are helpful for treatment of phobias, and
there is a significant placebo effect described
for agoraphobia.

A major difference between phobic postural
vertigo and psychogenic disorders of stance
and gait is the influence of the duration of the
condition on prognosis. The most surprising
result of our study was that among patients
having phobic postural vertigo continuously
for 1 to 20 years, 11% experienced a complete
remission within days to weeks and 46% im-
proved considerably (Brandt et al., 1994b).
This good result was not observed in patients
with psychogenic disorders of stance and gait,
in whom the condition proved untreatable
when it had lasted longer than 2 years. Lit-
erature on prognosis and treatment of conver-
sion disorders is somewhat confusing, as there
are both favorable and pessimistic studies
available (Lazare, 1981; Ford and Folks,
1985). There is a striking difference in the ap-
pearance of postural vertigo and psychogenic
disorders of stance and gait, which is related
to how patients experience and present that
condition. Phobic postural vertigo patients
tend to hide their problem and usually con-
tinue working, although they suffer enor-
mously from fear of impending failure. Pa-
tients with psychogenic disorders of stance
and gait exhibit their obvious disability, usu-
ally do not work, and seem to suffer less. In
an earlier study on 4470 consecutive neuro-
logical inpatients presenting ‘‘typical neuro-
logical symptoms,”” 405 (9%) were found to
have psychogenic rather than neurological
dysfunction of the nervous system as primary
cause of admission (Lempert et al., 1990).
Among the 405 patients, 47 were diagnosed
with phobic postural vertigo and 52 with psy-
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chogenic disorders of stance and gait (Lem-
pert et al., 1991). Thus phobic postural vertigo
and psychogenic disorders of stance and gait
each accounted for about 1% of the diagnoses
in our inpatients.

The desire of patients with phobic postural
vertigo to learn about the psychogenic mech-
anism and their willingness to actively engage

in treatment are encouraging experiences for
physicians. Having studied and treated phobic
postural vertigo for more than 10 years, we
find the definition of this syndrome as a dis-
tinct clinical entity justified because of its typ-
ical features, the reliability of the diagnosis,
and the favorable course brought on by short-
term suggestive and behavioral therapy.




