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Table 1. Bdrdny Society diagnostic criteria for persistent postural-perceptual dizziness

A. One or more symptoms of dizziness, unsteadiness or non-spinning vertigo on most days for at least 3 months.

1. Symptoms last for prolonged (hours-long) periods of time, but may wax and wane in severity.

2. Symptoms need not be present continuously throughout the entire day.

B. Persistent symptoms occur without specific provocation, but are exacerbated by three factors : upright posture,
active or passive motion without regard to direction or position, and exposure to  moving visual stimuli or complex

visual patterns.

C. The disorder is triggered by events that cause vertigo, unsteadiness, dizziness, or problems with balance, including
acute, episodic or chronic vestibular syndromes, other neurological or medical illnesses, and psychological

distress.

1. When triggered by an acute or episodic precipitant, symptoms settle into the pattern of criterion A as the
precipitant resolves, but may occur intermittently at first, and then consolidate into a persistent course.

2. When triggered by a chronic precipitant, symptoms may develop slowly at first and worsen gradually.

D. Symptoms cause significant distress or functional impairment.

E. Symptoms are not better accounted for by another disease or disorder.
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Fig. 1. The normal physiological reaction to dizziness (1) is to activate alternative movement control (2) that do not rely
on vestibular information. Once the acute trigger has subsided, instead of returning to normal function, a vicious cy-
cle of maladaptation can arise (3), driven in part by excessive self-observation and anxiety. Somatosensory informa-
fion about body position is thus amplified and distorted, which in turn produces subjective dizziness and high risk of
movement control. Secondary effects like stiffening of gait, phobic avoidance and mental fatigue can develop. The
aim of therapy (4) is to readapt the system to normal function by reducing anxiety and self-monitoring, habituating to
provoking factors, and promoting automatic movement control until recovery (5) is achieved.
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Fig. 2. The Korean Dizziness Handicap Inventory (KDHI), including emotional, functional and physical scale, was com-
pared before and after freatment to assess the dizziness of the patient. At the time of visit, KDHI scored a total score of
44.4, emotional scale 14.4, functional scale 17.7, and physical scale 12.2 and at the last follow-up, the total score was
16.1, emotional scale 3.8, functional scale 6.4, and physical scale 5.7. The Wilcoxon signed rank test showed a statisti-
cally significant decrease in total score and all three subcategories.
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