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Background: Primary orthostatic tremor (POT) is a movement disorder characterized 
by unsteadiness upon standing still due to a tremor affecting the legs. It is a gradually 
progressive condition with limited treatment options. Impairments in health-related qual-
ity of life (HQoL) seem to far exceed the physical disability associated with the condition.

Methods: A multi-center, mixed-methodology study was undertaken to investigate 40 
consecutive patients presenting with POT to four movement disorder centers in France. 
HQoL was investigated using eight quantitative scales and a qualitative study which 
employed semi-structured interviews. Qualitative data were analyzed with a combination 
of grounded-theory approach.

results: Our results confirm that HQoL in POT is severely affected. Fear of falling was 
identified as the main predictor of HQoL. The qualitative arm of our study explored our 
initial results in greater depth and uncovered themes not identified by the quantitative 
approach.

conclusion: Our results illustrate the huge potential of mixed methodology in identifying 
issues influencing HQoL in POT. Our work paves the way for enhanced patient care and 
improved HQoL in POT and is paradigmatic of this modern approach for investigating 
HQoL issues in chronic neurological disorders.

Keywords: primary orthostatic tremor, movement disorder, progressive, health-related quality of life, mixed-
method methodology
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inTrODUcTiOn

Primary orthostatic tremor (POT) is a clinical–neurophysiologi-
cal syndrome characterized by unsteadiness upon standing still 
due to a high frequency (13–18  Hz) tremor affecting the legs 
(1). The underlying pathogenesis of POT is incompletely under-
stood but dysfunction of the cerebello-thalamo-cortical motor 
pathway is thought to play a key role (2–6). POT is a progressive 
disorder and its pharmacological and surgical treatments are 
often disappointing, resulting in a gradual and slow worsening 
of a patient’s condition over the course of the disease (7–9).

While demographics and clinical features of POT patients 
have previously been reported (8, 10, 11), only one study 
addressed health-related quality of life (HQoL). This small pilot 
study suggested both HQoL and mood were impaired in POT, 
but little is known about what causes these impairments (12). In 
our clinical experience, fear of falling is a widespread complaint 
in POT patients. However, its characteristics and consequences 
have not previously been investigated.

To investigate HQoL in POT, the aim of this study was to iden-
tify and explore factors which determine HQoL in our patient 
series. By exploring what specific aspects of HQoL are affected 
by POT through a quantitative and qualitative approach, we 
aimed to tailor our patient’s clinical care. Specifically, we aimed 
to actively address the HQoL issues highlighted by our patients 
in the outpatient setting and put in place therapies and social 
supports which might address these issues. To achieve this aim, 
we enrolled consecutive POT patients presenting to neurological 
movement disorder clinics from four French University hospitals. 
A mixed-methodology approach was employed. Standardized 
patient questionnaires, with a special focus on fear of falling, were 
used as an initial quantitative assessment tool. Semi-structured 
interviews explored issues relating to HQoL in greater depth 
using a combination of grounded-theory approach and thematic 
analysis.

MaTerials anD MeThODs

Participants and study Design
We prospectively enrolled consecutive POT patients seen 
in movement disorders clinics from four French University 
Teaching Hospitals (Paris, Lyon, Strasbourg, and Dijon) between 
March 2014 and December 2015. We included patients with 
an established diagnosis of POT based on clinical observation 
and confirmed by a neurophysiological recording showing a 
14- to 18-Hz pure orthostatic tremor. Patients with secondary 
orthostatic tremor or an associated neurological disorder were 
excluded. All patients underwent a standardized neurological 
history and examination. In addition, a set of quantitative scales 
investigating the consequence of their disease on daily life was 
administered. Finally, a subsample of patients participated in a 
qualitative investigation aimed at getting in-depth information 
from the patient’s perspective.

Data collection
To assess HQoL in POT, we used the short-form (36) health survey 
(SF-36) a well-validated assessment tool (13–15) which measures 

eight domains of health and well-being [physical functioning 
(PF), activities, limitations, pain, general health (GH), vitality 
(VT), social functioning (SF), emotional limitations, and mental 
health]. Scores range from 0 to 100; higher scores indicate better 
health status and a summed score reflects global HQoL. SF-36 
scores from POT patients were compared to published scores for 
the general population (90), and PD (16).

Fear of falling in POT patients was investigated using three 
validated scales (17): the survey of activities and fear of falling in 
the elderly (SAFFE), the falls efficacy scale (FES), and the con-
sequences of falling (COF) (18–20). Different versions of these 
scales exist with minor differences in the scoring method. To 
allow further comparison with literature data, we used versions 
of the SAFFE (21), COF (17, 19), and FES (22) that were previ-
ously used to study series of healthy subjects and PD patients. 
The SAFFE rates a patient’s likelihood of avoiding 17 activities 
(1 = never avoid to 3 = always avoid); the total score ranges from 
0 to 34, with higher scores indicating higher activities restriction. 
The FES measures a patient’s perceived efficacy at performing 10 
activities of daily life without falling; the total score ranges from 
0 (high fear of falling) to 100 (no fear of falling). The COF rates 
a patient’s concern about falling in 12 questions; the total score 
ranges from 12 to 48, with higher scores indicating a greater con-
cern about falling. Two subscores can be calculated: damage to 
identity (COF-DI) and functional independence (COF-LFI). Fear 
of falling scores from POT patients were compared with available 
scores for the general elderly population (19, 20) and Parkinson’s 
disease (PD) (17, 21).

Depression and anxiety were evaluated using the hospital 
anxiety and depression scale (HADS) (23), a 14-item question-
naire which calculates two scores—one for depression (HADS-D) 
and one for anxiety (HADS-A). The total score ranges from 0 
(normal) to 21 (severe disorder) for both HADS-D and HADS-A 
with a cutoff point <8 (23, 24).

To assess coping we used the stigma scale (25), the accept-
ance of illness scale (AIS) (26), and the Rosenberg’s self-esteem 
scale (RSES) (27, 28). The stigma scale assesses perceived stigma 
in six items relating to self-image and relationship with others; 
summed score range from 0 to 18, a score higher than 7 reflects 
moderate stigma and higher than 12 reflecting severe stigma. 
AIS is an eight-item scale; each item is rated from 0 to 4, with 
a total score of 40. Higher score reflects better acceptance and 
score below 30 reflects poor acceptance. RSES is a 10-item scale 
assessing individual’s feeling of self-worth in a five-point (0–4) 
Likert scale. The total score ranges from 0 to 40—a score below 
25 reflects a low self-esteem.

Purposive sampling was used for the qualitative study. This 
method of sampling includes patients based on their individual 
characteristics (age, sex, disease duration, and disability level) 
to achieve the maximum diversity of opinion and representa-
tion. A semi-structured interview guide was developed in a 
step-wise manner, by two investigators. The investigators were 
a neurologist, specialized in movement disorders and a general 
practitioner trained in qualitative research without a specialized 
knowledge of neurology. These two complementary investigators 
made an overall assessment of the impact of POT in everyday 
life in a clinical and pragmatic way. Recruitment continued until 
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TaBle 1 | Clinical and demographic characteristics of 40 POT patients.

Mean sD

Age (years) 68.51 8.27
Sex ratio (M:F) 1:5
Age at onset (years) 52.54 11.06
Disease duration (years) 15.96 10.85
Time to diagnosis (years) 9.21 8.75
Tremor frequency (Hz) 16 1.16

POT, primary orthostatic tremor; M, male; F, female.
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saturation in data analysis was reached. Face-to-face, in-depth, 
semi-structured interviews with participants were performed 
in a hospital office but independent of any context of care. 
Interviews focused on how patients experienced the impact of 
POT on their daily life, with open-ended questions concerning 
broad areas in relation to the disease, including history of the 
disease and the diagnosis, symptoms and handicap related to 
the disease, effects of the treatments, psychological impact and 
social life, and their knowledge or beliefs about the disease. 
Interviewers reworded or clarified the question where appropri-
ate to further investigate topics brought up by participants. Field 
notes were taken before and during the interview to identify 
contextual details and non-verbal expressions. Each interview 
lasted between 30 and 60 min and was digitally recorded and 
transcribed verbatim.

Data analysis
Statistics
All manipulations and statistical analysis were implemented 
with R (3.3.0). Data were inspected for normality and trans-
formed if necessary. Comparison of mean scores from scales 
assessing fear of falling with the published data was assessed 
using a two-tailed Student’s t-test.

Descriptive socioeconomic data are presented as mean ± SD 
of each scale score. Clinical characteristics are described in 
numbers and percentages. As the literature review provided 
little or no information about our population parameters neces-
sary for sample size planning, we performed the post hoc power 
analysis (95–100%) in some significant variables (between POT 
and age-matched healthy subject).

Data were inspected for normality using the Kolmogorov–
Smirnov test. Pearson correlation coefficients selected as the 
assumptions of normality were not violated to calculate the 
direction and magnitude of association between variables.

Associations between study-specific factors with SF-36, COF, 
FES, or SAFFE were analyzed using multiple linear regression. 
To determine the relative importance (RI) of variables (29, 30),  
we used the Linderman, Merenda and Gold (LMG) method 
with the R-package RELAIMPO (31). This method allows the 
contribution of different correlated regressors to be differenti-
ated in a multiple linear regression model. This metric is based 
on unweighted averages over sequential R2’s of each variable in 
all permutation of available regressors to avoid regressors’ order 
effects. The total R2 is split into one non-negative R2 share per 
regressor, all of which sum to the total explained R2. This is done 
by calculating the contribution of each predictor at all possible 
points of entry into the model, and taking the average of those 
contributions. RI estimates are then adjusted to sum to 100% 
for easier interpretation. Confidence interval estimates of the RI 
coefficients indicating whether regressors differed significantly 
from each other in their RI contributions were obtained using the 
bootstrapping capabilities of the RELAIMPO package; a p value 
of <0.05 was used as a cutoff for statistical significance.

Qualitative Analysis of the Interviews
Data analysis was conducted according to the principle of 
grounded theory following an inductive method that allows 

themes and patterns to emerge from the data without any a priori 
hypotheses (32). The data were analyzed by two individuals 
with secondary comparisons of their analysis and discussion of 
differences to ensure inter-case consistency. Both researchers 
approached data analysis without any pre-established hypothesis 
while remaining open to the study objective. Researchers were 
carefully selected to ensure a complimentary but different profile 
and training: a neurologist familiar with movement disorders 
and a general practitioner trained to qualitative research. This 
selection process of complementarity prevents interpretation 
bias as fully as possible. The major themes were identified from 
comparing, contrasting, and categorizing the codes. Both inves-
tigators used N’Vivo software for storage, searching, and coding 
qualitative data. Data saturation was discussed between the two 
interviewers.

study approval
The local ethics committee (CPP Ile de France 6, Salpêtrière 
Hospital, Paris) reviewed and approved the study protocol. The 
study was classified as an observational study, and the data col-
lection was then approved by the national commission for data 
protection (CNIL—number of approval: 1975100) according 
to the rules of the French regulation. As local ethic committee 
did not constrained to get written consent for this observational 
study, oral informed consent was obtained from all participants 
after detailed verbal explanations, and the study was performed 
according to the approved protocol.

resUlTs

We enrolled 40 consecutive patients with POT from four centers 
in France. Demographic characteristics of patients are summa-
rized in Table 1.

evaluation of the hQol
Detailed quantitative evaluation of their HQoL is shown in 
Table 2.

Lower scores on the SF-36 reflect poorer HQoL. A comparison 
of SF-36 scores with data from the general French population of 
a similar age (14) showed lower scores on all eight domains of 
the scale, particularly in PF, activities limitations, GH, and VT. 
Although direct statistical comparison with a previous study was 
not possible, POT patients appeared to have scores similar to 
patients with PD (33), with the exception of scores for physical 
and SF and emotional limitations, which seemed slightly better 
(Figure 1).
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FigUre 1 | Comparison of health-related quality of life of Primary Orthostatic Tremor (POT), patients with age-matched healthy subjects and patients with 
Parkinson’s disease. Values are shown for each dimension using chart polar plots: physical functioning (PF), role limited by physical problems (RP), bodily pain (BP), 
general health (GH), vitality (VT), social functioning (SF), role limited by emotional problems (RE), and mental health (MH). SF-36, the short-form (36) health survey; 
POT, primary orthostatic tremor.

TaBle 2 | Evaluation of health-related quality of life.

Mean sD

Quality of life
SF-36—total (0–100) 53.8 16.91
SF-36—physical health (0–100) 37.19 9.46
SF-36—mental health (0–100) 47.73 8.95

Fear of falling
SAFFE (17–51) 28.74 6.73
FES (0–100) 71.44 19.97
COF (0–48) 30.36 8.41

COF_DI 16.21 4.38
COF_LFI 14.1 4.77

Depression and anxiety
HAD_depression (0–21; N < 8) 5.667 3.33
HAD_anxiety (0–21; N < 8) 8 4.81

coping
AIS (0–40; N > 29) 23.13 8.49
Stigma scale (0–18; N = 0) 7.25 4.44
RSES (0–40; 24 < N < 36) 33.26 4.67

SAFFE, survey of activities and fear of falling in the elderly; FES, falls efficacy scale; 
COF, concern of falling scale; AIS, acceptance of illness scale; RSES, Rosenberg’s 
self-esteem scale; HAD, hospital anxiety and depression; SF-36, short-form (36) health 
survey.
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Fear of falling aligned with results from the PD literature. The 
mean SAFFE score was 29.21. This is similar to scores obtained 
in PD patients of the same age in two independent studies 
(mean = 27.2 after conversion for different scoring, SD = 6.95; 
N = 102; p = 0.19) (17) (mean = 26.2; SD = 8.40; N = 71; p = 0.07) 
(21). Moreover, these results are greater than what was observed 
in older subjects in the general population, meaning that POT 
patients and PD patients are more prone to avoid activities due to 
fear of falling than older healthy controls (mean = 24; SD = 6.8; 
N = 224; p < 0.001; mean age = 80.7; p < 0.0001) (19). The mean 
FES score was 71.44. Studies of healthy controls reported greater 
self-efficacy (mean  =  84.9; SD  =  20.5; N  =  1103; p  <  0.001), 
despite sampling an older population (mean age = 79.6; SD = 5.2; 
N  =  1103; p  <  0.001) (22). The mean COF score was 30.36, 
with a significant higher “damage to identity” (DI) subscore 
(mean = 16.21; SD = 4.38) than the “loss of functional independ-
ence” subscore (mean = 14.1; SD = 4.77; p = 0.045). Mean COF 
score in PD patients from Rahman et al. was significantly lower 
(mean = 26.9; SD = 7.90; N = 110; p = 0.03), reflecting a greater 
concern about falls in POT patients than in PD patients. There 
are few studies of COF in healthy subjects, but Yardley and Smith 
founded similar perceived COF although their population was 
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FigUre 2 | Contributors of health-related quality of life and fear of falling in patients with primary orthostatic tremor. We used Lindeman, Merenda and Gold  
(LMG) R2 to estimate the relative importance of each regressor based on variance decomposition of variables included in the final models. The barplots show the 
proportion of variance in the response variable explained by each explanatory variable, with bootstrapped 95% confidence intervals. The scores were derived  
from the overall significant F-test in a one-way analysis of variance, i.e., F(7, 31) = 9.096, p < 0.0001, R2 = 67.25 (a), F(5, 33) = 9.57, p < 0.0001, R2 = 59.19  
(B), F(6, 32) = 6.00, p < 0.0001, R2 = 52.95 (c), and F(5, 33) = 6.78, p < 0.0001, R2 = 50.57 (D). SF-36, short-form (36) health survey; COF, concern of falling scale; 
FES, falls efficacy scale; SAFFE, survey of activities and fear of falling in the elderly.
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clearly from an older cohort (mean = 26.75; SD = 7.8; N = 126; 
p = 0.02) (19).

As assessed by the HADS, 18% of patients had moderate-to-
severe depression and 42% had anxiety. Patients had difficul-
ties accepting their disease and adjusting to their diagnosis, 
as reflected by the low mean score on the AIS. The mean 
perceived stigmatization was moderate, which included 8% 
of patients with severe perceived stigmatization and 8% that 
perceived no stigmatization. Self-esteem was not affected by 
the disorder.

intercorrelations between Psychosocial 
and clinical Variables and hQol
Short-form (36) health survey scores correlated (p  <  0.01) 
with disease duration, gender, and with psychosocial variables 
in the following direction: positively with perceived efficacy in 
performing daily living activities without falling (β = 0.69—FES), 
self-esteem (β = 0.43), and acceptance of illness (β = 0.33), and 
negatively with concern about falls (β  =  −0.66), restriction 
of activity (β  =  −0.58), perceived stigmatization (β  =  −0.57), 
depression (β = −0.53), and anxiety (β = −0.42).

Similarly, depression correlated with fall efficacy (β = −0.51, 
p  <  0.01), restriction activity (β  =  0.47, p  <  0.01), perceived 
stigmatization (β = 0.50, p < 0.01), and self-esteem (β = −0.44, 
p  <  0.01), whereas anxiety correlated (p  <  0.01) with concern 

about falls (β  =  0.58), fall efficacy (β  =  −0.36, p  <  0.01), and 
stigmatization (β = 0.47, p < 0.05).

Predictors of hQol, Depression,  
and Fear of Falling
To determine which factors had the greatest contribution to 
HQoL scores, the variables correlating with HQoL were used 
in a multiple regression analysis with HQoL as the dependent 
variable. To adjust for possible correlations between variables, 
the RI assessment based on variance decomposition (R2) was 
conducted by calculating the relative contribution of each fac-
tor. Figure 2 shows the RI of all predictors included in the final 
models, i.e., the proportion of variance in the response variable 
explained by each predictor.

Fear of falling was the major predictor of HQoL, as items 
related to fear of falling accounted, respectively, for 25% (COF), 
24% (FES), and 14% (SAFFE) of the variance of SF-36 score 
(Figure 2). Depression and stigma were other significant predic-
tors, accounting for a further 12 and 11% of the variance.

We used the same method to isolate the contributors of fear 
of falling with successively FES, SAFFE, and COF as the depend-
ent variable. Perceived stigmatization was the main predictor, 
accounting for 31.7% of the variance of FES and SAFFE, and 
30.8% of the variance of COF. Other predictors of fear of falling 
are shown in Figure 2.
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FigUre 3 | Grounded-theory model showing the impact of primary orthostatic tremor (POT) on daily life based on interviews. The flowchart was derived using a 
grounded-theory approach for the analysis of transcribed patient interviews. Two researchers with complementary profiles extracted the meaning of the patient’s 
spoken language by using a constant comparative method and grouping the data into themes and categories. Categories were subsequently organized to establish 
connections between the various codes, themes, and categories. The data which emerged illustrate the impact of POT on a patient’s everyday life. The directionality 
of the arrows demonstrates the interplay between each of these elements.
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Qualitative Data: Themes That emerged 
from the semi-structured interviews
A conceptual framework illustrating interrelationship between 
the major themes identified from the data is shown in Figure 3.

Activities and Social Life Limitations
Most patients reported that their condition impacted on their 
daily life which is illustrated by this patient’s comment: “I can do 
the household chores but from a seated position. I have a rolling 
stool so that I can vacuum, mop the floor, dust: as long as I sit, 
no problem. I even did some painting!”; another patient adapted 
her bathroom for enhanced autonomy: “In the bathroom I have a 
wheelchair and a stool in the shower for washing, [laughing], I laugh 
but it is annoying.” Despite these adaptations, patients neglected 
certain activities, particularly those requiring them to stand still.

These limitations also impacted a patient’s professional life 
(professional redeployment, disability pension) and social 
interactions (restriction of social contacts, including contacts 
with family members). This was not only linked to disease sever-
ity but also to an individual’s resources and coping strategies as 
illustrated by this patient’s comment: “Previously when dealing 
with computer troubleshooting, I used to go to customers to carry 
out repairs—I had to carry the equipment and to go under the desk 
to make connections. So, I had to change my job so that I conduct 
troubleshooting just on the phone.”

Illness Representation and Perceived Stigmatization
In most patients, the diagnosis was delayed which had repercus-
sions for their psychological condition. One patient explained, 
“My GP told me, when I explained I was shaking occasionally, he 
told me stuff that is said to everyone: You’re crazy, you should see 
a psychiatrist, you are mad. Okay, I saw a psychiatrist. And then, 
from doctors to psychiatrists, […], my journey was quite difficult.”

Patients perceived their illness as a rare and unknown disease 
which significantly contributed to disease disability. The reality 
of daily life belied the actual disability. Social pressure emerged 
as a frequent theme: fear of looking drunk, or being accused 
of simulating or seeking secondary benefits. Others tried to 
rationalize their symptoms in the context of other disease as 
illustrated by this patient’s comment: “It’s plenty of little things 
that, put all together, well we realize that… well there is worse eh, 
other diseases… god knows that we can see cancers, things like that 
which are unbearable, but here it is, here it is… at least someone 
who has cancer, it’s apparent people will take care of that person 
but me… I always have to explain myself… except with the people 
who know me, at who know what I can do or not….” The same 
patient, rationalizes later her remarks by quoting her neurologist: 
“Pr X said things clearly at the outset: it won’t kill me, but here it 
is not an illness with vital organs damage, but it will rot your life, 
and indeed….”

Vision for the Future
The burden of uncertainty pertaining to the limited available 
scientific knowledge was identified as an important theme. Most 
patients reported a prominent fear of falling, even when they had 
never fallen. Fears about their future was also frequently reported. 
Such fears were fueled by the perceived gradual worsening of 
their condition, their functional limitations, the rarity of the 
disease, and the poorly explained pathophysiology as illustrated 
by the following comment:

“This disease that no one knows… I was not sure where 
it was going… how it would evolve; we still do not know. 
How much time we’ll really be able to… stand upright or is 
it a moment we’re going to be forced to… use a wheelchair, 
to be clear. Well, it’s true that psychologically it’s hard …”; 
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“Eventually, you’re looking ahead to the future and asking 
yourself, ‘Am I going to finish in a wheelchair or to become 
highly dependent on others’ and that’s something you may 
be worried about. What would bother me the most is 
being very dependent on others, that is something I will 
bear very badly.”; "That means that I think for myself: let’s 
hope that no harm comes to my husband because what 
could I do? Because well [sobs], we have children but they 
work, you can’t count on children all the time, they have 
their lives [sobs].”

DiscUssiOn

Using a novel mixed-methodology approach, we found that 
HQoL was severely impaired in POT and the most significant 
factor contributing to it was fear of falling. Furthermore, we 
identified perceived stigma was the main determinant for fear 
of falling. Themes identified in the qualitative analysis included: 
dealing with a virtually invisible yet crippling disease and coping 
with the uncertainty of a rare disease whose pathophysiology is 
unknown. These factors fueled concerns about the future and 
thus influenced HQoL. Our findings, which enhance our under-
standing of POT-related disability, will help to develop more 
tailored treatment programs for patients.

Fear of Falling strongest Predictor  
of hQol
Quantitative data demonstrated that HQoL was markedly 
impaired across all domains in patients with POT—in the same 
range as observed in PD (33). Our results corroborated findings 
from an earlier study which examined HQoL parameters in a 
smaller number of POT patients (12). We examined a broad range 
of factors to identify which impacted most on HQoL in POT. Fear 
of falling was consistently identified as the main contributor in 
POT patients, irrespective of the investigative tool used. The fear 
of falling belies the actual incidence of falls among this patient 
cohort (34). Restriction of activities, concern about falling and 
poor perceived self-efficacy relating to fear of falling were identi-
fied as the strongest predictors of HQoL. These three components 
of fear of falling have previously been shown to reflect independ-
ent psychological processes with varied consequences on daily 
life (17, 35). Fear of falling is well known to be a strong predictor 
of impairment of HQoL, in the elderly (36) and in PD (17, 37). 
However, unlike PD where fear of falling is coupled with a high 
incidence of falls (38, 39) POT patients rarely fall. Interestingly, 
after accounting for disease severity, fear of falling maintained 
a strong association with impairment of HQoL whereas actual 
falls did not (37). Among the epidemiological factors we assessed, 
only disease duration correlated significantly with poor HQoL, 
a greater fear of falling and increased incidence of depression. 
Fear of falling has been successfully managed in PD and elderly 
cohorts using a multidisciplinary approach involving cognitive 
behavioral techniques and exercise therapy (17, 40, 41). These 
techniques could be applied to patient with POT to combat fear 
of falling and improve HQoL.

The impact of Depression, anxiety, and 
Perceived stigmatization on Patient hQol
Despite a low incidence of depression among our cohort (18%), 
it was identified as the fourth most significant predictor of HQoL 
in POT. Furthermore, depression was strongly associated with a 
low perceived self-efficacy relating to falls. Depression’s effect on 
HQoL has been well described across a variety of chronic dis-
eases (12, 33, 42, 43). Anxiety, which was reported in 42% of our 
patients, was also significantly associated with impaired HQoL. 
It was the strongest predictor of concerns about falling and an 
independent predictor of activity restriction related to fear of fall-
ing. Our findings are similar to what has been observed in PD, in 
which depression and anxiety have been identified as independent 
predictors of fear of falling (17). However, contrary to PD, where 
the neuropsychiatric symptoms are part of the non-motor syn-
drome linked to the underlying neuropathology (44–46), these 
symptoms are less well understood in POT and might be more 
related to the particular burden of the disease in daily life. We 
therefore employed a qualitative approach to explore these and 
other symptoms linked to POT-related disability further. Physical 
limitations and related professional and familial consequences, 
fear of the future, uncertainty surrounding the disease and per-
ceived stigmatization were prominent themes in the qualitative 
study. This suggests these issues play a key role in the psycho-
logical burden associated with POT. Fear relating to a specific 
illness and its future have been shown to significantly contribute 
to patient morbidity in rare and in chronic disease (47–49). It has 
also been established that the neural circuitry underlying anxiety 
is intrinsically linked to uncertainty (50). Therefore, patients with 
disease-related anxiety, like those with POT, may benefit from 
therapeutic interventions which emphasize accurate predictions 
of their future, dispel potential misconceptions, and enhance 
coping strategies for threat uncertainty (50).

Perceived stigmatization was identified as a significant 
predictor of HQoL and the major contributor to fear of falling 
in POT. Our qualitative evaluation explored this issue in depth 
and identified multiple processes influencing perceptions of 
stigma among patients with POT. These included a delay to 
diagnoses or misdiagnosis and a feeling that their disease was 
rare and unknown. Furthermore, a fear of how others perceived 
them and a lack of clinically obvious features on their exam 
compounded feelings of stigmatization in our patient cohort. 
Stigma is defined as an attribute that is deeply discrediting and 
reduces someone from a whole and usual person to a tainted 
discounted one (32). Perceived stigma, on the other hand, is 
an awareness of social devaluation or discrimination based on 
a socially stigmatizing attribute and has a stronger and more 
direct relationship with HQoL (51). It is frequently internalized 
by individuals and not addressed by health-care professionals 
(52). It has been previously shown to have far-reaching negative 
consequences for people with chronic illness including reduced 
HQoL, greater functional impairment, relationship difficulties, 
and social isolation (25, 53–58). As such, it is an important 
consideration when treating patients with chronic conditions, 
and it has recently been recognized as an emerging public 
health concern (59). Patients with rare diseases such as POT are 
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particularly susceptible to perceived stigmatization as patient 
education and public awareness is often limited in such rare con-
ditions (60–63). In our series, patient distress was significantly 
compounded by lack of information about their diagnosis both 
in the public and medical domain which led to concerns about 
their prognosis. Our findings have significant implications for 
clinical practice as they provide practical applications for the 
consultation. They prompt us (i) to address the issue of perceived 
stigmatization and to discuss coping strategies with our patients 
and (ii) to clearly outline the current medical knowledge avail-
able on POT. It has been shown that chronic conditions that 
employ patient education programs on issues such as stigma 
have positive outcomes with regard to patient coping strategies 
and HQoL (64–67). Similarly, interventions used in mental ill-
ness that specifically target perceived stigma have been shown 
to increase self-esteem and self-efficacy (68). Such interventions 
could be adapted for patients with POT to reduce disease-related 
disability and improve HQoL. In considering our results,  
a multidisciplinary approach to treatment that goes beyond the 
biological and physiological consequences of the disease, seems 
a necessary step moving forward.

Mixed-Method study, a Useful Tool  
to assess Quality of life in chronic 
neurological Disorders
In our study, we employed a mixed-methodology approach using 
both quantitative and qualitative measures to assess HQoL in 
POT. HQoL is an important clinical outcome that can signifi-
cantly alter disease-related disability (69, 70). Assessment of this 
complex area is neither easily quantified nor defined and requires 
a multidimensional approach (71, 72). Unlike other measure-
ments used in research, HQoL is a uniquely personal perception 
that cannot be neatly characterized by quantitative data alone 
(73). Increasingly, it is considered to be an important clinical 
outcome like other traditional biological end points of disease 
(74). Questionnaire-derived HQoL scores are a standardized 
assessment tool that are useful when comparing results across 
different studies and diseases (75, 76). In comparing our results 
with those from PD studies, we identified similar impairments 
in HQoL despite differences in physical disability and prognosis. 
However, these quantitative measures alone do not provide a 
comprehensive insight into how chronic disease affects daily life 
nor do they permit exploration of unexpected themes (77–79). 
Qualitative research on the other hand focuses on the human 
experience through systematic and interactive approaches 
(80, 81). Unlike hypothesis-driven quantitative methods, this 
approach can capture unanticipated data in a naturally occurring, 
uncontrolled form. While medical researchers with deep histori-
cal roots in quantitative data were initially reluctant to employ 
qualitative approaches, these methods are being increasingly 
used in health-care research to capture a patient’s perspective 
(82–85). In qualitative research, the emphasis is the accuracy and 
precision of capturing a patient’s point of view rather than reli-
ability or hypothesis testing. In our study, we applied the accepted 
quality criteria for qualitative research such as purposive sam-
pling, multiple coding, and triangulation to ensure a rigorous, 

standardized, and systematic approach (86). Qualitative methods 
have been effectively used to capture the psychosocial burden 
of disease (65–69). Our qualitative data bolstered results from 
our quantitative data while highlighting themes not explored in 
patient questionnaires or anticipated by our researchers. We gain 
a better understanding of the meaning and implications of the 
quantitative findings, with a deeper understanding of participants’ 
opinion, representations, or reasoning. For example, the poor 
scores on anxiety scales, like what has been observed in PD, a 
condition which is indisputably “more severe” than POT, could be 
considered paradoxical. However, when taken together with the 
qualitative analysis which emphasized the feeling of uncertainty 
and complexity of illness representation as a source of anxiety in 
POT patients, we can better interpret our quantitative findings.

Qualitative methods alone has its limitations—it does not 
allow for comparisons, severity assessment, prevalence estimates, 
or assessment of efficacy of an intervention procedure (87). A 
mixed-methodology approach is successful at overcoming these 
limitations by combining both methods (88–90). Our mixed-
method approach reflects a convergent parallel design allowing 
reciprocal interpretations between qualitative and quantitative 
data (91). The importance of mixed methodology in health 
research is increasingly recognized; the proportion of mixed-
methodology studies has almost doubled in the last decade 
(92–96). This method is very much in its infancy in neurology 
research and has been used to investigate single issues (97–100), 
caregiver’s burden (101, 102), and prospective studies (103, 104). 
It is outside the field of neurology where it has been shown to be 
effective in assessing the more global issue of HQoL (105, 106). 
Our work is paradigmatic of a mixed-methodology approach that 
holds huge potential for in-depth investigation of HQoL issues 
in chronic neurological disorders. Moving forward we believe 
this comprehensive experimental approach should be the gold 
standard for clinical studies aimed at understanding issues related 
to the burden of chronic neurological disease and acceptance of 
its treatment from a patient’s perspective. In the case of POT, it 
was crucial to raise awareness on the importance of perceived 
stigmatization and the anxiety about the future in order to better 
take care of these patients. Special clinical attention is required 
to prevent patients from experiencing the additional burden of 
stigma and its negative psychological consequences. Moreover, a 
more detailed explanation of a patient’s long-term outcome might 
reduce the burden of uncertainty and in so doing improve quality 
of life for POT patients.

limitations of Our study
We acknowledge several limitations in our study. As there was no 
age-matched healthy control group for our quantitative data, we 
compared our results on HQoL with published data on an age-
matched general French population. Furthermore, fear of falling 
was compared to published data on PD patients of the same age 
and with an older general population. As there is no available 
cutoff values for these scales, this informed us on the severity of 
fear of falling in our POT population.

Second, due to the lack of a validated quantitative tool the 
severity of the disorder could not be quantitatively studied. 
As such, it could not be used in the multivariate analysis, even 
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though it probably has a role in HQoL and in fear of falling. 
Nevertheless, despite the progressive nature of POT, duration of 
the disease had no effect on HQoL and fear of falling, suggesting 
that severity has not a major role.

These limitations are counteracted by the use of a thorough 
qualitative study, allowing an in-depth study of the burden of 
POT on daily life.

cOnclUsiOn

Using a mixed-methodology approach, our results illustrate what 
factors impact HQoL in POT. By identifying issues such as fear of 
falling, uncertainty about the disorder and its course, perceived 
stigmatization, and patient-related anxiety, we can tailor our 
consultation to discuss these issues and take them into account 
for the overall care recommendation.

eThics sTaTeMenT

The local ethics committee (CPP Ile de France 6, Salpêtrière 
Hospital, Paris) reviewed and approved the study protocol. The 

study was classified as an observational study, and the data col-
lection was then approved by the national commission for data 
protection (CNIL—number of approval: 1975100) according 
to the rules of the French regulation. Oral informed consent 
was obtained from all participants after detailed verbal explana-
tions, and the study was performed according to the approved 
protocol.

aUThOr cOnTriBUTiOns

ER, MV, MJ, BF, and KM designed the study. ER, MV, and KM 
supervised the study. LM, ER, EM, KM, BF, MJ, and MD drafted/
revised the manuscript. LM, MV, KM, MD, EA, MA, FB, EB, VC, 
CB, EM, and ER acquired and analyzed/interpreted the data.

acKnOWleDgMenTs

The authors would like to thank the patients for participating 
in this study. This work was supported by a grant from APTES 
(French patients association for tremor) and an unrestricted 
grant from Orkyn.

reFerences

1. Deuschl G, Bain P, Brin M. Consensus statement of the movement 
disorder society on tremor. Mov Disord (1998) 13(S3):2–23. doi:10.1002/
mds.870131303 

2. Wills AJ, Thompson PD, Findley LJ, Brooks DJ. A positron emission tomog-
raphy study of primary orthostatic tremor. Neurology (1996) 46(3):747–52. 
doi:10.1212/WNL.46.3.747 

3. Benito-León J, Louis ED, Manzanedo E, Hernández-Tamames JA, Álvarez-
Linera J, Molina-Arjona JA, et  al. Resting state functional MRI reveals 
abnormal network connectivity in orthostatic tremor. Medicine (Baltimore) 
(2016) 95(29):e4310. doi:10.1097/MD.0000000000004310 

4. Gallea C, Popa T, García-Lorenzo D, Valabregue R, Legrand AP, Apartis E, 
et al. Orthostatic tremor: a cerebellar pathology? Brain (2016) 139(8):2182–
97. doi:10.1093/brain/aww140 

5. Muthuraman M, Groppa S, Deuschl G. Cerebello-cortical networks in 
orthostatic tremor. Brain (2016) 139(Pt 8):2104–6. doi:10.1093/brain/ 
aww164 

6. Schöberl F, Feil K, Xiong G, Bartenstein P, la Fougére C, Jahn K, et  al. 
Pathological ponto-cerebello-thalamo-cortical activations in primary 
orthostatic tremor during lying and stance. Brain (2017) 140(Pt 1):83–97. 
doi:10.1093/brain/aww268 

7. Feil K, Böttcher N, Guri F, Krafczyk S, Schöberl F, Zwergal A, et  al. 
Long-term course of orthostatic tremor in serial posturographic mea-
surement. Parkinsonism Relat Disord (2015) 21(8):905–10. doi:10.1016/j.
parkreldis.2015.05.021 

8. Ganos C, Maugest L, Apartis E, Gasca-Salas C, Cáceres-Redondo MT, Erro 
R, et  al. The long-term outcome of orthostatic tremor. J Neurol Neurosurg 
Psychiatry (2015) 87(2):167–72. doi:10.1136/jnnp-2014-309942 

9. Chiang H-L, Tai Y-C, McMaster J, Fung VS, Mahant N. Primary orthostatic 
tremor: is deep brain stimulation better than spinal cord stimulation? 
J Neurol Neurosurg Psychiatry (2017) 88(9):804–5. doi:10.1136/jnnp-2016- 
315188 

10. Hassan A, Ahlskog JE, Matsumoto JY, Milber JM, Bower JH, Wilkinson JR.  
Orthostatic tremor: clinical, electrophysiologic, and treatment find-
ings in 184 patients. Neurology (2016) 86(5):458–64. doi:10.1212/WNL. 
0000000000002328 

11. Gerschlager W, Münchau A, Katzenschlager R, Brown P, Rothwell JC,  
Quinn N, et  al. Natural history and syndromic associations of orthostatic 
tremor: a review of 41 patients. Mov Disord (2004) 19(7):788–95. doi:10.1002/
mds.20132 

12. Gerschlager W, Katzenschlager R, Schrag A, Lees AJ, Brown P, Quinn N, 
et  al. Quality of life in patients with orthostatic tremor. J Neurol (2003) 
250(2):212–5. doi:10.1007/s00415-003-0980-9 

13. McHorney CA, Ware JE, Speelman JD. The MOS 36-item short-form 
health survey (SF-36): II: psychometric and clinical tests of validity mea-
suring physical and mental health construct. Med Care (1993) 31:247–63. 
doi:10.1097/00005650-199303000-00006 

14. Leplege A, Ecosse E, Verdier A, Perneger TV. The French SF-36 Health 
Survey: translation, cultural adaptation and preliminary psychometric 
evaluation. J Clin Epidemiol (1998) 51(11):1013–23. doi:10.1016/S0895- 
4356(98)00093-6 

15. Perneger TV, Leplege A, Etter JF, Rougemont A. Validation of a 
French-language version of the MOS 36-item short form health survey 
(SF-36) in young healthy adults. J Clin Epidemiol (1995) 8:1051–60. 
doi:10.1016/0895-4356(94)00227-H 

16. Schrag A, Jahanshahi M, Quinn N. How does Parkinson’s disease affect 
quality of life? A comparison with quality of life in the general popula-
tion. Mov Disord (2000) 15(6):1112–8. doi:10.1002/1531-8257(200011) 
15:6<1112::AID-MDS1008>3.0.CO;2-A 

17. Rahman S, Griffin HJ, Quinn NP, Jahanshahi M. On the nature of fear 
of falling in Parkinson’s disease. Behav Neurol (2011) 24(3):219–28. 
doi:10.1155/2011/274539 

18. Lachman ME, Howland J, Tennstedt S, Jette A, Assmann S, Peterson EW.  
Fear of falling and activity restriction: the survey of activities and fear 
of falling in the elderly (SAFE). J Gerontol B Psychol Sci Soc Sci (1998) 
53(1):43–50. doi:10.1093/geronb/53B.1.P43 

19. Yardley L, Smith H. A prospective study of the relationship between feared 
consequences of falling and avoidance of activity in community-living older 
people. Gerontologist (2002) 42(1):17–23. doi:10.1093/geront/42.1.17 

20. Tinetti ME, Richman D, Powell L. Falls efficacy as a measure of fear of falling. 
J Gerontol (1990) 45(6):239–43. doi:10.1093/geronj/45.6.P239 

21. Nilsson MH, Drake A-M, Hagell P. Assessment of fall-related self-efficacy 
and activity avoidance in people with Parkinson’s disease. BMC Geriatr 
(2010) 10(1):78. doi:10.1186/1471-2318-10-78 

22. Tinetti ME, Mendes de Leon CF, Doucette JT, Baker DI. Fear of falling and 
fall-related efficacy in relationship to functioning among community- 
living elders. J Gerontol (1994) 49(3):M140–7. doi:10.1093/geronj/49. 
3.M140 

23. Zigmond AS, Snaith RP. The hospital anxiety and depression scale. Acta 
Psychiatr Scand (1983) 67(6):361–70. doi:10.1111/j.1600-0447.1983.
tb09716.x 

http://www.frontiersin.org/Neurology/
http://www.frontiersin.org
http://www.frontiersin.org/Neurology/archive
https://doi.org/10.1002/mds.870131303
https://doi.org/10.1002/mds.870131303
https://doi.org/10.1212/WNL.46.3.747
https://doi.org/10.1097/MD.0000000000004310
https://doi.org/10.1093/brain/aww140
https://doi.org/10.1093/brain/aww164
https://doi.org/10.1093/brain/aww164
https://doi.org/10.1093/brain/aww268
https://doi.org/10.1016/j.parkreldis.2015.05.021
https://doi.org/10.1016/j.parkreldis.2015.05.021
https://doi.org/10.1136/jnnp-2014-309942
https://doi.org/10.1136/jnnp-2016-315188
https://doi.org/10.1136/jnnp-2016-315188
https://doi.org/10.1212/WNL.
0000000000002328
https://doi.org/10.1212/WNL.
0000000000002328
https://doi.org/10.1002/mds.20132
https://doi.org/10.1002/mds.20132
https://doi.org/10.1007/s00415-003-0980-9
https://doi.org/10.1097/00005650-199303000-00006
https://doi.org/10.1016/S0895-
4356(98)00093-6
https://doi.org/10.1016/S0895-
4356(98)00093-6
https://doi.org/10.1016/0895-4356(94)00227-H
https://doi.org/10.1002/1531-8257(200011)
15:6 < 1112::AID-MDS1008 > 3.0.CO;2-A
https://doi.org/10.1002/1531-8257(200011)
15:6 < 1112::AID-MDS1008 > 3.0.CO;2-A
https://doi.org/10.1155/2011/274539
https://doi.org/10.1093/geronb/53B.1.P43
https://doi.org/10.1093/geront/42.1.17
https://doi.org/10.1093/geronj/45.6.P239
https://doi.org/10.1186/1471-2318-10-78
https://doi.org/10.1093/geronj/49.
3.M140
https://doi.org/10.1093/geronj/49.
3.M140
https://doi.org/10.1111/j.1600-0447.1983.tb09716.x
https://doi.org/10.1111/j.1600-0447.1983.tb09716.x


10

Maugest et al. HQoL in Orthostatic Tremor

Frontiers in Neurology | www.frontiersin.org January 2018 | Volume 8 | Article 747

24. Bjelland I, Dahl AA, Haug TT, Neckelmann D. The validity of the hospital 
anxiety and depression scale. An updated literature review. J Psychosom Res 
(2002) 52(2):69–77. doi:10.1016/S0022-3999(01)00296-3 

25. MacDonald LD, Anderson HR. Stigma in patients with rectal cancer:  
a community study. J Epidemiol Community Health (1984) 38(4):284–90. 
doi:10.1136/jech.38.4.284 

26. Felton BJ, Revenson TA. Coping with chronic illness: a study of illness 
controllability and the influence of coping strategies on psychological 
adjustment. J Consult Clin Psychol (1984) 52(3):343–53. doi:10.1037/0022- 
006X.52.3.343 

27. Rosenberg M. Society and Adolescent Self-Image. Princeton, NJ: Princeton 
University Press (1965).

28. Sinclair SJ, Blais MA, Gansler DA, Sandberg E, Bistis K, LoCicero A. 
Psychometric properties of the Rosenberg Self-Esteem Scale: overall and 
across demographic groups living within the United States. Eval Health Prof 
(2010) 33(1):56–80. doi:10.1177/0163278709356187 

29. Nathans LL, Oswalk FL, NImon K. Multiple linear regression a guidebook  
of variable importance. Pract Assess Res Eval (2012) 17(9):1–19. 

30. Gromping U. Variable importance in regression models. WIREs Comp Stat 
(2015) 7:137–52. doi:10.1002/wics.1346 

31. Grömping U. Relative importance for linear regression in R: the package 
relaimpo. J Stat Softw (2006) 17(1):1–27. doi:10.18637/jss.v017.i01

32. Miles MB, Huberman M, Saldana J. Qualitative Data Analysis. A Methods 
Sourcebook. 3rd ed. Los Angeles: SAGE (2014).

33. Schrag A, Jahanshahi M, Quinn N. What contributes to quality of life in 
patients with Parkinson’s disease? J Neurol Neurosurg Psychiatry (2000) 
69(3):308–12. doi:10.1136/jnnp.69.3.308 

34. Hassan A, Ahlskog JE, Matsumoto JY, Milber JM, Bower JH, Wilkinson 
JR, et  al. Orthostatic tremor. Neurology (2016) 86(5):458–64. doi:10.1212/
WNL.0000000000002328 

35. Jorstad EC, Hauer K, Becker C, Lamb SE; ProFaNE Group. Measuring the 
psychological outcomes of falling: a systematic review. J Am Geriatr Soc 
(2005) 53(3):501–10. doi:10.1111/j.1532-5415.2005.53172.x 

36. Scheffer AC, Schuurmans MJ, van Dijk N, van der Hooft T, de Rooij SE.  
Fear of falling: measurement strategy, prevalence, risk factors and conse-
quences among older persons. Age Ageing (2007) 37(1):19–24. doi:10.1093/
ageing/afm169 

37. Grimbergen YA, Schrag A, Mazibrada G, Borm GF, Bloem BR. Impact 
of falls and fear of falling on health-related quality of life in patients with 
Parkinson’s disease. J Parkinsons Dis (2013) 3(3):409–13. doi:10.3233/
JPD-120113 

38. Lindholm B, Hagell P, Hansson O, Nilsson MH. Prediction of falls and/
or near falls in people with mild Parkinson’s disease. PLoS One (2015) 
10(1):e0117018. doi:10.1371/journal.pone.0117018 

39. Mactier K, Lord S, Godfrey A, Burn D, Rochester L. The relationship 
between real world ambulatory activity and falls in incident Parkinson’s 
disease: influence of classification scheme. Parkinsonism Relat Disord (2015) 
21(3):236–42. doi:10.1016/j.parkreldis.2014.12.014 

40. Tennestedt S, Howland J, Lachman M, Peterson E, Kasten L, Jette A.  
A randomizer controlled trial of a group intervention to reduce fear of fall-
ing and associated activity restriction in older adults. J Gerontol B Osychol 
Sci Soc Sci (1998) 53:384–92. doi:10.1093/geronb/53B.6.P384 

41. Zijlstra GAR, van Haastregt JC, van Rossum E, van Eijk JT, Yardley L, 
Kempen GI, et al. Interventions to reduce fear of falling in community- 
living older people: a systematic review: interventions to reduce fear of 
falling. J Am Geriatr Soc (2007) 55(4):603–15. doi:10.1111/j.1532-5415. 
2007.01148.x 

42. Ben-Shlomo Y, Camfield L, Warner T; ESDE Collaborative Group. What are 
the determinants of quality of life in people with cervical dystonia? J Neurol 
Neurosurg Psychiatry (2002) 72(5):608–14. doi:10.1136/jnnp.72.5.608 

43. Juczynski Z, Adamiak G. [Psychological and behavioral predictors of the 
quality of life of people with multiple sclerosis]. Pol Merkur Lekarski (2000) 
8(48):413–5. 

44. Weintraub D, Burn DJ. Parkinson’s disease: the quintessential neuropsychi-
atric disorder. Mov Disord (2011) 26(6):1022–31. doi:10.1002/mds.23664 

45. Alzahrani H, Venneri A. Cognitive and neuroanatomical correlates 
of neuropsychiatric symptoms in Parkinson’s disease: a systematic 
review. J Neurol Sci (2015) 356(1–2):32–44. doi:10.1016/j.jns.2015. 
06.037 

46. Reichmann H, Brandt MD, Klingelhoefer L. The nonmotor features of 
Parkinson’s disease. Curr Opin Neurol (2016) 29(4):467–73. doi:10.1097/
WCO.0000000000000348 

47. Lagercrantz B, Persson Å, Kull I. “Healthcare seems to vary a lot”: a focus 
group study among parents of children with severe allergy. J Asthma (2017) 
54(7):672–8. doi:10.1080/02770903.2016.1258079 

48. Soni-Jaiswal A, Mercer J, Jones SA, Bruce IA, Callery P. Mucopolysaccharidosis 
I; parental beliefs about the impact of disease on the quality of life of 
their children. Orphanet J Rare Dis (2016) 11(1):96. doi:10.1186/s13023- 
016-0478-z 

49. Carson LD, Henderson JN, King K, Kleszynski K, Thompson DM, Mayer P.  
American Indian diabetes beliefs and practices: anxiety, fear, and dread 
in pregnant women with diabetes. Diabetes Spectr (2015) 28(4):258–63. 
doi:10.2337/diaspect.28.4.258 

50. Grupe DW, Nitschke JB. Uncertainty and anticipation in anxiety: an inte-
grated neurobiological and psychological perspective. Nat Rev Neurosci 
(2013) 14(7):488–501. doi:10.1038/nrn3524 

51. Brown RL. Perceived stigma among people with chronic health conditions: 
the influence of age, stressor exposure, and psychosocial resources. Res 
Aging (2014) 37(4):335–60. doi:10.1177/0164027514533133 

52. Dolezal L, Lyons B. Health-related shame: an affective determinant of health? 
Med Humanit (2017) 43(4):257–63. doi:10.1136/medhum-2017-011186 

53. Fiske S, Gilbert D, Lindzey G. Handbook of Social Psychology. Boston: 
McGraw-Hill (1998).

54. Miller C, Major B. Coping with stigma and prejudice. In: Heatherton R,  
Kleck E, Hebl M, Hull J, editors. The Social Psychology of Stigma. New York: 
The Guilford Press (2000). p. 243–72.

55. Van Brakel WH. Measuring health-related stigma – a literature review. 
Psychol Health Med (2006) 11(3):307–34. doi:10.1080/13548500600595160 

56. Maffoni M, Giardini A, Pierobon A, Ferrazzoli D, Frazzitta G. Stigma expe-
rienced by Parkinson’s disease patients: a descriptive review of qualitative 
studies. Parkinsons Dis (2017) 2017:1–7. doi:10.1155/2017/7203259 

57. Ma H-I, Saint-Hilaire M, Thomas CA, Tickle-Degnen L. Stigma as a key 
determinant of health-related quality of life in Parkinson’s disease. Qual Life 
Res (2016) 25(12):3037–45. doi:10.1007/s11136-016-1329-z 

58. Shi Y, Wang S, Ying J, Zhang M, Liu P, Zhang H, et  al. Correlates of 
perceived stigma for people living with epilepsy: a meta-analysis. Epilepsy 
Behav (2017) 70:198–203. doi:10.1016/j.yebeh.2017.02.022 

59. Mackert M, Donovan EE, Mabry A, Guadagno M, Stout PA. Stigma and 
health literacy: an agenda for advancing research and practice. Am J Health 
Behav (2014) 38(5):690–8. doi:10.5993/AJHB.38.5.6 

60. Joachim G, Acorn S. Life with a rare chronic disease: the scleroderma 
experience. J Adv Nurs (2003) 42(6):598–606. doi:10.1046/j.1365-2648. 
2003.02663.x 

61. Zihlmann KF, de Alvarenga AT, Casseb J. Living invisible: HTLV-1-infected 
persons and the lack of care in public health. PLoS Negl Trop Dis (2012) 
6(6):e1705. doi:10.1371/journal.pntd.0001705 

62. Bogart KR. “People are all about appearances”: a focus group of teen-
agers with Moebius syndrome. J Health Psychol (2015) 20(12):1579–88. 
doi:10.1177/1359105313517277 

63. Somanadhan S, Larkin PJ. Parents’ experiences of living with, and caring 
for children, adolescents and young adults with mucopolysaccharidosis 
(MPS). Orphanet J Rare Dis (2016) 11(1):138. doi:10.1186/s13023-016- 
0521-0 

64. Kapella MC, Berger BE, Vern BA, Vispute S, Prasad B, Carley DW. 
Health-related stigma as a determinant of functioning in young adults 
with narcolepsy. PLoS One (2015) 10(4):e0122478. doi:10.1371/journal.
pone.0122478 

65. Mittal D, Sullivan G, Chekuri L, Allee E, Corrigan PW. Empirical studies of 
self-stigma reduction strategies: a critical review of the literature. Psychiatr 
Serv (2012) 63(10):974–81. doi:10.1176/appi.ps.201100459 

66. Stangl AL, Lloyd JK, Brady LM, Holland CE, Baral S. A systematic review of 
interventions to reduce HIV-related stigma and discrimination from 2002 
to 2013: how far have we come? J Int AIDS Soc (2013) 16(3 Suppl 2):18734. 
doi:10.7448/IAS.16.3.18734 

67. Geibel S, Hossain SM, Pulerwitz J, Sultana N, Hossain T, Roy S, et  al.  
Stigma reduction training improves healthcare provider attitudes toward, 
and experiences of, young marginalized people in Bangladesh. J Adolesc 
Health (2017) 60(2):S35–44. doi:10.1016/j.jadohealth.2016.09.026 

http://www.frontiersin.org/Neurology/
http://www.frontiersin.org
http://www.frontiersin.org/Neurology/archive
https://doi.org/10.1016/S0022-3999(01)00296-3
https://doi.org/10.1136/jech.38.4.284
https://doi.org/10.1037/0022-
006X.52.3.343
https://doi.org/10.1037/0022-
006X.52.3.343
https://doi.org/10.1177/0163278709356187
https://doi.org/10.1002/wics.1346
https://doi.org/10.18637/jss.v017.i01
https://doi.org/10.1136/jnnp.69.3.308
https://doi.org/10.1212/WNL.0000000000002328
https://doi.org/10.1212/WNL.0000000000002328
https://doi.org/10.1111/j.1532-5415.2005.53172.x
https://doi.org/10.1093/ageing/afm169
https://doi.org/10.1093/ageing/afm169
https://doi.org/10.3233/JPD-120113
https://doi.org/10.3233/JPD-120113
https://doi.org/10.1371/journal.pone.0117018
https://doi.org/10.1016/j.parkreldis.2014.12.014
https://doi.org/10.1093/geronb/53B.6.P384
https://doi.org/10.1111/j.1532-5415.
2007.01148.x
https://doi.org/10.1111/j.1532-5415.
2007.01148.x
https://doi.org/10.1136/jnnp.72.5.608
https://doi.org/10.1002/mds.23664
https://doi.org/10.1016/j.jns.2015.06.037
https://doi.org/10.1016/j.jns.2015.06.037
https://doi.org/10.1097/WCO.0000000000000348
https://doi.org/10.1097/WCO.0000000000000348
https://doi.org/10.1080/02770903.2016.1258079
https://doi.org/10.1186/s13023-
016-0478-z
https://doi.org/10.1186/s13023-
016-0478-z
https://doi.org/10.2337/diaspect.28.4.258
https://doi.org/10.1038/nrn3524
https://doi.org/10.1177/0164027514533133
https://doi.org/10.1136/medhum-2017-011186
https://doi.org/10.1080/13548500600595160
https://doi.org/10.1155/2017/7203259
https://doi.org/10.1007/s11136-016-1329-z
https://doi.org/10.1016/j.yebeh.2017.02.022
https://doi.org/10.5993/AJHB.38.5.6
https://doi.org/10.1046/j.1365-2648.
2003.02663.x
https://doi.org/10.1046/j.1365-2648.
2003.02663.x
https://doi.org/10.1371/journal.pntd.0001705
https://doi.org/10.1177/1359105313517277
https://doi.org/10.1186/s13023-016-0521-0
https://doi.org/10.1186/s13023-016-0521-0
https://doi.org/10.1371/journal.pone.0122478
https://doi.org/10.1371/journal.pone.0122478
https://doi.org/10.1176/appi.ps.201100459
https://doi.org/10.7448/IAS.16.3.18734
https://doi.org/10.1016/j.jadohealth.2016.09.026


11

Maugest et al. HQoL in Orthostatic Tremor

Frontiers in Neurology | www.frontiersin.org January 2018 | Volume 8 | Article 747

68. Yanos PT, Lucksted A, Drapalski AL, Roe D, Lysaker P. Interventions target-
ing mental health self-stigma: a review and comparison. Psychiatr Rehabil J 
(2015) 38(2):171–8. doi:10.1037/prj0000100 

69. Solari A. Role of health-related quality of life measures in the routine care 
of people with multiple sclerosis. Health Qual Life Outcomes (2005) 3:16. 
doi:10.1186/1477-7525-3-16 

70. Šumskienė J, Kupčinskas L, Šumskas L. Health-related quality of life 
measurement in chronic liver disease patients. Medicina (Kaunas) (2015) 
51(4):201–8. doi:10.1016/j.medici.2015.06.006 

71. Barofsky I. Can quality or quality-of-life be defined? Qual Life Res (2012) 
21(4):625–31. doi:10.1007/s11136-011-9961-0 

72. Bullinger M, Quitmann J. Quality of life as patient-reported outcomes: 
principles of assessment. Dialogues Clin Neurosci (2014) 16(2):137–45. 

73. The World Health Organization quality of life assessment (WHOQOL): 
position paper from the World Health Organization. Soc Sci Med (1995) 
41(10):1403–9. doi:10.1016/0277-9536(95)00112-K 

74. Ghosh RK, Ghosh SM, Ganguly G. Health-related quality of life and its 
growing importance in clinical practice. N Z Med J (2010) 123(1313):99–101. 

75. Hays RD, Anderson R, Revicki D. Psychometric considerations in evaluating 
health-related quality of life measures. Qual Life Res (1993) 2(6):441–9. 
doi:10.1007/BF00422218 

76. Cella D, Yount S, Rothrock N, Gershon R, Cook K, Reeve B, et  al.  
The patient-reported outcomes measurement information system 
(PROMIS): progress of an NIH Roadmap cooperative group during its 
first two years. Med Care (2007) 45(5 Suppl 1):S3–11. doi:10.1097/01.mlr. 
0000258615.42478.55 

77. Guyatt G. Insights and limitations from health-related quality-of-life 
research. J Gen Intern Med (1997) 12(11):720–1. doi:10.1046/j.1525-1497. 
1997.07149.x 

78. Hanson JL, Balmer DF, Giardino AP. Qualitative research methods for 
medical educators. Acad Pediatr (2011) 11(5):375–86. doi:10.1016/j.acap. 
2011.05.001 

79. Razafsha M, Behforuzi H, Azari H, Zhang Z, Wang KK, Kobeissy FH, et al. 
Qualitative versus quantitative methods in psychiatric research. Methods Mol 
Biol (2012) 829:49–62. doi:10.1007/978-1-61779-458-2_3 

80. Cohen DJ, Crabtree BF. Evaluative criteria for qualitative research in health 
care: controversies and recommendations. Ann Fam Med (2008) 6(4):331–9. 
doi:10.1370/afm.818 

81. Jeanfreau SG, Jack L Jr. Appraising qualitative research in health educa-
tion: guidelines for public health educators. Health Promot Pract (2010) 
11(5):612–7. doi:10.1177/1524839910363537 

82. Palacios-Ceña D, Ortiz-Gutierrez RM, Buesa-Estellez A, Galán-Del-Río F,  
Cachon Perez JM, Martínez-Piedrola R, et al. Multiple sclerosis patients’ 
experiences in relation to the impact of the kinect virtual home- 
exer cise programme: a qualitative study. Eur J Phys Rehabil Med (2016) 
52(3):347–55. 

83. Tractenberg RE, Garver A, Ljungberg IH, Schladen MM, Groah SL. 
Maintaining primacy of the patient perspective in the development of 
patient-centered patient reported outcomes. PLoS One (2017) 12(3):e0171114. 
doi:10.1371/journal.pone.0171114 

84. Lennaerts H, Groot M, Steppe M, van der Steen JT, Van den Brand M,  
van Amelsvoort D, et al. Palliative care for patients with Parkinson’s disease: 
study protocol for a mixed methods study. BMC Palliat Care (2017) 16(1): 
61. doi:10.1186/s12904-017-0248-2 

85. Leahy T, Hennessy MJ, Counihan TJ. The “Cinderella syndrome”: a narra-
tive study of social curfews and lifestyle restrictions in juvenile myoclonic 
epilepsy. Epilepsy Behav (2018) 78:104–8. doi:10.1016/j.yebeh.2017.10.024 

86. Barbour RS. Checklists for improving rigour in qualitative research: a case 
of the tail wagging the dog? BMJ (2001) 322(7294):1115–7. doi:10.1136/
bmj.322.7294.1115 

87. O’Brien BC, Harris IB, Beckman TJ, Reed DA, Cook DA. Standards for 
reporting qualitative research. Acad Med (2014) 89(9):1245–51. doi:10.1097/
ACM.0000000000000388 

88. Robins CS, Ware NC, dosReis S, Willging CE, Chung JY, Lewis-Fernández R.  
Dialogues on mixed-methods and mental health services research: antici-
pating challenges, building solutions. Psychiatr Serv (2008) 59(7):727–31. 
doi:10.1176/ps.2008.59.7.727 

89. Palinkas LA, Aarons GA, Horwitz S, Chamberlain P, Hurlburt M,  
Landsverk J, et al. Mixed method designs in implementation research. Adm 
Policy Ment Health (2011) 38(1):44–53. doi:10.1007/s10488-010-0314-z 

90. Palinkas LA. Qualitative and mixed methods in mental health services and 
implementation research. J Clin Child Adolesc Psychol (2014) 43(6):851–61. 
doi:10.1080/15374416.2014.910791 

91. Creswell J, Plano Clark V. Designing and Conducting Mixed Methods Research. 
2nd ed. Thousand Oaks: Sage (2011).

92. O’Cathain A, Murphy E, Nicholl J. Why, and how, mixed methods research is 
undertaken in health services research in England: a mixed methods study. 
BMC Health Serv Res (2007) 7:85. doi:10.1186/1472-6963-7-85 

93. Wisdom JP, Cavaleri MA, Onwuegbuzie AJ, Green CA. Methodological report-
ing in qualitative, quantitative, and mixed methods health services research 
articles. Health Serv Res (2012) 47(2):721–45. doi:10.1111/j.1475-6773. 
2011.01344.x 

94. Bowers B, Cohen LW, Elliot AE, Grabowski DC, Fishman NW, Sharkey SS,  
et  al. Creating and supporting a mixed methods health services 
research team. Health Serv Res (2013) 48(6 Pt 2):2157–80. doi:10.1111/ 
1475-6773.12118 

95. Pluye P, Hong QN. Combining the power of stories and the power of 
numbers: mixed methods research and mixed studies reviews. Annu 
Rev Public Health (2014) 35(1):29–45. doi:10.1146/annurev-publhealth- 
032013-182440 

96. Yardley L, Bishop FL. Using mixed methods in health research: benefits and 
challenges. Br J Health Psychol (2015) 20(1):1–4. doi:10.1111/bjhp.12126 

97. Kanaan RA, Armstrong D, Wessely SC. The function of “functional”:  
a mixed methods investigation: table 1. J Neurol Neurosurg Psychiatry (2012) 
83(3):248–50. doi:10.1136/jnnp-2011-300992 

98. Maier F, Lewis CJ, Horstkoetter N, Eggers C, Kalbe E, Maarouf M, et  al. 
Patients’ expectations of deep brain stimulation, and subjective perceived 
outcome related to clinical measures in Parkinson’s disease: a mixed-
method approach. J Neurol Neurosurg Psychiatry (2013) 84(11):1273–81. 
doi:10.1136/jnnp-2012-303670 

99. Wiart L, Rosychuk RJ, Wright FV. Evaluation of the effectiveness of robotic 
gait training and gait-focused physical therapy programs for children and 
youth with cerebral palsy: a mixed methods RCT. BMC Neurol (2016) 
16(1):86. doi:10.1186/s12883-016-0582-7 

100. Manski R, Dennis A. A mixed-methods exploration of the contraceptive 
experiences of female teens with epilepsy. Seizure (2014) 23(8):629–35. 
doi:10.1016/j.seizure.2014.04.014 

101. Walker ER, Engelhard G, Barmon C, McGee RE, Sterk CE, Diiorio C,  
et al. A mixed methods analysis of support for self-management behaviors: 
perspectives of people with epilepsy and their support providers. Epilepsy 
Behav (2014) 31:152–9. doi:10.1016/j.yebeh.2013.11.023 

102. Galvin M, Corr B, Madden C, Mays I, McQuillan R, Timonen V,  
et al. Caregiving in ALS – a mixed methods approach to the study of burden. 
BMC Palliat Care (2016) 15(1):81. doi:10.1186/s12904-016-0153-0 

103. Pugh MJ, Leykum LK, Lanham HJ, Finley EP, Noël PH, McMillan KK,  
et al. Implementation of the epilepsy center of excellence to improve access 
to and quality of care – protocol for a mixed methods study. Implement Sci 
(2014) 9(1):44. doi:10.1186/1748-5908-9-44 

104. Plouvier AOA, Olde Hartman TC, van Weel C, Bloem BR, Lagro-Janssen ALM.  
Transitions in Parkinson’s disease in primary care: protocol of a longitu-
dinal mixed methods study. BMJ Open (2015) 5(6):e007171. doi:10.1136/
bmjopen-2014-007171 

105. Fuochi G, Foà C. Quality of life, coping strategies, social support and 
self-efficacy in women after acute myocardial infarction: a mixed methods 
approach. Scand J Caring Sci (2017). doi:10.1111/scs.12435 

106. Lingard L, Albert M, Levinson W. Grounded theory, mixed methods, and 
action research. BMJ (2008) 337:a567. doi:10.1136/bmj.39602.690162.47 

Conflict of Interest Statement: The authors declare that the research was con-
ducted in the absence of any commercial or financial relationships that could be 
construed as a potential conflict of interest.

Copyright © 2018 Maugest, McGovern, Mazalovic, Doulazmi, Apartis, Anheim, 
Bourdain, Benchetrit, Czernecki, Broussolle, Bonnet, Falissard, Jahanshahi, Vidailhet 
and Roze. This is an open-access article distributed under the terms of the Creative 
Commons Attribution License (CC BY). The use, distribution or reproduction in 
other forums is permitted, provided the original author(s) or licensor are credited 
and that the original publication in this journal is cited, in accordance with accepted 
academic practice. No use, distribution or reproduction is permitted which does not 
comply with these terms.

http://www.frontiersin.org/Neurology/
http://www.frontiersin.org
http://www.frontiersin.org/Neurology/archive
https://doi.org/10.1037/prj0000100
https://doi.org/10.1186/1477-7525-3-16
https://doi.org/10.1016/j.medici.2015.06.006
https://doi.org/10.1007/s11136-011-9961-0
https://doi.org/10.1016/0277-9536(95)00112-K
https://doi.org/10.1007/BF00422218
https://doi.org/10.1097/01.mlr.
0000258615.42478.55
https://doi.org/10.1097/01.mlr.
0000258615.42478.55
https://doi.org/10.1046/j.1525-1497.
1997.07149.x
https://doi.org/10.1046/j.1525-1497.
1997.07149.x
https://doi.org/10.1016/j.acap.
2011.05.001
https://doi.org/10.1016/j.acap.
2011.05.001
https://doi.org/10.1007/978-
1-61779-458-2_3
https://doi.org/10.1370/afm.818
https://doi.org/10.1177/1524839910363537
https://doi.org/10.1371/journal.pone.0171114
https://doi.org/10.1186/s12904-017-0248-2
https://doi.org/10.1016/j.yebeh.2017.10.024
https://doi.org/10.1136/bmj.322.7294.1115
https://doi.org/10.1136/bmj.322.7294.1115
https://doi.org/10.1097/ACM.0000000000000388
https://doi.org/10.1097/ACM.0000000000000388
https://doi.org/10.1176/ps.2008.59.7.727
https://doi.org/10.1007/s10488-010-0314-z
https://doi.org/10.1080/15374416.2014.910791
https://doi.org/10.1186/1472-6963-7-85
https://doi.org/10.1111/j.1475-6773.
2011.01344.x
https://doi.org/10.1111/j.1475-6773.
2011.01344.x
https://doi.org/10.1111/
1475-6773.12118
https://doi.org/10.1111/
1475-6773.12118
https://doi.org/10.1146/annurev-publhealth-
032013-182440
https://doi.org/10.1146/annurev-publhealth-
032013-182440
https://doi.org/10.1111/bjhp.12126
https://doi.org/10.1136/jnnp-2011-300992
https://doi.org/10.1136/jnnp-2012-303670
https://doi.org/10.1186/s12883-016-0582-7
https://doi.org/10.1016/j.seizure.2014.04.014
https://doi.org/10.1016/j.yebeh.2013.11.023
https://doi.org/10.1186/s12904-016-0153-0
https://doi.org/10.1186/1748-5908-9-44
https://doi.org/10.1136/bmjopen-2014-007171
https://doi.org/10.1136/bmjopen-2014-007171
https://doi.org/10.1111/scs.12435
https://doi.org/10.1136/bmj.39602.690162.47
http://creativecommons.org/licenses/by/4.0/
http://creativecommons.org/licenses/by/4.0/

	Health-Related Quality of Life Is Severely Affected in Primary Orthostatic Tremor
	Introduction
	Materials and Methods
	Participants and Study Design
	Data Collection
	Data Analysis
	Statistics
	Qualitative Analysis of the Interviews

	Study Approval

	Results
	Evaluation of the HQoL
	Intercorrelations between Psychosocial and Clinical Variables and HQoL
	Predictors of HQoL, Depression, 
and Fear of Falling
	Qualitative Data: Themes That Emerged from the Semi-Structured Interviews
	Activities and Social Life Limitations
	Illness Representation and Perceived Stigmatization
	Vision for the Future


	Discussion
	Fear of Falling Strongest Predictor 
of HQoL
	The Impact of Depression, Anxiety, and Perceived Stigmatization on Patient HQoL
	Mixed-Method Study, a Useful Tool to Assess Quality of Life in Chronic Neurological Disorders
	Limitations of Our Study

	Conclusion
	Ethics Statement
	Author Contributions
	Acknowledgments
	References


