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Objective: To determine the prevalence and predictors of psychiatric 
dizziness and to measure functional impairment associated with 
dizziness. 
Design: Consecutive outpatients with a chief complaint of dizziness. 
Setting: Four outpatient clinics at a military teaching hospital. 
Patients: 100 dizzy patients and 25 control patients. 
Measurements and  main  results: Structured psychiatric interviews 
were conducted using the Diagnostic Interview Schedule, and func- 
tional status was assessed with the Sickness Impact Profile and the 
20-item MOS (Medical Outcomes Study) Short-Form. Psychiatric dis- 
orders were a primary or contributory cause of dizziness for 40% of the 
dizzy patients. Compared with the control patients, the dizzy patients 
had a higher lifetime (46% vs 32%) as well as recent (37% vs 20%) 
prevalence of axis I disorders. The greatest differences were in dis- 
orders of depression and somatization. The dizzy patients had a higher 
lifetime prevalence (23% vs 8%) as well as recent history ( 11% vs 0%) 
of major depression or dysthymia. Also, somatization disorders were 
strikingly more common among the dizzy patients than among the 
control patients (37% vs 8%, p = 0.005), with the dizzy patients 
reporting more than three times as many psychiatric or unexplained 
physical symptoms (5.2 vs 1.5). Age <40 years, related complaints of 
weakness or headaches, and dizziness provoked by hyperventilation 
or standing were independent predictors of psychiatric dizziness. The 
dizzy patients reported moderate functional impairment, which was 
most severe among those with psychiatric disorders. 
Conclusions: Persistent dizziness is associated with increased func- 
tional impairment and psychiatric comorbidity, particularly depres- 
sion and somatization. Moreover, psychiatric disorders aggravate the 
impairment that occurs with dizziness alone. 
Key words: dizziness; vertigo; somatization; depression; health status; 
predictors; psychiatry. 
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DIZZINESS confronts  the pr imary  care physician on a reg- 
ular basis, generat ing nearly 8 mi l l ion  outpat ient  visits 
in the United States each year.t  While  often resolving 
spontaneously,  dizziness can be a persistent  or recur ren t  
symptom in many  patients.  2 Routine evaluation is often 
frustrating. In a re t rospect ive  rev iew of  medical  clinical 
records,  a definite organic diagnosis was d o c u m e n t e d  
for only  18% of  dizzy patients. 3 Although more  system- 
atic testing f requent ly  reveals a vest ibular  et iology, the 
cause of dizziness remains psychiatr ic  or unexp la ined  in 
near ly  one out  of  three  cases (range, 21% to 41%).46 In a 
rev iew of neuro logy  consultations,  dizziness was the 

Received from the Departments of Medicine (KK, CAL) and Neurology 
(MLR, BJS), Uniformed Services University of the Health Sciences, 
Bethesda, Maryland, and the Walter Reed Army Medical Center, Wash- 
ington, De. 

Supported in part by grant G 183DP-01 from the Henry M. Jack- 
son Foundation for the Advancement of Military Medicine. 

Address correspondence and reprint requests to Dr. Kroenke: 
Department of Medicine, USUHS, 4301 Jones Bridge Road, Bethesda, 
MD 20814. 

530 

third most  c o m m o n  psychogenic  symptom.  7 However,  
nei ther  the above studies not o ther  repor ts  focusing spe- 
cifically on the psychologic  aspects of  dizziness ~1° have 
used s t ructured psychiatr ic  interviews; the only s tudy to 
do so was a small sample  of  highly se lec ted  patients.  11 
Therefore,  the true incidence and specif ic types of  psy- 
chiatric disorders associated wi th  the c o m m o n  com- 
plaint  of  dizziness in p r imary  care remain  unknown.  

We used a s t ructured psychiatr ic  interview to de- 
te rmine  the preva lence  of psychiatr ic  disorders in a 
large prospec t ive  s tudy of  dizziness. Because chronic  
symptoms  t2"13 as wel l  as psychiatr ic  disorders TM can be  
associated wi th  considerable  funct ional  impairment ,  
we  also assessed the relative effects o f  dizziness and 
psychiatr ic  diagnoses on functional  status. 

METHODS 

Dizzy and Control Subjects 

Dizzy subjects we re  prospec t ive ly  enrol led by  con- 
tacting within  two weeks  all patients w h o  had presented 
to the Walter  Reed Army Medical Center  walk-in clinic, 
emergency  room, internal medic ine  clinic, or neurol-  
ogy cl inic e i ther  wi th  a , new compla in t  of  dizziness or 
for a new evaluation o f  persistent  or recurrent  dizziness. 
Excluded were  pat ients  wi th  dement ia ,  language bar- 
riers, or  dizziness that had resolved wi th in  two weeks.  

Control  subjects were  identified by  inviting all per- 
sons at tending the same clinics during a two-week pe- 
r iod to fill out  a b r ie f  quest ionnaire  inquiring about  
dizziness as well  as wil l ingness to par t ic ipate  in a study. 
The s tudy was approved  by  the Walter  Reed Clinical 
Investigation Commit tee .  

Measurements 

All dizzy and control  subjects underwent  a compre-  
hensive medical  and psychiatr ic  evaluation,  including a 
s t ructured dizziness in terview and medical  question- 
naire, a standardized physical  examinat ion,  screening 
laboratory tests, and audiometry.  A neuro-ophthamolo-  
gist conduc ted  a s tandardized evaluation to detect  ves- 
t ibular  and ocu lomoto r  abnormali t ies.  Physical, neuro- 
ophthamologic ,  and psychiatr ic  examinat ions  were  
conduc ted  wi th  the examiner  b l inded  to whe ther  the 
pat ient  was a dizzy or control  subject.  Details of  the 
p ro toco l  are descr ibed elsewhere.  2 

Psychiatric diagnoses were  establ ished using the 
most  recent  version of  the Diagnostic In terview Sched- 
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ule (DIS), an extensively validated and highly reliable 
instrument, ts All DIS questions and probes are almost 
ent irely specified, making it possible to train inter- 
viewers to behave in very similar fashions. 16, 17 We ad- 
ministered the fol lowing DIS modules:  affective dis- 
orders (major depression, dysthymia, mania); anxiety 
disorders (panic, generalized anxiety, phobias);  soma- 
tization disorder; and alcohol  abuse /dependence .  For 
this study, dizziness was exc luded  from the total symp- 
tom count  when  diagnosing somatization disorder or 
syndrome. 

The subjects also comple ted  the Structured Clinical 
Interview for DSM-III-R" (SCID) Personality Inventory, a 
1 0 1 - i t e m  self-administered quest ionnaire that screens 
for specific personali ty traits, t8 and the Social Readjust- 
ment  Rating Scale (SRRS), an inventory of  recent  stress- 
ful life events. 19 

Functional status was quantified with two instru- 
ments. The Sickness Impact  Profile (SIP) 2° is a 130-item 
self-administered questionnaire used to measure func- 
tional status in 12 different categories, including both  
physical and psychosocial  dimensions.  The MOS (Medi- 
cal Outcomes Study) Short-Form General  Health Survey 
(MOS) is a 20-item quest ionnaire 21 for assessing the 
functional  impairment  associated wi th  medical  as wel l  
as psychiatric disorders in pr imary care pa t ien t s )  ~, z2 

Determining the Cause of Dizziness 

The protocol  for establishing the most likely cause 
of  dizziness for each patient  has been  previously de- 
scribed. 2 Briefly, all data were  abstracted onto standard 
forms, which  were  independent ly  reviewed by  three 
investigators, who  individually recorded  what  they felt  
was the primary cause of each patient 's  dizziness. Any 
disagreements were  arbitrated by  consensus. When sev- 
eral causes could  potent ial ly  explain the findings but  
one  cause was felt  to be predominant ,  the investigators 
assigned a primary cause and one  or more  contr ibutory  
causes. Psychiatric disease was considered the primary 
cause if  the patient: 1) met  formal criteria for a psy- 
chiatric disorder on the DIS or had markedly abnor- 
mal personali ty scores (SCID--> 30)  or stress scores 
(SRRS >-- 150) a n d  2) had a nondiagnostic  physical, lab- 
oratory, and vestibular evaluation. Psychiatric disease 
was considered a contr ibutory  cause if evaluation re- 
vealed an organic cause for the dizziness but  the patient  
also met  the psychiatric criteria descr ibed above, and 
investigators agreed that these psychiatric factors were  
aggravating the patient 's  symptoms. 

Statistical Analysis 

Data were  analYzed with SPSS-PC. Group compari-  
sons were  made using analysis of variance for continu- 

"American Psychiatric Association. Diagnostic and Statistical Manual 
of Mental Disorders, Third Edition, Revised. Washington, De: APA, 
1987. 

ous variables and chi-square analysis for  categorial vari- 
ables. Variables that on univariate analysis differed 
be tween  patients wi th  psychiatric and nonpsychiatr ic  
dizziness at p < 0.15 were  eligible for entry into the 
logistic regression model  to de termine  independent  
predictors  of  psychiatric disease. 

RESULTS 

Patient Characteristics 

During the ten-month study period,  we prospec- 
t ively identified 185 patients with a ch ie f  complaint  of  
dizziness, of  w h o m 51 repor ted  resolut ion or substan- 
tial improvement  by two-weeks. Of  the 134 potent ial  
eligible patients, 12 refused to participate,  11 initially 
agreed but  did not  keep their  appointments ,  and 11 
could  not  be contacted.  During the two weeks that we 
recrui ted  control  patients by questionnaire,  there  were  
118 nondizzy cl inic patients who  were  not  interested in 
participating in a study, 30 w h o  were  interested bu t  not  
evaluated, and 25 who  became actual control  patients. 
The 25 control  patients were  older  than the 148 persons 
not  evaluated (66 vs 58 yrs, p = 0 .01) ,  but  the two 
groups were  similar in terms of  gender  and medical  
comorbidity.  

The 100 dizzy and 25 control  subjects were  similar 
in terms of  sociodemographic  characteristics and medi- 
cal comorbidi ty  (Table 1) and are typical of  patients 
seen in an internal medic ine  practice.  23 More than half 
(54%) of  the patients said that dizziness had interfered 
with their  activities a lot. Work loss attributable to dizzi- 
ness was repor ted  by eight (20%) of  the 40 patients who  
were  employed  outside of  the home,  wi th  a median of  
three sick days per  patient  for these eight patients. Less 
than half  (41%) of  the patients had found  anything that 
rel ieved their  symptoms, a l though 59% had taken some 
form of  medication.  As shown in Table 1, psychiatric 
disorders and functional  status were  the factors that 
most distinguished dizzy patients from control  patients. 

Psychiatric Disorders 

The lifetime and active (one-year) prevalence of  
axis I disorders is shown in Table 2. Depressive and 
somatization disorders accounted  for the greatest differ- 
ences: 23% of  the dizzy subjects vs 8% of  the control  
subjects (p ---- 0 .09)  had exper ienced  at least one  de- 
pressive disorder in their  lifetime; 11% vs 0% (p---- 
0 .08)  had exper i enced  depression in the  past year; and 
37% vs 8% (p = 0 .005)  met  criteria for e i ther  somatiza- 
tion disorder or somatization syndrome, despi te  our  de- 
cision to exc lude  dizziness from the symptom count.  

While axis I disorders were  the pr imary  focus in our  
study, the dizzy and control  subjects also comple ted  
self-report inventories that screened for personali ty dis- 
orders and stress. On the SCID Personality Inventory, 
there was a strong association be tween  axis I disorders 
and SCID scores: the 46 dizzy subjects and eight control  
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TABLE 1 
Characteristics of the Study Subjects 

Dizzy Control 
Subjects Subjects 

(n = 100) (n = 2S) 

Age- -mean -+ SD (years) 
Gender - -  female (%) 
Race--whi te  (%) 
Education-- mean 4- SD (years) 
No. diseases--mean +-- SD 
Sickness Impact Profile score--mean -+ SD 
MOS (Medical Outcomes Study) Short-Form score, general--mean -+ SD 
Psychiatric symptoms on the Diagnostic Interview Schedule--mean + SD 
Stress score on the Social Readjustment Rating Scale--mean -+ SD 
Personality score on the Structured Clinical Interview for DSM-III-R--mean -+ SD 
Unexplained physical symptoms--mean -+ SD 

61.7 + 14.8 66.4 _+ 6.6 0.12 
59 40 0.09 
72 64 

14.5 -+ 2.9 14.7 + 2.6 0,82 
1.7 + 1.2 2.1 _-+ 1.5 0.20 
8.6 + 9.1 4.6 _+ 5.2 0.04 
54 + 23 70 + 19 0.001 

15.3 + 12.8 7.4 _+ 9.4 0.004 
1 O0 +--_ 79 72 _+ 54 O. 10 

2 2 . 9 +  12.6 18.3--+ 12.2 0.11 
5.2 -+ 3.6 1 .S -+ 1.9 <0,001 

TABLE 2 
Prevalence (%) of Psychiatric Disorders in Dizzy Patients 

and Control Patients 

Active 
Lifetime (One-year) 

Psychiatric Disorder Dizzy Control Dizzy Control 

Somatization syndrome* 32 8 - -  u 
Phobia 24 12 24 12 
Major depression 19 4 8 0 
Alcohol abuse/dependence 13 20 6 4 
Dysthymia 12 8 4 0 
Panic 6 4 4 4 
Generalized anxiety 5 8 4 0 
Somatization disorder* 5 0 - -  - -  

Any. except somatization 
syndrome 46 32 37 20 

Any, except somatization 
syndrome and minor 
phobiast 41 24 31 12 

*Somatization disorder is - 13 unexplained symptoms. Somatiza- 
tion syndrome is > 6 symptoms in women ( -  4 in men), excluding 
dizziness. Since symptom count is cumulative over years, lifetime and 
active prevalences are identical. 

tMinor = all phobias except agoraphobia, social phobia, or > 2 sim- 
ple phobias. 

patients who  had axis I disorders had higher  SCID scores 
(28.4 and 27.6)  than did the 54 dizzy subjects and 17 
controls  who  did not  have an axis I disorder  (18.2  and 
13.8).  Stress scores on the SRRS were  higher  for the 46 
dizzy patients with axis I disorders than for the dizzy 
patients wi thout  axis I disorders or for the control  pao 
tients with or wi thout  axis I disorders (130 .4  vs 74.6, 
74.8, and 70.7, p < 0 .001) .  

Functional Status 

The dizzy patients repor ted  considerably more 
functional  impairment  than did the control  patients 
(Table 1). On the 20-item MOS, the dizzy patients had 
lower  scores on all six subscales, and four  of  these were  
statistically significant: mental  health, general health 

percept ions,  physical functioning,  and bodi ly  pain. On 
the 136-item SIP, where  higher  scores indicate worse 
function, the dizzy patients repor ted  significantly more 
global, physical, and psychosocial  impairment.  

Figure 1 demonstrates the addictive effects of dizzi- 
ness and psychiatric disorders on functional  impair- 
ment. For five of  the six MOS subscales, patients with 
nei ther dizziness nor a psychiatric disorder had the best 
functional status, patients with dizziness or a psychiat- 
ric disorder alone had intermediate function, and pa- 
tients wi th  both problems exper ienced  the worst func- 
tion. The SIP data showed a similar additive effect of  
dizziness and psychiatric disorders on functional im- 
pairment.  Finally, there was a strong correlat ion be- 
tween the number  of  medical ly unexpla ined symptoms 
and all measures of  functional impairment.  

Predictors of  Psychiatric Dizziness 

Psychiatric disease was felt  to be the primary cause 
of  dizziness for 16 patients and a contr ibutory  factor for 
another  24. The proport ions  of  patients wi th  vestibular, 
psychiatric, and other  causes of dizziness were  similar 
among the four  clinics of origin. When asked what they 
felt was the likely cause of  their  dizziness, ten of  the 40 
patients wi th  psychiatric dizziness offered an organic 
cause, whi le  30 had no idea. Of  interest, no patient 
volunteered  the possibility of  a psychiatric etiology. 

Table 3 compares the 40 dizzy patients for whom 
psychiatric factors were  at least partially responsible for 
their  dizziness with the 60 patients whose dizziness had 
a nonpsychiatr ic  etiology. Of  course, formal psychiatric 
measures differed markedly be tween the two groups, 
and psychiatric dizziness was associated with more 
functional  impairment  and unexpla ined symptoms. Pa- 
tients wi th  psychiatric dizziness were  also more likely to 
report  associated symptoms and aggravating factors and 
to find that their  dizziness was readily induced by  a 
variety of  maneuvers.  Moreover, this t endency  held true 
even for clinical variables not  significant at the 0.05 
level: patients with psychiatric dizziness endorsed 21 of  
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FIGURE 1. Effects of dizziness and psychiatric 
disorders on five areas of functional status measured by 
the 20-item MOS (Medical Outcomes Study) Short- 0 8¢ 
Form: role functioning, mental health, physical func- to 
tioning, bodily pain, and general health perceptions. Pa- t~  
tient groups are control and dizzy subjects without and ~ i 
with axis I psychiatric disorders (n = 17, 8, 54, and 70 
46, respectively). Differences are significant by analysis 
of variance for mental health, general health percep- 
tions, and bodily pain at p < 0.005, and for role func- 
tioning and physical functioning at p < 0.05. 60 

50 
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23 associated symptoms or precipi tat ing factors at a 
higher  rate and were  more likely to exper ience  their  
dizziness fol lowing six provocative maneuvers.  

Five clinical variables remained independent  pre- 
dictors of  psychiatric dizziness fol lowing logistic re- 
gression: age < 40 years; complaints of  weakness or 
headaches; and dizziness inducible  by hyperventi lat ion 
(on physical examination) or standing (by patient  re- 

port) .  Table 4 shows the odds ratios and confidence 
intervals for these five predictors.  When we entered  the 
five-item general health percep t ion  score from the MOS 
into our  model,  a score of  55 or  less was also an indepen- 
dent  albeit  weaker  predic tor  of  psychiatric dizziness 
( O R - -  2.9; 95% CI, 1 . 2 - 7 . 4 ) .  Thus, poor  perce ived  
health status also increases the l ikel ihood of  psychiatric 
disease. 

TABLE 3 
Characteristics of Patients with Psychiatric and Nonpsychiatric Dizziness 

Psychiatric Nonpsychiatric 
(n = 40) (n = 60) p 

Age--  mean -+ SD (years) 
Gender--women (%) 
Education--mean -+ SD (years) 
No. diseases--mean -+ SD 
Chronicity of dizziness--mean -+ SD (weeks) 
Daily dizziness (%) 
Dizzy spells last > 30 minutes (%) 
Family history of alcoholism (%) 
Dizziness impairs function (%) 
Sickness Impact Profile score 

Global--mean + SD 
Physical--mean -+ SD 
Psychosocial - -  mean -+ SD 

MOS (Medical Outcomes Study) Short-Form score general--mean + SD 
Unexplained physical symptoms--mean + SD 
Stress score, Social Readjustment Rating Scale--mean -+ SD 
Personality score, Structured Clinical Interview for DSM-1li-R--mean ___ SD 
Dizziness produced on examination by: 

Hyperventilation (%) 
Standing up (%) 
Rotating five times (%) 

Associated symptoms 
Weakness (%) 
Headaches (%) 
Dizziness upon standing (%) 
Dizziness upon closing eyes (%) 
Numbness or tingling (%) 
Confusion or memory impairment (%) 
Nausea or vomiting (%) 
Trouble walking when dizzy (%) 

57.7 -+ 17.8 64.3 -+ 11.8 0.03 
63 57 0.56 

14.3 -+ 2.7 14.7 -+ 3.0 0.45 
2.0 -+ 1.4 1.5 -+ 1.1 0.07 

217 + 310 200 -+ 305 0.79 
55 38 0.10 
45 23 0.03 
45 22 0.02 
65 45 0.05 

14.4 + 10.0 4.7 + 5.7 <0.0005 
10.8 _____ 10.7 4.2 + 6.7 <0.001 
17.9 + 13.0 4.5 + 6.8 <0.0005 
43.8 _____ 22.5 60.2 + 21.3 <0.0005 

7.7 __- 3.8 3.3 + 2.1 <0.0005 
135 ____. 99 76 + 51 0.001 
30--+ I2 18-+ 10 <0.0005 

50 20 0.007 
55 27 0.02 
96 80 0.04 

73 33 0.0002 
58 21 0.0007 
80 52 0.004 
43 16 0.003 
68 48 0.02 
58 33 0.02 
45 21 0.02 
65 40 0.04 
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TABLE 4 

Clinical Predictors of Psychiatric Dizziness by Multivariate Analysis 

Multivariate 95% Confidence 
Clinical Predictor Odds Ratio Interval p 

Weakness 6.2 2 .0 -  18.9 0.002 
Hyperventilation (on 

examination) worsens 
dizziness 6.5 2 .0 -21 .4  0.002 

Standing up (by history) 
worsens dizziness 7.5 2 .0 -28 .4  0.003 

Headaches 5.2 1.6-  16.4 0.006 
Age < 40 years 7.8 1.1 - 55.3 0.04 

DISCUSSION 

Dizziness is associated wi th  substantial psychiatric 
comorbid i ty  and functional  impairment.  Somatization 
was part icularly common,  wi th  more  than one-third of  
our  dizzy patients'  qualifying for e i ther  somatization 
disorder or somatization syndrome, even after exclud- 
ing dizziness from the symptom count.  Somatization 
syndrome entails fewer  unexpla ined  symptoms (six in 
women  or four in men)  than does somatization disorder 
(13 in e i ther  sex) and therefore  has a much  greater 
l ifetime prevalence than does the full disorder in a com- 
munity popula t ion  (11.6% vs O. 1%).24 In our  study, 32 
dizzy patients had somatization syndrome while  only 
five had the full disorder.  Among these 37 patients, 
there was a 38% current  prevalence and 57% lifetime 
prevalence of  a depressive or anxiety disorder. Clini- 
cians should look for potent ia l ly  manageable depres- 
sion or anxiety in the t reatment  of  the dizzy patient  with 
mult iple  unexpla ined  symptoms. 

Besides being a c o m m o n  marker for depression and 
anxiety, somatization leads to functional impairment  as 
well  as excessive health care utilization and costs. 2426 
The management  of  somatization disorder can be im- 
proved through coordinated care by a primary physi- 
cian, avoidance of  unnecessary testing and treatment,  
regularly scheduled cl inic visits, and repeated reassur- 
ance.27, 2a The benefits of  a similar strategy in patients 
with lesser degrees of  somatization should be explored,  
since somatization syndrome is so prevalent  in patients 
with dizziness and probably  in those with other  persist- 
ent symptoms as well.  

Depression also appeared to be more  common  in 
patients wi th  persistent dizziness. While studies have 
shown that depression may be present  in 10% or more of  
medical  outpatients,  it may remain undiagnosed at least 
half of  the time. 29. 3o Patients with depression f requent ly  
present  wi th  physical complaints  that tend to mask the 
underlying emotional  etiology. 3! Since depression is 
potent ia l ly  more  manageable than many of  the vestibu- 
lar and other  organic causes of  persistent dizziness, de- 
pression should be considered early in the evaluation 
rather than rout inely  reserved as a diagnosis of  
exclusion. 

Psychiatric disorders appeared to cause or aggra- 
vate symptoms for 40% of  our  dizzy patients. Indepen- 
dent  predictors  of psychiatric dizziness inc luded age 
less than 40 years, complaints of  weakness or head- 
aches, and dizziness reproduced  by hyperventi lat ion or 
standing. Patients with psychiatric dizziness were  more 
likely than other  dizzy patients to endorse a wide range 
of  symptoms and precipitating factors and to exper ience  
dizziness fol lowing a variety of  provocative maneuvers. 
In such patients, dizziness may be just one symptom in a 
state of heightened bodi ly  awareness and sensitivity to 
nonspecific stimuli. 32 For example,  hyperventi lat ion 
was the sole cause of dizziness for only one patient; most 
patients who  deve loped  symptoms in response to hy- 
perventi lat ion had ei ther  a vestibular or a primary psy- 
chiatric disorder to account  for their  dizziness. 2 

The degree of  functional impairment  exper ienced  
by our  dizzy patients is similar to that repor ted by  pa- 
tients with arthritis, pu lmonary  disease, angina, dia- 
betes, and other  medical  disorders. 22 Previous research 
has demonstrated that persistent symptoms, such as fa- 
tigue ~2 and back pain, 13 as well  as psychiatric disorders, 
such as depression, 14, 33 produce  functional impairment 
equal to or worse than that associated with chronic  med- 
ical illnesses. Dizziness should not be dismissed as a 
"minor  compla in t ."  

Our study has several limitations. Being certain of  a 
psychiatric et iology for somatic symptoms is difficult. 
This is compl ica ted  by the fact that dizziness is multi- 
factorial for one  out  of two patients. 2 Using mult iple  
raters, expl ic i t  criteria, and a s tructured psychiatric 
evaluation makes our  et iologic classification more rig- 
orous than those of  previous studies. At the least, we 
have identified factors that increase the l ikelihood of  a 
concomitant  if not  causative psychiatric disorder. While 
the number  of  control  patients in our  study was suffi- 
cient  to demonstrate greater somatization among dizzy 
patients, a larger control  group would  be required to 
confirm what also appears to be an increased prevalence 
of  depression. 

Finally, whi le  patients wi th  psychiatric disorders 
could  theoret ical ly overestimate functional impair- 
ment  on self-report measures, the SIP and MOS have 
been extensively validated for a wide  variety of  medical  
and psychiatric conditions. Moreover, limitations per- 
ceived by dizzy patients with concomitant  psychopath- 
ology may in fact accurately reflect their  illness ex- 
perience.  

In conclusion,  persistent dizziness is associated 
with functional  impairment  as wel l  as psychiatric co- 
morbidity, part icularly somatization and depression. 
Brief educational  interventions can improve the pri- 
mary care physician's recognit ion and management  of 
psychiatric disorders. 34"36 It is hoped  that such training 
coupled  wi th  further  research will  ult imately lead to 
bet ter  outcomes in patients presenting with persistent 
dizziness. 
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