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‘Fits, faints, and funny turns’ (FFFTs) encom-
pass a variety of symptom clusters that

patients may present with, often in a dramatic
manner. These presentations are frequently a diag-
nostic dilemma for the treating doctor. This is
especially true in general practice, where the
general practitioner straddles responsibility for the
physical and psychological care of the patient.1

Commonly, the physical diagnoses are pursued
with extensive investigation, while the possibility
of a mental disorder is relegated to a diagnosis of
exclusion. This can lead to common mental disor-
ders not being formally diagnosed, and therefore
not being adequately treated. Apart from the dis-
ability for the individual patient whose mental
disorder remains undiagnosed, the cost to the com-
munity of ongoing, unnecessary investigations and
consultations is substantial.2 In this article we argue
that common mental disorders such as depression
and anxiety should be considered in all patients
presenting with FFFTs through full assessment
with the aid of diagnostic questionnaires.3

Patients who present to primary care with
symptoms of fainting and dizziness for which there
is no physical explanation, may often be suffering
from an undiagnosed psychiatric disorder.4 For
example, in one study of 1000 primary care
patients, the presence of the symptom of fainting
was associated with a 50% chance that the patient

had an anxiety disorder, and a 62% chance that the
patient was suffering from a mood disorder.4

Dizziness, without adequate physical explanation
was also associated with high rates of anxiety and
mood disorders.4 With significant rates of nonde-
tection of common mental disorders in primary
care,5 the presence of FFFTs (which lack an ade-
quate physical explanation), should be a prompt
for GPs to consider the possibility of one of the
high prevalence mental disorders such as depres-
sion or anxiety.

The clinical presentation of a mental disorder
as a FFFT is an example of somatisation. The term
somatisation has been defined as: ‘...the tendency
to experience, conceptualise and communicate
mental states and distress as physical symptoms or
altered bodily function’.6 Somatisation is perhaps
the most common of the psychiatric phenomena
seen in general practice7 with the presentation of
physical symptoms in the setting of a mental disor-
der being very common.8 This is not surprising
since throughout history and across cultures, the
expression of psychological distress through physi-
cal symptoms has really been the norm.9

One of the challenging aspects of assessing a
patient with a FFFT is that they may have both a
combination of physical and psychological reasons
for their symptoms. General practitioners are well
placed to assess both the psychological and physi-
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cal aspects of the patient’s presentation to deter-
mine and manage the contributing factors.1

Part of the assessment involves understanding
the patients’ perception of the cause of their
FFFTs, especially when no physical cause has been
identified. Often patients are told ‘there is nothing
wrong’ without having their fears addressed.10

However, the evidence suggests that patients are
often not reassured by simply being informed of
normal diagnostic tests.11 Many patients will need
assistance to understand the link between their 

Bill’s initial diagnosis and
management
The initial impression was that Bill was suffering
from mixed depression and anxiety on a back-
ground of unresolved grief and an impulsive and
interpersonally sensitive personality style and that
his seizures were probably panic attacks.

A course of cognitive behavioural therapy
(CBT)15 was commenced to help him deal with his
anger and grief in conjunction with treatment with
a selective serotonin reuptake inhibitor (SSRI).

On further consultations with Bill and his wife,
it became clearer that Bill had been experiencing
quite classic complex partial seizure auras.19 His
wife described how he would become agitated at
night, start smacking his lips, get up out of the
bed in a trance-like state and start feeling clothes
by the side of the bed. On a number of

physical symptoms and their emotional state. One
intervention that is effective in helping patients to
make this link is to use the ‘reattribution’ approach.
Reattribution uses a practical model for assess-
ment, acknowledgment and management of
functional somatic symptoms that patients present
within primary care.12

In order to highlight the practical aspects of
managing these patients we present three cases: a
fit, a faint, and a ‘funny turn’ as they presented in
general practice.

subsequent occasions, an ambulance was called
and he was conveyed to hospital. Repeat EEGs
were normal (a not uncommon finding in a
patient with confirmed epilepsy). Later, he was
observed in hospital to have a tonic clonic seizure.

Comment

The general lesson from this case is the importance
of keeping an open mind to alternative diagnoses
as the patient is followed up. There appeared to be
a strong association with stress and the seizure
episodes, which led to the initial diagnosis of pseu-
doseizures. It was important to obtain a
corroborative history to identify a pattern consis-
tent with aura, postictal confusion and emotional
lability. Consequently, his management involved
both treatment of his epilepsy and his mixed
depression and anxiety.

■ Fits, faints and funny turns: Could it be a mental disorder?

212 • Reprinted from Australian Family Physician Vol. 32, No. 4, April 2003

Case history 1 – a fit

Bill was a 27 year old personal trainer who lived with his wife and one year old son. He presented with problems controlling his anger,
emotional lability, and a query as to whether he had been experiencing seizures.
Bill said that he had been experiencing increasing levels of distress related to the suicide of his father nine years earlier, the death
of a former girlfriend a year after that, financial strain, and frustration with feeling unable to manage his anger. Over the past few
months he said he had experienced ‘seizures’ (generally triggered by reminders of his father) where he felt completely overwhelmed
by his emotions and feelings of grief. He experienced intense anger, headache, tingling in the hands and feet, tunnel vision, and felt
absolutely miserable.
His past medical history included numerous sporting injuries that had also hampered his ability to enjoy exercise. He was a nonsmoker,
drank little alcohol, but used marijuana occasionally. There was a family history of psychiatric illness (maternal grandfather also
committed suicide and his aunt suffered from substance abuse). Premorbidly, he was a worrier, quite impulsive, engaged in risk taking
behaviour; he was very sensitive to criticism and was very self critical.
At review, he was a pleasant man who developed good rapport. On a number of occasions he displayed dramatic behaviour 
by falling on to the floor and curling up in a ball and crying, and also standing up, kicking his chair and yelling. He was able to
respond to directions to return to his chair and talk through his feelings. His mood was depressed and his affect labile. 
There was no evidence of psychotic features. He expressed suicidal ideation without plan or intent.
The SPHERE-12 rating scale symptom profile17 suggested that he was highly likely to be psychologically depressed (Figure 1). On a
Beck Depression Inventory18 he scored 32, which suggested that he was significantly depressed.
He had a normal neurological examination and normal EEG and cerebral MRI scan. He had been assessed by a neurologist who diagnosed
pseudoseizures (seizures that are deemed to be psychological rather than epileptiform).
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✁
Figure 1. The SPHERE-12 questionnaire

SPHERE-12

Over the past few weeks have you been troubled by:

Psychological distress
Never or A good Most of
some of part of the time
the time the time

1. Feeling nervous or [ ] [ ] [ ]
tense?

2. Feeling unhappy and [ ] [ ] [ ]
depressed?

3. Feeling constantly [ ] [ ] [ ]
under strain?

4. Everything getting [ ] [ ] [ ]
on top of you?

5. Losing confidence? [ ] [ ] [ ]
6. Unable to overcome [ ] [ ] [ ]

difficulties?

0 1 2

0 1 2

0 1 2

0 1 2

0 1 2

0 1 2

Add up the numbers in the response circles to get a score for psychological distress
(questions 1–6) and a score for physical distress (questions 7–12)

Total psychological symptom score:

What does the score mean?
0 or 1: No psychological distress
2 or more: Possibly some psychological

distress

Total physical symptom score:

What does the score mean?
0 or 2: No physical distress
3 or more: Possibly some physical distress

SPHERE-12 classification

[ ] Level 1 (type 1): Patient is a case on both the psychological and physical subscales, ie. the patient
reports both characteristic psychological and physical symptoms. These are the most symptomatic
patients.

[ ] Level 2 (type 2): Patient is a case on the psychological subscale only, ie. the patient reports psycho-
logical symptoms only.

[ ] Level 2 (type 3): Patient is a case on the physical subscale only, ie. the patient reports physical
symptoms only.

[ ] No symptoms: Patient reports insufficient psychological or physical symptoms to justify any mental
disorder diagnosis.

Somatic physical distress
Never or A good Most of
some of part of the time
the time the time

7. Muscle pain after [ ] [ ] [ ]
activity?

8. Needing to sleep [ ] [ ] [ ]
longer?

9. Prolonged tiredness [ ] [ ] [ ]
after activity?

10. Poor sleep? [ ] [ ] [ ]
11. Poor concentration? [ ] [ ] [ ]
12.Tired muscles after [ ] [ ] [ ]

activity?

0 1 2

0 1 2

0 1 2

0 1 2

0 1 2

0 1 2
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✁Figure 2. Kessler Psychological Distress K-10 Scale13

Question 1 None of the time [ ]
In the past 4 weeks, about how often did you feel tired out A little of the time [ ]
for no good reason? Some of the time [ ]

Most of the time [ ]
All of the time [ ]

Question 2 None of the time [ ]
In the past 4 weeks, about how often did you feel nervous? A little of the time [ ]

Some of the time [ ]
Most of the time [ ]
All of the time [ ]

Question 3 None of the time [ ]
In the past 4 weeks, about how often did you feel so nervous A little of the time [ ]
that nothing could calm you down? Some of the time [ ]

Most of the time [ ]
All of the time [ ]

Question 4 None of the time [ ]
In the past 4 weeks, about how often did you feel hopeless? A little of the time [ ]

Some of the time [ ]
Most of the time [ ]
All of the time [ ]

Question 5 None of the time [ ]
In the past 4 weeks, about how often did you feel restless or fidgety? A little of the time [ ]

Some of the time [ ]
Most of the time [ ]
All of the time [ ]

Question 6 None of the time [ ]
In the past 4 weeks, about how often did you feel so restless A little of the time [ ]
you could not sit still? Some of the time [ ]

Most of the time [ ]
All of the time [ ]

Question 7 None of the time [ ]
In the past 4 weeks, about how often did you feel depressed? A little of the time [ ]

Some of the time [ ]
Most of the time [ ]
All of the time [ ]

Question 8 None of the time [ ]
In the past 4 weeks, about how often did you feel that everything A little of the time [ ]
was an effort? Some of the time [ ]

Most of the time [ ]
All of the time [ ]

Question 9 None of the time [ ]
In the past 4 weeks, about how often did you feel so sad that A little of the time [ ]
nothing could cheer you up? Some of the time [ ]

Most of the time [ ]
All of the time [ ]

Question 10 None of the time [ ]
In the past 4 weeks, about how often did you feel worthless? A little of the time [ ]

Some of the time [ ]
Most of the time [ ]
All of the time [ ]
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Total of scores
‘Scores range from 10 to 50. People seen in primary care who score under 20 are likely to be well. People
who score 20–24 are likely to have a mild mental disorder, people who score 25–29 a moderate mental
disorder. People who score over 30 are likely to have a severe mental disorder. About 25% of people seen in
primary care will score 20 and over’. 
For more information see www.crufad.unsw.edu.au or www.gpcare.org



Michael’s initial diagnosis and
management

Michael’s diagnosis was panic disorder with mild
agoraphobia that had developed in the setting of a
number of stressors at work. The management
approach consisted of: 
• reassuring the patient using the normal tests to

reinforce that he was physically healthy
• psychoeducation about panic symptoms and

avoidance behaviours 
• slow breathing technique, and 
• CBT15 particularly focussing on the interpreta-

tion of his physical symptoms.

Comment

Clarifying what the patient meant by his FFFT was
important. He revealed that he had not actually

fainted or collapsed, but rather, he felt dizzy and
thought he may collapse. This distinction was impor-
tant in determining his diagnosis and also important
in treatment to assist with reattribution of his experi-
ence. A link between psychiatric dysfunction and the
symptom of dizziness had been established.16 It is
unclear if this is a neuropsychological mechanism or
if the relationship is a manifestation of self focussed
attention and symptom interpretation.16 One hypoth-
esis is that the anxiety related arousal enhances the
experience of minor neurological sensations16 and
perhaps this was the case in Michael’s experience. 

Sarah’s initial diagnosis and
management

Sarah was diagnosed with major depression with
prominent anxiety and panic. She was initially com-
menced on moclobemide, 300 mg twice a day for 2–3
weeks, but her depressive symptoms did not improve
during this time. She was changed over to venlafax-
ine but this exacerbated her nausea and anxiety.

She was advised to wait for three days before com-
mencing an SSRI; half a tablet in the morning for
seven days, then increase to a full tablet in the
morning. For the following week she did experience
some worsening of the nausea, however, this gradually
subsided. She also commenced psychological treat-
ment consisting primarily of CBT,15 and reattribution
about the cause of her nausea and dizziness, and made
gradual improvement over a three month period.
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Case history 2 – a faint

Michael was a 35 year old married man who
worked as an electrician for a large firm. 
He presented with a history of a few months
duration where he said he had been experiencing
episodes of fainting and collapsing. On further
questioning, it was clear that he had not in fact
fainted or collapsed, but rather, he had a fear he
was going to faint or collapse. This had become
worse for him, particularly when he had to climb
up ladders – he was worried that he would fall and
hurt himself.
Over the past three months, one of his children
had been diagnosed with a serious illness, and
his employer had been downsizing. As a result,
remaining staff were expected to become
multiskilled and take on more work. When
Michael was in his early 20s he had
experienced a number of episodes of panic and
avoided public transport for some months but
forced himself to get back on buses and trains
again and effectively overcame the panic and
agoraphobia himself.
Physical examination was normal although he
was slightly overweight. Relevant investigations
were normal apart from raised serum
cholesterol; ECG and Holter monitor were
normal.
Michael’s score on the Kessler Psychological
Distress Scale (K10)13 suggested that he was
likely to have a moderately severe mental
disorder (Figure 2). The Fear Questionnaire14

indicated that he was anxious and agoraphobic.

Case history 3 – a funny turn

Sarah was a 40 year old office manager who presented with a series of
‘funny turns’. She described getting ready for a wedding when she felt ‘all
dizzy and nauseated and had to lie down’. She recovered, attended 
the wedding but left early, having experienced another turn standing in the
church. The same thing happened the following Monday when she was
getting ready to go to work; which resulted in her phoning in sick.
On further questioning, for the past 6–8 weeks she had become
increasingly depressed and felt like ‘hiding from the world’. She experienced
marked anhedonia, sleep disturbance with early morning wakening and
decreased appetite with weight loss. There was no past psychiatric history.
She smoked 16 cigarettes a day, did not drink alcohol or use recreational
drugs. There was no reported significant medical history. There was a family
history of depression in both her mother and a sister. Premorbidly, she liked
to be organised and was meticulous and perfectionistic.
At review, she was a pleasant woman who developed good rapport. 
Her mood was depressed and her affect reactive but restricted in range.
There was no evidence of psychotic features. On a Beck Depression
Inventory18 she scored 39, which was suggestive of significant depression.



Comment

The choice of antidepressant medication requires
some consideration in the setting of a patient experi-
encing FFFTs, particularly balancing the risk of
possible side effects that may worsen physical symp-

toms (Figure 3). In this case the initial choice of med-
ication was probably not ideal according to current
guidelines.20 The commencement of an SSRI medica-
tion can be associated with the common side effect of
nausea,21 although in this patient’s case, the nausea sub-
sided after one week.

Figure 3. Flow diagram of rational antidepressant use15 Reprinted with permission: Educational Health Solutions
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Which drug should I try first?

Especially in
depression with
panic disorder 

or OCD**

First choice agents 
in primary care (low side

effects, low toxicity,
moderate efficacy)

Second choice agents 
(increased side effects,

low toxicity, 
high efficacy)

Third choice agents 
(high side effects, 

high toxicity, 
high efficacy)

Especially in
depression with

generalised 
anxiety and/or sleep

disturbance

7 DAYS

3 DAYS

3–7 DAYS

7–14 DAYS

7–14 DAYS

7 DAYS

Especially in
fatigue states

Consider ECT*** 
if severe and/or psychotic

RIMAs

*SSRIs
5HT2

Antagonists,

3 DAYS

Consider ECT

SNRIs

TCAs

Fourth choice strategies Consider ECTLithium augmentation

Then time between treatment changes are only a guide. Actual washout periods will depend on the dose and
duration of treatment and the severity of depression

* Does not apply for fluoxetine (Prozac), which requires a washout period of at least 14 days
** OCD = Obsessive compulsive disorder
*** ECT = Electroconvulsive therapy



Conclusion

A careful history is an important part of determin-
ing diagnosis. Clarifying what the patient means by
their FFFT, examining the period before, during
and after the ‘turn’ helps to be more specific about
the presenting signs and symptoms.22 Assessing
specifically for depressive and anxiety symptoms
should be a routine part of assessment in FFFTs as
these are common underlying causes. Use of rating
scales helps to quickly screen for the presence of
depression and anxiety. It is also important to recog-
nise that both a physical problem and a psychiatric
problem may be contributing to the patient’s FFFT.
Once a positive diagnosis is made, it is just as impor-
tant to treat the underlying psychiatric disorder as it
is to treat an underlying physical condition.
Effective treatments for depression and anxiety
exist – these conditions should not be ignored.
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• Common psychiatric causes of FFFTs include
anxiety disorders (especially panic attacks)
and depressive disorders.

• A detailed history of the FFFT is essential,
preferably with corroborating information from
a reliable witness.

• Common mental disorders in the setting of
FFFTs should be a positive diagnosis rather
than a diagnosis of exclusion - rating scales
can assist.

• Identification of a physical cause for the FFFT
does not exclude a coexisting mental disorder
and visa versa. Comorbidity is common.

• Commencement of psychotropic medications
in patients experiencing FFFTs requires
consideration of the drug’s side effect profile.
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