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FEARS, FITS AND FAINTS 
BY 

Captain J. P.P. BRADSHAW, M.D., M.R.C.P. 
Royal Army Medioal Corps (N.S.L.) 

DURlNG the winter of 1950-51 one medical officer saw between 80 and 90 
men on his morning sick parade; and· in addition performed routine 
PULHEEMS classifications, vaccinations and inoculations on fresh intakes. 
Therefore it was not unexpected to find patients referred to hospital with little 
attempt to differentiate between the functional and the organic: "Blackouts" 
formed a large proportion of these cases and it appears that unit medical 

·officers regarded it as the duty of a medical specialist to exclude organic disease. 
The following paper has been written, not as an academic survey of the 

causes of fainting, but as a practical guide to assist diagnosis. 
It should be realized that well over 90 per cent of these cases fail to reveal 

an organic basis for their condition. There is, however, a very real danger 
arising from the admission of functional cases to a General Hospital. In 
the sanctity of the medical ward the mild anxiety state has his fears con
firmed (even the doctors think that he is seriously ill); the malingerer finds 
peace at last and this perpetuates his activities, whilst the hysteric revels in the 
kindness of the Q.A.R.A.N.C. officers and perfects his dramatic skill before 
an appreciative audience of inexperienced nursing orderlies. Instead of return
ing to duty cured, after a series cif episodes, in which the guardroom or the 
detention ward has played a considerable role, he will become a confirmed and 
convinced neurotic, to be discharged from the Service category S 8 (Eight) 
~md continue his wretched existence to the detriment of relatives and civilian 
practitioners alike. 

The task of the. medical officer is twofold: 
(i) To exclude organic disease. 

(ii) To effect the correct disposal. 

To achieve this end, I would emphasize the importance of the history. Too 
often detailed neurological findings are recorded that are totally irrelevant. 
The time expanded would have been better employed in listening to the story 
of the patient. 

It is not proposed to give a complete summary of the clinical features 
observed in ihe better-known syndromes of organic disease, but to stress certain 
important points.· . 
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J. P. P. Bradshaw 341 

(A) ORGANIC CAUSES 

(1) Febrile Disorders.-Any febrile disorder where malaise is present may 
be associated with faints. 

(2) Epilepsy and Allied States.-True epileptics are uncommon in the 
Services since the majority have been excluded on entry by Medical Boards. 
Some, however, will be encountered that will fall into the following categories. 

(i) Soldiers who have deliberately concealed their previous history with 
a view to obtaining a regular engagement. 

(ii) Those' with attacks that commence for the first .time after 
enlistment. . 

(ili) Those whose previous fits have been unrecognized as epileptiform. 

A past history of fits that have diminished or become completely controlled 
after taking tablets is very suggestive, and similar symptoms amongst siblings 
may assist in the diagnosis. 

Major epilepsy, when the attack is observed, presents no diagnostic problem. 
What is less appreciated is that, unless seen, the diagnosis relies entirely upon 
the history of a reliable witness coupled with testimony of the patient.Neuro
logical examination will rarely assist and in the Medical Centre this will of . 
necessity be incomplete. 

Firstly the patient may notice an aura (about one-fifth of cases), waming 
him of the probable onset of a fit. Often the only helpful information he can 
add is his state on recovering consciousness. He may complain of a headache, 
drowsine~s, a sore tongue or notice dampness of his clothing as a result of 
incontinence. A combination of two or more of these symptoms IS wellnigh 
diagnostic of epilepsy. ' 

From the observer of the fit a statement may reveal such information as, 
deviation of the head or eyes, a tonic phase followed by clonic movements, 
stertorous breathing, or the presence of blood-stained froth blown from the 
nose or mouth. The colour of the skin' is initially pale but as the tonic phase 
develops becomes suffused and ,grinding of the teeth is common. Emotional 
excitation prior to the attack, or a rapid pulse-rate favours diagnosis of a 
different nature. 

The real difficulty lies in recognizing the minor fit. These may be so mild 
as to pass the notice of any but the trained observer, but the repetitive nature 
of the seizures should enable the medical officer himself to have ample oppor
tunity for seeing one. When they are infrequent they are usually associated 
with the major attacks. The soldier may pause in the middle of a sentence, 
if it occurs during speech, he may resume after an interval of seconds where 
he left off, or he may ask to be reminded of what he was saying. §imilarly, 
if listening, his attention will appear to wander and he may stare in a vacant 
manner. In more severe attacks. objects are dropped or the head will fall on 
to the chest wall. Actual falling is uncommon, repeated falling incompatible 
with a diagnosis of minor epilepsy. 

Closely allied to this condition are the rare disorders of narcolepsy (an 
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342 Fears, Fits and Faints 

irresistible desire for sleep), and catalepsy (the sudden access of weakness often 
p~ecipitated by emotion). I once saw an officer cadet, who had been returned to 
his unit for repeatedly falling asleep in his Commanding Officer's lectures, who 
was a narcoleptic. 

A variant of the major seizure is the Jacksonian fit where convulsions start 
focally, slowly spread to adjacent cortical areas, and in whom consciousness 
is retained till the attack is fully developed. 

Occasionally migraine superficially resembles the Jacksonian or focal fit. 
In these cases, however, the motor phenomena that occurs with migraine take 
longer' to develop and they are followed by the classical features of headache, 
nausea and visual abnormalities. These latter include fortification spectra, 
central scotomata, and hemianopias. 

(3) Hypoglxmia.~This is characterized by attacks of sweating, blurred 
vision, hunger with abdominal pain, pallor and "Fainting."If severe, conscious
ness may be lost or epileptiform seizures occur. These symptoms commence 
about four hours after food and are precipitated to a greater degree by exercise . 

. Any readily digestible source of sugar will relieve the condition which is often 
due to an excessive liberation of insulin in response to carbohydrate absorption. 
If this, mechanism is responsible a low carbohydrate high protein diet will 
minimize attacks. 

(4) Aural Vertigo.~Autal vertigo may be associated with middle-ear 
disease or with the idiopathic variety known as Meniere's syndrome. There is a 
progressive onset of deafness, often unilateral, together with the sudden access 
of tinnitus, vertigo and falling to the affected side . 

. (5) .Subarachnoid Hxmorrhage.-When severe headache or unconsciousness 
are present this condition should not be forgotten. Diagnosis. depends on the 
history of the sudden onset of intractable headache that is unrelated to anythin~', 
often occurring during or just after exertion. The signs are variable, but neck 
stiffness is invariably present. Signs of a raised intracranial pressure may 
include papillredema, projectile vomiting, external rectus palsy and brady
cardia. In addition there can be evidence of long tract involvement seen in 
an extensor plantar response, or a positive Kernig's sign. 

(6) Anxmia.-An:remia of marked severity is frequently associated with 
"Blackouts." It should be recognized by pallor of the mucous membrane, 
brittle nails, glossitis and tachycardia. 

(7) Cardiac Conditions.-The rapid bnset of palpitations, throbbing of the 
throat with loss of consciousness or faintness, with an equally rapid cessation 
of symptoms should suggest a possible paroxysmal tachycardia. 

Exa~ination of the fundi, urine and blood pressure may well ,save a 
humiliation, for encephalopathy could otherwise be diagnosed as a case of 
hysteria, Lastly in the older age-group, dyspncea of nocturnal type, cardiac 
enlargement or a raised diastolic blood pressure in the absence of systolic hyper
tension should all point to the possibility of a recent painless coronary 
thrombosis. 
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B. FuNcTIONAL CAUSES 

(1) The Simple Faint-The indisputable fact remains true that some'people 
have a tendency to faint and others have not. A recent history will' often 
reveal evidence of previous attacks precipitated by such factors as fatigue, 
emotional upset, exposure to heat or the wearing of unsuitahle clothing. Those 

, who read this inay show some irritation that I should emphasize the obvious, 
but I am continually seeing soldiers who appear in the Out-patient Department 
with a "B 256A" asking me to exclude epilepsy. One case I remember was 
sent 20 miles hy ambulance as an acute medical emergency. In a' soldier 
liable to faint often there are two or more factors operating at the same time. 
A good example of this is the man who misses his, breakfast and has run to the 
parade ground on an empty stomach. He arrives late, stands to attention and 
is checked by the N.C.O. in charge. Here the factors of hypoglycremia, fatigue 
and emotional disturhance are', not unlikely to produce a "Blackout," in a 
potential fainter on a hot summer's day. 

(2) Postural Faints.-Closely allied to the simple faint is that of the man 
who undergoes a blackout on rapidly changing from the horizontal to the 
vertical position. These soldiers are often of asthenic build and are greatly 
improved by a course of physical training. Milder cases need only to be 
instructed not to rise from the lying position too rapidly, or to tighten their 
helt before doing so. ' . 

(3) The Effort Syndrome.-All medical officers must be familiar with the 
story of chronic ill-health that is rudely dismissed by an intake examination 
which passes the individual concerned as FE. Often the man is the product 
of doting parents and has led a protected life unused to physical exertion, and 
is unable to perform his basic training. Less often they follow a febrile illness 
when insufficient time has been allotted for convalescence. They may, I regret 
to say, be the harvest sown years before by doctors who diagnosed severe heart 
disease on an isolated systolic murmur. Whatever the cause, they feel that 
they are not as other men are, and lack confidence in themselves. 

Symptoms may include shortness of breath on exertion, palpitations, pains 
under the left hreast, generalized weakness, early fatigabiiity, and faints.' In 
the past, they may tell you; they have had pleurisy, that was cured in a few 
days (no doubt a rhonchus was mistaken for a pleural rub), gastritis, anremia 
or a weak heart. They may never he allowed to play active games, and not 
unnaturally are unable to cope with severe conditions. After an examination 
they should be told in no uncertain terms that, whatever they suffered from 
in the past, they may now be given a clean bill of health. It should be 
explained that their syrp.ptoms are due to lack of training and it is only to be 
expected that they will tire more readily than their companions aftei' a hitherto 
vegetable like existence. The cure lies in putting them on a conditioning course. 
This will increase physical development and confidence. The man will 
discover that before many weeks are passed he can march fifteen miles or 
go over a battle course. He will realize that he is unlike the Pharisee and just 
an ordinary mortal. 
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344 Fears, Fits and Faints 

(4) The Anxiety State.-
"Come listen,· my men, while I tell you again 
The five unmistakable marks 
by which you may know, wherever you go, 
the warranted, genuine snarks" .•.. 

(The Hunting at the Snark, by Lewis Carroll) 

Snarks, or anxiety states, have: 
. (i) Coarse tremor of the outstretched hands. 
(ii) Frequent blinking and facial grimacing. 

(iii) Restlessness and fidgeting.' 
(iv) Cold, clammy h~nds. 
(v) Exaggerated deep reflexes and hypertonia. 

To these might be added that they will rarely look you directly in the face' 
and often have epidermophytosis, onychogryphosis and dirty feet. 

Symptoms include insomnia, anorexia, nervousness and irritability, 
headaches, diarrhrea, palpitations, gastric pain (especially under the left costal 
region, associated with flatulence). The faint itself is usually vague and may 
take bizarre forms; unrelated to structural or functional principles. Diagnosis 
has, in my experience, always been easy, but the cause always. more difficult 
to determine. A patient will sit sometimes with a fixed grin, disclaiming 
any worries and it requires patience and perseverance to get to the bottom of 
his story. A background of an unhappy home with previous nervous debility 
of the patient or his relatives may clearly indicate an inadequate personality. 

Broadly speaking, anxiety is financial, social or sexual. Direct questioning 
may. be the only weapon available when pressed for time in a busy Medical 
Centre or. Out-patient Department, but I always try to avoid this. Some of 
the more usual causes may include: 

. Social: Trouble in the unit, maladaptation to Service life. An unwelcome 
posting. Lack of married quarters. Victimization or bullying. Sick relatives. 
Disinterest in, or unsuitability of, work. 

Medical officers can add many more but it is surprising how simple it is 
to deal with these situations. I have found O.C.s most helpful and sympa
thetic, and ever ready to assist in remedies such as cross-postings, a change of 
occupation, compassionate leave, or even compassionate postings. 

Financial: Poverty in the home may be aggravated by the patient's con
scription. Welfare authorities should be informed, ~nd, ap far as possible, 
assistance rendered. Severe hardship in a few exceptional cases may justify 
posting near the home or even release from the Service. 

Sexual: Incompatibility between husband and wife, unfaithfulness, "jilting" 
by a girl friend or the unwelcome fruits of promiscuity may each or severally 
be responsible. Simple advice, if necessary, to both parties in the case of 
married partners, can do much towards obtaining a solution. 
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Action must therefore be: 
(i) Hearirig the patient's story. 

(ii) Examination and diagnosis.·· 
(iii) Further questioning if necessary. 
(iv) Reassurance that there is no organic disease. 
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(v) Action directed to removing the cause and explaining the causation 
of symptoms. 

(vi) Sedation with a careful explanation as to its purpose. 

Most of this group can be helped. Psychiatrists are overworked and should 
not be burdened with every minor anxiety state. Often the medical officer will 
be better able to help in the unit than a psychiatrist who has only one encounter 
with the patient. One source of difficulty is that of a man who has been posted 
to a combat zone and is simply frightened. The majority of these cases that 
I have met have led protected lives and the anxiety they show has been 
foStered by their parents. To them the prospect of active service is the 
equivalent of a death sentence. The medical officer has to decide whether they 
are likely to settle down in their unit once they realize :that the prospect before 
them is not one-hundredth part as bad as they feared or whether they will 
be able to fulfil their duties once these fears have been lessened.·· If it is his 
opinion that their condition is temporary and that future breakdown is 
improbable then these soldiers must be kept on normal duties and out of 
hospital. There remain, however, a proportion who will be a liability both to 
themselves and to their units· if; allowed to proceed. Here it will be the duty 
of the medical officer to refer the case to a psychiatrist. In doing so he may 
have to face severe criticism to the effect that he is shielding a malingerer, but 
there can be no justification for sending these cases on the draft for Breakdown 

. in the Field is an infectious disease. 

(5) Anxiety Hysteric.-

"For although common Snarks do no manner of harm, 
Yet I feel it my duty to say . 
Some are 'Boojums'-the Bellman broke off in alarm, . 
For the Baker had fainted away." 

Anxiety hysterics have gone one stage further than the anxiety states and 
finding that they are no longer able to cope with their troubles seek flight 
in a more dramatic form of ill-health. The simple hysteric reacts by loss. of 
function, the anxiety hysteric (Boojum) by violent convulsions, quite unlike 

.. any epileptic phenomena. The body is held stiffly and passive movements are 
resisted. Violent struggling drags orderlies across the floor, judiciously placed 
kicks upset medical equipment unwisely left upon the bed. The head is thrown 
from side to side, shoulders and limbs twitching or in slow vague gestures. The 
hands may be held over the face as if to signify that the afflic;ted has an 
unbearable headache. Breathing is noisy yet not stertorous, speech may he 
whispered, moaning, slurred, or mutism may be feigned. The face is flushed, 

24 

guest. P
rotected by copyright.

 on M
ay 22, 2023 by

http://m
ilitaryhealth.bm

j.com
/

J R
 A

rm
y M

ed C
orps: first published as 10.1136/jram

c-97-05-03 on 1 N
ovem

ber 1951. D
ow

nloaded from
 

http://militaryhealth.bmj.com/


346 Fears, Fits and F,aints 

the skin hot and covered in profuse perspiration; the eyes are ~tightly closed, 
or rolled from side to side. The first thing to do is to cut short the attack. 
Various homely methods such as cold water, face slapping or pressure on the 
globes have been recommended but these are incompatible with professional 
dignity and often faiL A bottle of 880 ammonia held under the nose is· 
invaluable. Great firmness must be exercised and on no account must the 
medical Oofficer allow the patient to be in any doubt as to his sincerity, nor 
must he be admitted to hospitaL The general lines of treatment recommended 
under anxiety state can then be adopted at the unit. 

(6) Major Psychosis.-It is beyond my powers to give advice on the diag
nostic problem, but if considered under the headings of: 

(i) What does the patient dOo? 
(ii) What does he say? 

(iii)' What does he think? 

one or more will be so abnormal as to suggest the diagnosis. To give but a 
few examples: One patient was found at 0300 hours in the annex reading his 
Bible and communing with God. Another refused to. speak to anyone and lay 
in bed immobile, whilst a third thought that the Russians were goingto torture 
his fiancee unless he committed suicide. All suspected psychoses must be rapidly 
sent for expert psychiatric attention with a relia~le escort. 

(7) The Malingerer.-I have seen'very few that did not have an underlying 
anxiety. Two were recruits who were trying to obtain release from National 
Service, but they rapidly responded when the state of the military laws regard
ing this malady were explained, and no further action was necessary. 

I have tried to show that minor psychiatry is the duty of every medical 
officer. Too often doctors are interested only in the physical signs of obscure 
syndromes or advanced organic diseases. These are dull, for treatment is 
rarely availing in arresting the course of the illness. "Interesting" diseases are . 
seldom interesting to the patient, but the diagnosis of blackouts and their 
treatment taxes the diagnostic skill no less severely. The treatment is scientific 
and eminently rewarding; correctly applied it will prevent chronic invalidism 
and restore a useful purpose to thousands of young men at present condemned 
to neurotism and misery. 

A SUGGESTED SCHEME 

(1) 'To listen to the story of the attack in brief. 

(2) To look for signs of anxiety or hysteria. 

(i) If present, determine cause and treat as recommended. 
(ii) If absent, take a more detailed history with a view to excluding 

postural faints, effort syndrome, simple faints, aural vertigo, hypo-. 
glycremia and epilepsy. 

guest. P
rotected by copyright.

 on M
ay 22, 2023 by

http://m
ilitaryhealth.bm

j.com
/

J R
 A

rm
y M

ed C
orps: first published as 10.1136/jram

c-97-05-03 on 1 N
ovem

ber 1951. D
ow

nloaded from
 

http://militaryhealth.bmj.com/


1. P. P. Bradshaw 

\ 

(3) Examine to exclude organic disease simply. This should entail: 
(i) Temperature. 

(ii) Auroscopy. 
(iii) Testing for neck stiffness and Kernig's sign. 
(iv) Take the blood pressure. 
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(v) E.xamining mucous membranes, tongue and nails for evidence of . . 
anremla. 

(vi) Testing the urine for sugar and protein. 

(4) If the history suggests epilepsy: 
(i) Refer to next available Out-patients with "fits" form completed. 

If appointment is delayed protect the patient from injury by obvious 
precautiorissuch as prohibiting driving, bathing, etc. 

(ii) If attacks are severe or repetitive admit to hospital forthwith after 
giving soluble phenobarbitone gr. 1 Yz intramuscularly. 

(5) If history suggests a psychosis: 
(i) Arrange for medical specialist's opinion prior to referring case to a 

psychiatrist. 
(ii) If dangerous, place in protective custody pending such an 

arrangement. 
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