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Patients struggling with functional seizures represent a significant issue for institutions across the coun-
try. Fortunately, they often respond to regular Cognitive Behavioral oriented psychotherapy. This patient
population tends to be underserved, and it is the hope that my experience in their treatment will alleviate
this problem. My approach to therapy is largely self taught, and based on observation, trial and error, and
over ten years of experience. My approach begins with the introduction of behavioural interventions, and
as treatment progresses, I begin to rely on talk therapy aimed at the introduction of cognitive interven-
tions. Treatment begins with an analysis of their episodes followed by interventions aimed at symptom
reduction. Longer term goals include the management of co occurring mental health concerns and sys-
temic issues.
� 2021 The Author(s). Published by Elsevier Inc. This is an open access article under the CC BY-NC-ND

license (http://creativecommons.org/licenses/by-nc-nd/4.0/).
I am a Clinical Psychologist, whom has the pleasure of treating
patients with functional seizures, within The University of Ala-
bama at Birmingham’s Department of Neurology. I was
approached, over ten years ago, with a very complex problem my
local institution was managing. Like so many professionals across
the country, this provider was attempting to locate resources for
their adult population of patients diagnosed with functional sei-
zures. Outside of classroom discussions, I knew little of the prob-
lem at the time; however, I was intrigued and wanted to help.
Little did I know, this decision would play a dominant role in my
career. My education, training, and experience is centered around
the practice of psychotherapy and patient care. Therefore, much
of what I understand about this diagnosis has been self-taught,
and based primarily on personal observation of adult patients. I
would be remiss if I did not mention my wife, Dr. Kristi Yarbrough,
for vastly shaping my views on this subject. As an accomplished
psychologist herself, Dr. Yarbrough has been instrumental in shap-
ing my opinions on the management of functional seizures.

A Cognitive Behavioral orientation (CBT) is recommended, as
this theoretical orientation has the backing of scientific scrutiny,
and CBT’s greatest strength is focused symptom reduction. My
training was centered around child, adolescent, and family inter-
ventions, and as such, I often utilize insights taught through Struc-
tural Family Therapy (SFT). In my opinion, systemic thinking is
very compatible with a CBT orientation. Although I typically see
my population for individual meetings, systemic issues often
become relevant over the course of treatment. SFT gives us a sim-
ple way to organize someone’s role within their environment, as
well as a basic framework on how the systems we travel in can
influence the way we think, feel, and behave. Furthermore, con-
cerns surrounding enmeshment, triangulation, and boundaries fre-
quently come up. Children have different needs, and therapeutic
interventions should match the patient’s developmental level.
The hallmark difference between pediatric and adult populations
will be the levels of family involvement, with increasing caregiver
participation in treatment and interventions as the developmental
level of the patient/child decreases. As I see an adult population,
principally in individual therapy, I spend less energy on family
homeostasis, and ammore focused on individual patient outcomes.
Adults have more freedom to disengage with unhealthy environ-
ments, as well as establish healthy boundaries. Ultimately, I utilize
SFT insights in an effort to help patients navigate their often-
complex circumstances.

A pure SFT orientation encourages as much family participation
as possible; however, experience has shown that this is logistically
difficult to accomplish. When family meetings become necessary, I
often speak with one or two supportive members of the patient’s
system. In the event of an intellectual disability, I generally try to
include the caregiver at the beginning of the meeting while spend-
ing time with the patient alone for the remainder of our session. In
this circumstance, the caregiver can encourage the patient to uti-
lize behavioral interventions, or remind them of various issues dis-
cussed in therapy.

It is important for me to understand the participants in the
patient’s system. SFT therapists will often utilize ‘‘family mapping”
in which a pictorial representation of the patient’s family is pre-
sented. The expectation is the family will gain insight into how
their behavior can influence each other, as well as establish every-
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one’s role within their system. Although I do not draw a physical
map, I do try to keep in mind the complex web of relationships
in the patient’s life. Concerns surrounding family are a frequent
conversation, and I utilize my interpretation of their family map
to point out concerns as they come up in conversation.

SFT interventions are largely psychoeducational and insight ori-
ented. Like CBT, SFT is heavily reliant on reframing and confronting
harmful thinking and behavior. Furthermore, establishment of
healthy boundaries is a staple of SFT therapy, as well as positive
pro social communication. I will often model pro social assertive
behavior, and my hope is to help patients implement this into their
own interactions with others.

In the management of functional seizures, the first vital step, is
a comprehensive diagnostic evaluation by a qualified physician.
The ideal is to take care of patients after the benefit of a full vEEG,
and the diagnosis delivery is the first cognitive oriented interven-
tion for a functional seizure. Many patients are sensitive to the per-
ception that they are either ‘‘crazy” or ‘‘faking”, and in my
observation, the diagnosis delivery is of paramount importance
to the process. It sets the pace for therapy, and should something
go wrong with this step, I have found it almost impossible to estab-
lish any sort of therapeutic alliance. I have no involvement with the
initial diagnosis delivery as this is a very delicate conversation
between a patient and their doctor, and I fear that involvement
from me might feel intrusive. However, shortly after the physi-
cian’s diagnosis delivery, it is my preference to see the patient
while they are still in the hospital or shortly thereafter. I have
found that they are in a better state of mind to accept the some-
times difficult to understand news that their episodes are
functional.

My primary goal during the first meeting is to complete a basic
diagnostic interview, as well as provide psychoeducation as to the
nature and treatment of functional seizures. Basic behavioral inter-
ventions are also briefly discussed, and the patient is encouraged to
keep track of potential triggers. I take great care to ensure the
patient understands the nature of their diagnosis, feel as if their
concerns are understood, and have a basic understanding of how
therapy will proceed. Following their discharge, I have noted that
some patients will see a decrease in their episode’s frequency/-
severity, and occasionally, the episodes will spontaneously remit.
I have noted this seems most likely to happen with patients expe-
riencing somatic anxiety. A comprehensive medical evaluation is
reassuring, and an impeccable diagnosis delivery tends to encour-
age this result. Unfortunately, a spontaneous remission does not
seem to be the norm, and continued participation in therapy is rec-
ommended regardless of their immediate outcome.

Early on in treatment, I make a point to stress that thoughts,
emotions, and behavior are all connected. The cornerstone of CBT
is intervening cognitively with thinking patterns, as well establish-
ing healthy behavioral patterns/responses. CBT interventions gen-
erally attempt to insert thoughts or behaviors that are
incompatible with the presenting problem. For example, one is less
likely to feel depressed while they take a walk or listen to music.

While exploring the specifics of my patients’ individual presen-
tation, I often try to break the functional seizure into its component
parts. This effort is done to identify potential motivating factors
that only encourage a functional seizure. In my observation, a func-
tional seizure frequently involves some elements of somatic anxi-
ety, panic, and/or dissociation. Interventions are then tailored to
the most prominent element in the patient’s presentation. Some
people will describe various warning signs of an impending epi-
sode. The typical signs of an attack are often individual to the per-
son; however, many will describe feelings associated with
emotional discomfort prior to the spell. These patients are likely
to be triggered by stressful circumstances in their environment.
In this case, early interventions are aimed at reducing subjective
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feelings of emotional distress, with anxiety being a common man-
ifestation. For shared language, patients are asked to describe their
emotional states on a Likert scare of 1–10, with 10 being an epi-
sode, and anything below that being an uncomfortable emotional
state. We will then discuss interventions to be utilized depending
on the severity of their distress. For example, a Likert 5 would jus-
tify taking a ‘‘personal time out” to allow the uncomfortable emo-
tional experience to pass and/or leave the circumstance; while a
Likert 8 would justify a more aggressive effort. Although many
patients will report that they are more likely to have an episode
during times of increased stress, many more will indicate that their
spells occur without triggers. Furthermore, these patients rarely
see a correlation between their mood and functional seizures. In
this case, interventions are aimed at dealing with the actual epi-
sode itself.

Therapy starts with the introduction of behavioral interventions
along with a treatment plan. I have utilized a variety of behavioral
tools over the years, and I have yet to find one intervention that
works for everyone. For the patients that experience some form
of emotional distress prior to their functional seizure, or they have
a long warning window, I recommend a breathing technique called
‘‘box”, or ‘‘four square”, breathing. This is a rhythmic breathing pat-
tern that I originally utilized to combat panic episodes. Patients are
encouraged to take a deep breath through their nose, hold for two
seconds, exhale slowly through their mouth, and hold their breath
for another two seconds. This intervention has the added benefit of
distraction, and is quite effective in encouraging calm feelings. The
intervention also seems helpful for patients that report rapid heart
rate, dizziness, or tingling in extremities. Patients are encouraged
to utilize box breathing as soon as they notice signs of an impend-
ing functional seizure.

Utilizing an intervention borrowed from other providers,
patients are recommended to engage in slow, but purposeful com-
peting movements if box breathing is not working. Specifically,
movements that are not compatible with their manifestation of a
functional seizure. This is particularly useful to patients who see
little relationship between their stressors and episodes. Selective
mutism or stuttering are common while a patient is experiencing
a functional seizure. In this case, I recommend that they try to sing.
For patients that experience trembling, particularly in the arms/
hands, I recommend they slowly trace their thumbs over their fin-
gertips in a circular pattern. This is adapted from the utilization of
a ‘‘worry stone” to combat nervousness, but without the need to
carry a glass rock. It tends to promote calm feelings, distraction,
as well as providing a competing movement. Starting cognitive ori-
ented interventions would include keeping key phrases in their
mind when they have an episode. Mantra-like statements such
as ‘‘I am in control” or ‘‘I am fine/safe/OK” will often help a patient
stay centered, and focused on positive outcomes.

Some patients have staring events with non-responsiveness.
Descriptions of depersonalization, dissociation, or derealization
are common with this presentation, and I am often suspicious of
a history of traumatic events. It is not uncommon for these patients
to struggle with issues associated with PTSD, or at the least,
extreme anxiety. As such, I feel patients’ staring spells, in some
cases, could be more indicative of a dissociative episode. Further-
more, in line with a diagnosis of dissociative disorder, sometimes
a patient will exhibit regression to childhood, self-harm, or com-
bativeness. At times, the dissociative episode can progress into a
functional seizure. These patients tend to indicate that their spells
are triggered by stressful events, anxiety, and/or symptoms of
PTSD. Staring spells often respond to self-grounding techniques.
Specifically, they are recommended to name three things in their
environment, and give a short description of what they see. As it
is grounding to see your own reflection, I will sometimes recom-
mend the patient’s name three things while looking in a mirror.
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These patients can also respond to box breathing, distraction, and
the adapted worry stone.

It is difficult to identify any one intervention that institutes
change in someone’s life. Therapy seems to function best as a syn-
ergy of small, but consistent positive changes in thinking and
behavior. Everyone is encouraged to maintain an active lifestyle,
exercise, engage in pleasurable activities/hobbies, and increase
interactions with positive members of their support system. Mind-
fulness and meditation techniques are recommended to everyone
in the hopes the patient will become invested in the practice. I
have seen the most success utilizing a home study program avail-
able on television streaming platforms. Patients that enjoy this
modality will find it is a powerful tool to help them regulate their
subjective emotional states. However, many patients do not find it
helpful, or are simply not interested. When this inevitably hap-
pens, I do not pressure the patient to continue, but rather they
are encouraged to search for healthy alternatives.

By the third therapy session, a basic behavior plan should be in
place, and the patient has had some time to experiment with their
interventions. We will return to the behavioral plan while we talk,
and continue to make adjustments if necessary. Therapy is going to
become much more two directional and collaborative by the third
session. In my observation, intervening cognitively, on core issues,
yields robust and lasting results. I am not only concerned with
reduction of the incidents of a functional seizure, but also the var-
ious issues that might be contributing to the issue at hand. Therapy
moves to identifying various cognitive distortions in their auto-
matic thinking. Examples of common cognitive distortions would
be frequent thoughts of low self-esteem, catastrophic thinking, or
overgeneralization. When these distortions are identified, a cogni-
tive reframe is presented to the patient. It is the hope that the
patient will become more aware of their thinking patterns, and
to avoid reinforcing negative cognitions in the future.

I have had the most success with reframes that are concisely
stated and easy to remember. People tend to think in short ‘‘bullet
points,” and I put energy in making cognitive interventions cre-
ative, simple, and memorable. Over the years I have collected
and streamlined untold numbers of responses to the various com-
ments or situations presented to me. For example, ‘‘Anxiety is a
very ineffective way to control something you have no power
over,” or ‘‘There is a weird beauty in hitting rock bottom, you only
have one way to climb.”, have been repeated again and again.

A starting point in a cognitive/conversational meeting would be
to discuss various situations or problems that might have con-
tributed to the presenting problem. If, for example, they always
seem to have an episode after talking with a specific person, then
we are going to explore the parameters of this relationship. Indi-
vidual situations are explored in detail, and should they exist, I
am always interested processing the sequence of events that might
have contributed to a functional seizure. The hope is the patient
will learn how to appropriately intervene in their own life, and
ultimately learn adaptive problem-solving. My job is to be pre-
dictably logical and kind throughout this process. When possible,
I try to avoid giving direct advice, but rather we engage in Socratic
questioning to help the patient reach the healthiest possible con-
clusion. I will also rely on motivational interviewing techniques
as they become necessary.

I take the time to treat co-occurring mental health diagnosis
while I help the patient address the functional seizure. Patients
present with a variety of co-morbid problems, with issues on the
anxiety spectrum being the most typical. I have noted a correlation
between a history of traumatic events, and the development of
functional seizures. Experience has shown that this is better
thought of as a risk factor in many cases. With this said, I also note
co-occurring PTSD is often part of the presenting problem for many
patients. As already mentioned, PTSD symptoms can aggravate
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incidents of a functional seizure. As such, utilizing CBT oriented
therapy aimed at PTSD symptom reduction can have an impact
on their frequency of functional seizures.

Prioritization of when to address a diagnosis is largely a collab-
orative effort that begins with the patient telling me what symp-
toms they find most troublesome. The vast majority of patients
will rate a functional seizure as their primary concern. I then work
first to educate them on the common interplay between their var-
ious diagnosis, and we agree on a treatment plan to address the
most disabling problem to the least. Often, patients start therapy
with co-occurring issues already under control with psychotropic
medications alone. Should this be the case, I generally consider
the issue managed by the prescribing provider; however, I con-
tinue to keep a close watch for maladaptive thinking and behavior
associated with that diagnosis. For example, psychotropic medica-
tions do well in helping a patient feel subjectively less anxious;
however, they do not directly address adverse thinking or behavior
patterns associated with generalized anxiety disorder.

Themes tend to develop as we process and reframe their various
issues. I often attempt to concisely reflect the various themes as
they occur to me, in the hope that as the patient gains insight into
his or her thinking. Although I do not spend an inordinate amount
of time discussing someone’s childhood, it is important to explore
in therapy. Understanding how and where maladaptive patterns
originate, and how they are repeating in the here and now, can
increase the likelihood someone can intervene on their own behalf.
Ultimately, I am trying to instill the ability to identify maladaptive
patterns on their own and grow past them. It is my sincere hope
that therapy becomes a transformative experience, and insight into
one’s own behavior goes a long way in helping us achieve our goal.

The subjective experience of feeling emotions is often over-
whelming for this population, and theywill activate various defense
mechanisms to deal with this issue. Unfortunately, some defense
mechanisms are unhealthy, and providing insight into this process
helps. A simple example of thiswould be a patient feeling depressed,
but projecting this depression onto another person with an anger
outburst. I often act as a mirror to the patient in helping them ade-
quately interpret their own feelings on variousmatters, and encour-
age them to respond in a healthierway. They are often told that their
emotional system is a complex arrangement of signals, but it is up to
us to interpret what these signals are trying to tell us.

Systemic issues also tend to become clear as treatment pro-
gresses, and I often gain insight into someone’s thinking through
an exploration of how they navigate their day. Particularly with
the various circumstances they find stressful, or consistently have
maladaptive reactions to. Patients will frequently rate interactions
with other people as a major stressor, and exploring relationships
is common. We often examine their role within the systems they
engage with, and discuss healthy boundaries with said system.
Patients are frequently encouraged to ‘‘find their voice”, and appro-
priately communicate their needs to others. When they start to
practice pro social communication effectively, I am hoping they
will feel empowered to effectively navigate the various complexi-
ties of their daily living.

The normal course of therapy first begins with behavioral inter-
ventions, and moves outward toward traditional conversational
therapy. The general hope is to get to the heart of the matter, while
gaining maximum influence over ones thinking and behavior. As
treatment continues, the patients will begin to notice they are bet-
ter able to stop a functional seizure before it becomes an issue. As
they improve in other areas, the need to allow a functional seizure
to pass should become less and less. Improvement is rarely a
straight line, and patients frequently note waxing and waning of
symptoms as they practice with their tools. It is important for
me to encourage them to continue on their path, and normalize
as necessary.
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Case Vinyette

Mrs. Doe is a 55-year-old Caucasian female whom was defini-
tively diagnosed with functional seizures. At the time of her vEEG,
Mrs. Doe was suffering approximately 3 functional seizures a
week, and has been having episodes for approximately one year.
Upon initial interview, Mrs. Doe was diagnosed with Chronic Post
Traumatic Stress Disorder associated with abuse suffered as a
child, as well as a long-standing diagnosis of Major Depressive
Disorder. Mrs. Doe feels her symptoms associated with depression
are under good control with SSRI medications; however, she con-
tinues to experience flashbacks, panic episodes, and nightmares.

Mrs. Doe indicated that many functional seizures are triggered
by feelings of subjective stress, as well as symptoms associated
with PTSD. She noted dizziness and tingling prior to a functional
episode. A Likert scale of 1–10 was established, and behavioral
interventions were tailored to how intense subjective experience
of anxiety was. Mrs. Doe noted that utilizing box breathing at a Lik-
ert 8 was helpful; however, did not stop ‘‘intense” functional sei-
zures. As her typical episode began with a ‘‘no no” head bobbing
pattern, I recommended she utilize the competing movement of
‘‘yes yes”. Mrs. Doe noted an immediate positive benefit of compet-
ing movements, combined with box breathing, however symptoms
of PTSD continued. Therapy then focused on CBT management of
PTSD symptoms, and after several months of treatment, these
began to respond as well.

Over the course of treatment, themes surrounding her sister
began to dominate our conversations. Mrs. Doe lived next door
to her sister, and they were heavily involved in each other’s lives.
Unfortunately, her sister had a significant history of behavioral
issues, including an arrest record for violent crime. Mrs. Doe fre-
quently noted that she feels responsible for her sister’s wellbeing
as she often protected her sister from her own incidents of abuse
as children. Mrs. Doe noted breakthrough functional seizures hap-
pened while she was managing her sister’s many behavioral
concerns.

Mrs. Doe was encouraged to establish healthy boundaries with
her sister, as well as was taught pro social assertiveness skills. She
was also encouraged to allow her sister to be responsible for her
own behavior. Furthermore, Mrs. Doe was encouraged to increase
social interactions outside of her family system. As long-standing
beliefs associated with she and her sister’s relationship were chal-
lenged, Mrs. Doe began to notice various symptoms were easier to
control.

Eventually, Mrs. Doe became interested in expanding her social
circle, and was encouraged to accept an invitation to join a
women’s group associated with her church. This had an immediate
positive benefit as she was able to dramatically expand her social
circle. As she increased positive social interactions, symptoms
ceased. Eventually, she achieved complete remission in both func-
tional seizures and PTSD symptoms.

Inevitably, I will have patients that are difficult to respond. I
find that patients who are in dangerous environments, active
addiction, and/or suffer severe mental health pathology will strug-
gle. I also find that any involvement with the legal system tends to
4

prolong the process. In addition, patients whom have a high illness
conviction are not very likely to invest in therapy, and are not open
to the necessary collaboration. Patients with co-occurring epilepsy
can present a unique challenge when the patient cannot discern
what is epilepsy versus functional. Frequent communication with
the patient’s physician is helpful. Fortunately, most patients seem
to have a clear understanding of what symptoms are functional.
The most challenging patient is one whose episodes come on sud-
denly, who feel they have no ability to control themselves, as well
as no conscious awareness of their behaviors. They do not have
time to initiate behavioral recommendations, and they struggle
to engage with competing movements or behaviors.

Should the slow to respond patient have co-occurring mental
health concerns, my instinct is to pay closer attention to the
broader mental health picture. However, they become very chal-
lenging when no obvious mental health concerns or systemic
issues are noted. I am willing to explore with them for a period
of time, however I do reach a point where outside opinions are nec-
essary. I am often grateful for the assistance of a qualified psychi-
atrist, and I am quick to recommend one early on when indicated.
When the situation dictates, I will also recommend the patient
seek the opinion of another therapist.

Studies have consistently indicated that a Cognitive Behavioral
orientation yields robust results for most mental health concerns.
Literature also suggests that there is a correlation between out-
comes, and the strength of the therapeutic alliance. Carl Rogers,
the founder of Humanistic Psychology, teaches us to have, ‘‘Uncon-
ditional positive regard” for the people under our care. Although I
feel that a CBT orientation is vital, I also believe that unconditional
positive regard is a simple but effective intervention. As already
discussed, thoughts, feelings, and behavior are interconnected.
Intervening cognitively and behaviorally is largely a logical endea-
vor, however introducing positive feelings requires timing, skillful
delivery, and creativity. I feel unconditional positive regard is one
of the few psychological interventions that seems to work for
everyone on some level.

‘‘At the end of the day people won’t remember what you said or
did, they will remember how you made them feel.” - Maya
Angelou
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