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‘ ABSTRACT , Functional neurological symptom disorder and Conversion disorder are two disorders of complex etiology which are

difficult to treat and vexing in nature. Literature is abreast with a biopsychosocial model for these disorders. It is also
paramount that the patient be examined holistically when he presents with such disorders. The liaison between the medical team and the

psychiatrist is important in the management of such disorders.

We present herewith a case series of 5 cases of conversion disorder with functional neurological symptoms being predominant and demonstrate
how psychoeducation, relaxation, psychotherapy, behavior therapy and family support have led to a cure in these patients. Mild medical treatment
and intense psychological treatments are the mainstay in the management of these disorders.

KEYWORDS : functional neurological symptom disorder, conversion disorder, psychoeducation, psychotherapy, social support. )

Introduction:

Patients having a disorder with no identifiable organic cause have been
visiting not just psychiatry out-patient department but also other
medical specialties. This is evident from the literature review which
mention studies conducted in patients of various different specialties
having identified with illness of no proven medical or neurological
etiology and have been named differently for the same illness as per the
treating specialty. Symptoms with no identifiable organic cause in
most neurology studies have been named as Pseudo-Neurological
Symptoms (PNS) and the total visiting out-patients having PNS are
anywhere between 3% to 33% of the total [1-2] with an average of
about 9% to 11% of all patients [3-4].On the other hand in studies
conducted among the psychiatry out-patient department the same
symptoms in a patient are mostly elaborated under the name of
Conversion Disorder (CD). Once diagnosed it can be a highly
disabling condition in adults as well as children [5]. If not attended to
with appropriate management it may cause significant long-term
impairment in functioning. This in turn may become the stepping stone
for further physical & psychiatric morbidity in them [6]. Multifaceted
nature of the symptoms makes the diagnosis both difficult and late
which costs the patient an unnecessary extensive evaluation leading to
an increased financial burden [7-8] and also adversely impacts the
mental health of children by reinforcing sick roles in them [9-10].
Appropriate management of these patients involving proper
addressing of psychological aspects is possible at a mental health care
facility while the concerns about stigma causes barrier to early referral

[11].

Conversion Disorder:

The name Conversion Disorder (CD) has its origin from the
psychoanalytic theory of Freud whereby psychosocial factors were
deemed as causative factors, thus leading to a functional organic
divide. They believed solely in substitution of a somatic/ physical
symptom for a repressed anxiety provoking idea [12-14]. But this in
the light of recent advances in neuroscience is considered as one
among many competing hypothesis for CD. Role of genetic factors in
CD have been explored by studying CD in twins, which shows
approximately 50% variance [15]. Functional brain imaging studies
like fMRI studies, PET studies and SPECT data have encouraged us to
ascribe conversion symptoms to neurobiological alterations in brain,
justifying a dual brain - mind perspective in causation [16-18]. Also
notable is the fact that most of the CD cases have stressor based onset,
quick escalation of symptoms which resolve quickly, either
spontaneously or after appropriate treatment [ 19-20]. This is to justify a
functional or dynamic change which is observable in form of brain
activity changes in functional brain imaging [21]. Various studies have
concluded suppression/inhibition of motor and sensory brain circuits
as a central common pathway for causing functional symptoms, while
some have also reported additional changes involving an increased
activity in prefrontal areas [22]. Thus despite wide criticism the bio-

psycho-social model is most justifiable for causation of most
psychiatric disorders including the CD [23].

DSM S and newer terminology:

Taking these facts into consideration DSM 5 has modified both the
name and criteria for establishing this diagnosis in a patient. The long
used CD name has been retained but with addition of FNSD in
brackets. The diagnostic criteria for CD in DSM 5 include one or more
symptoms of impaired or altered voluntary motor or sensory function
which are incompatible with any identifiable organic cause (i.e. no
medical or neurological basis). It is now proposed in DSM 5 to
diagnose CD by eliciting medical evidence of not being compatible
with a known neurological condition instead of considering it a
diagnosis of exclusion. DSM 5 also recognizes that a period of stress is
not mandatory for diagnosing CD although it may be seen in majority
of cases. Another important change involves the removal of the
mandatoriness to exclude the possibility of malingering or factitious
disorder for diagnosing CD [24].

Symptoms of FNSD:

There is an exhaustive list of symptoms which can be found in CD &
that the patients diagnosed with CD present different symptoms.
Diversity seen in the presenting symptoms is because the culture to
which the patient belongs influences the origin of CD symptoms [25-
26]. CD symptoms include positive movements such as dystonia [27],
tremor [28], gait abnormalities or other limb stereotypies [29]; motor
function loss such as paresis/ paralysis [30] and sensory function loss
such as visual [31]or hearing impairment [32] or loss of sensations in
the limbs [33]. Certain symptoms involving loss of function like
paralysis, aphonia, loss of vision, loss of consciousness are uncommon
in western population, but commonly present in the developing world
[34-35]. Adverse childhood experiences (ACEs) and early life trauma
has been identified in literature as a significant preceding factor for CD
in a patient. Stress of losing a relative or a parent has been discussed in
literature as an important trigger for CD [36-37]. The incidence rate of
this disorder as a whole varies widely depending upon the study
population characteristics [38] andamong all the various presentations
of CD, functional tremor is the commonest one [39]. Formal
examination results must be correlated with functional observations so
as to get clarity in accurate diagnosis of CD [40].

Management of FNSD /CD:

Once diagnosed the treatment begins with an empathetic
acknowledgment by the physician about the patient having a real
illness and significant distress. Disclosure of the diagnosis should be
accompanied with an explanation about symptom origin from an
unconscious conflict & reassurance to the patient regarding the
availability of an effective treatment for the illness. Validation,
Education, Empathizing and Rehabilitation (VEER) have been
discussed as the cornerstone for good recovery [41]. The treatment
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should focus on quick recovery because with increasing duration of
illness the patient starts restricting his activities which may be
potentially dangerous for recovery later [42]. Various therapeutic
approaches have been mentioned in the literature like graded
physiotherapy by an empathetic physiotherapist in motor conversion
disorder, psychotherapy [43-44], behaviour therapy (both positive and
negative reinforcement), psychoanalysis and hypnotherapy with
suggestions [45-46]. Strengthening the social support system for the
patient and improving his coping skills are also therapeutically very
important. Treating the symptoms as unreal/ fabricated doesn't help
rather may cause more harm to the child. Thus counseling the family
members can help them approach their child's illness in a more
effective way. Studies indicate full recovery in majority of cases (70 to
90%). Early recognition & intervention is crucial for quick recovery
(days to few weeks) [47].

In this case series we have tried to unfold the nature & management of
functional neurological symptom disorder with the help of some
interesting case examples which we encountered in our clinical
practice at psychiatry department of Kiran Multi Super Speciality
Hospital during a three month period spanning from June 2017 till
August2017.,

CASE1:

A 21-year-old unmarried female hailing from a lower middle
socioeconomic background family was rushed to the emergency
department with severe abdominal pain since last one day and nausea
with vomiting for almost every day in last 15 days. The
gastroenterologist examined the patient & was unable to find any
obvious organic pathology. Thus the psychiatrist was called to
examine and give an expert opinion. On detailed evaluation and
history taking it was found that the patient began to have nausea and
vomiting three years back. Without any identifiable stressor she would
have nausea and vomiting in a frequency of once a month initially and
that too only after having food. For this her parents used to rush her to a
nearby doctor who would give her injectable antiemetics, proton-
pump inhibitors and a dextrose drip over which she used to get
completely fine within some hours. Due to the fear of getting
nausea/vomiting, the patient decreased her food intake and stopped
having outside food. Gradually her problems increased and she would
get nausea or vomiting even when empty stomach and would get ill
more frequently. Due to this her social interactions and functional life
got deteriorated to the extent that she got totally home bound. Doctors
conducted multiple blood and radiological investigations but were
unable to find any organic pathology. This time despite the treatment
by various doctors, the illness episode continued for 15 long days and
she started having stomach pain too.

On physical examination, the patient was cachexic with body weight
(31 kg) much lower than that expected for her age. Her Mental Status
Examination (MSE) was also within normal limits with no sign of
depression. She had little concern for the marked impairment in social
and functional areas of life, rather was majorly preoccupied with
stomach pain. Eight sessions of supportive therapy (ST), two sessions
of relaxation training (RT) and injectable multivitamins with
suggestions of good improvement on treatment were conducted.
Psychoeducation (PE) of family members regarding the nature of
illness and the required change in their behavior was conducted. They
were encouraged to be empathetic and supportive rather than
criticizing. On discharge the need for gradual fall back to the daily
routine with return to the premorbid level of social and personal
functioning was emphasized. After discharge the patient was given
short term tasks and motivated towards the gradual gain of function in
all the areas of her life. The patient with successful completion of short
term tasks became more receptive to the idea of having problem in
body functioning rather than a true damage. She became more and
more optimistic about gradual gain of body functions and this marked a
drastic change with significant improvement on follow up visits. She
perceived near total improvement by the end of 2 months.

CASE 2:

A 13-year old male hailing from a lower socioeconomic background
family was brought with sudden loss of vision. He was evaluated by the
ophthalmologist and neurologist who after detailed evaluation and
investigations found no signs of organicity. Thus the child was referred
to psychiatry department where on detailed evaluation and history
taking it was found that the patient's mother who had a psychiatric
illness committed suicide one year back. During his mother's illness

the patient used to keep a watch on her so as to refrain her from running
away from house. At times the patient felt extremely helpless in
managing her while at other times felt sad looking at her illness. This
continued for two long years until his mother committed suicide. After
her death the patient would blame self for not taking appropriate
measures to save his mother and would cry remembering her.
Immediately after his summer vacations on second day of school he
complained of sudden vision loss beyond three to four meter distance.
He missed his schools, would not go to play with his friends & remain
home bound for most of the day. Was shown to multiple doctors with
minimal improvement by the time he was brought to us.

On MSE the child's psychomotor activity was decreased & reaction
time increased. His mood was sad and thinking revealed anhedonia
with no hopelessness or suicidal ideations. Six sessions of rational
emotive behavior therapy (REBT) for the irrational beliefs about his
role in mother's death, four sessions of ST with regular exercise of eye
muscles, two sessions of RT, Escitalopram 5Smg/day and tear eye drops
with suggestions of good improvement on treatment were conducted.
The child was psychoeducated regarding recognizing and using the
social support system during the time of crisis. PE of father regarding
the nature of illness and the required empathetic and supportive care
was done. With daily therapy during indoor patient treatment the child
managed to get to his premorbid level of vision within three weeks and
maintained this improvement on follow up visits (2 months).

CASE 3:

A 12-year old male hailing from lower socioeconomic background
family was brought with complaints of sudden onset headache since
last 20 days. On detailed evaluation and history taking it was found that
his dearest maternal uncle died of heart attack one and half months
back. Immediately after returning from uncle's funeral the patient got
admit to a hospital with complaints of stomach ache. On detailed
evaluation no organic illness could be deduced and he improved with
symptomatic treatment. Immediately after discharge from hospital at
home the child complained of headache. For this the child was shown
to various doctors including an ophthalmologist who did all relevant
investigations all of which came out to be in normal limits.
Symptomatic treatment of headache resulted in no improvement.
During the start of illness he would deny going to school because of
headache but would be seen playful the rest of the day. For this reason
the patient's father would criticize and blame him for fabricating the
illness. Gradually thereafter the child started complaining of headache
even at other times of the day such that he would be seen totally home
bound.

On MSE the child's mood was euthymic and thinking revealed no signs
of depression. The child was cheerful but revealed a sense of loss with
the death of maternal uncle. He was preoccupied about the good times
which he spent with his late uncle and that those times will not come
again. Three sessions of REBT with ST, two sessions of RT, two
sessions of coping skills training with suggestions of good
improvement on treatment were conducted. The child was
psychoeducated regarding recognizing and using the social support
system during the times of headache. PE of parents regarding the
nature of illness and exacerbation of illness with criticism was done.
They were helped to provide the child with empathetic and supportive
care. The need for getting back to daily routine was emphasized and the
child was encouraged for the same by giving him short term tasks to
finish. The patient learned to use some good ways of distracting self
whenever headache troubled him. He was psychoeducated that there
was no damage to his nervous system, rather the problem was with its
functioning. The distraction methods actually improved his symptoms
which made him receptive to the diagnosis and thus made him less
anxious. The child within one month showed near total improvement.

CASE 4:

A 10-year old female hailing from lower middle socioeconomic
background family was brought to us with complaints of left side
abdominal pain of one month duration. The child was evaluated by a
pediatrician who found no significant findings on physical
examination and detailed investigations. Thus was referred to
psychiatry department where we discovered adverse childhood
experiences of exposure to videos containing sexual content and
inappropriate touch by cousin brothers. Immediately after the first
incident a sudden change in behavior involving decreased social
interactions and crying spells was noticed. On disclosure of the said
event instead of showing acknowledgment, empathy, support and care,
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her father invalidated it by considering her immature to understand the
true meaning of various human interactions. Also the paternal aunt
invalidated the incidents saying that her son could have never done
such a thing. This caused the patient feelings of helplessness, anxiety
and insecurity in her house and around her own people. By the time she
was 9 year old her menarche appeared with blood clot in urine.
Noticing it the patient got extremely anxious thinking that how could
she bleed from her vagina. Mother also panicked as it was too early for
a girl to have it but later she tried to explain the patient that it was
absolutely normal for a girl to have bleeding from vagina. The patient
got partially convinced but still speculative about what happened and
started complaining of left side abdominal pain. The pain was initially
noticed to be present only before the school time and thus she would
take many school holidays. But once the school time got over she
would mostly be seen playful. Taking this into consideration her
grandmother and mother would blame her for fabricating the
symptoms so as to avoid going to school. Gradually the symptoms
increased in duration and frequency such that the patient would not be
playing or going out for most of the time during the day. The patient
underwent numerous investigations and treatments from multiple
doctors but perceived minimal improvement in pain.

On MSE the child's affect was anxious and thinking revealed anxiety
about all the past issues with no concern about the marked impairment
in social and functional areas of life. In this case we decided to take her
REBT sessions in presence of parents so as to help them understand the
root cause of her problems. Two REBT sessions with SC, one session
of RT, one session of Sex Education (SE) & Safe Touch Practices
(STP) along with suggestions of good improvement on treatment were
conducted. The child was also started on Tablet escitalopram
2.5mg/day for anxiety symptoms. She was psychoeducated regarding
recognizing and using the social support system during the times of
anxiety or insecurity. PE of parents regarding girl child safety, the
nature of illness and exacerbation of illness with criticism was done.
They were helped to provide the child with empathetic, supportive and
safe environment. Various distraction methods were discussed which
she used with success during the periods of abdominal pain. The need
for getting back to daily routine was emphasized and the child was
encouraged to do her daily chores regularly. The child within one
month perceived near total improvement with no pain.

CASES:

A 24 year old female was brought to our emergency department with
sudden onset of jaw and left hand tremors. Was referred from a private
hospital where the patient was admitted initially and was found to have
no detectable pathology on investigations. On detailed evaluation and
history taking it was found that the patient's new born nephew was
recently detected to have a heart valve defect. Due to this the patient
was extremely anxious as she started remembering her brother who
died of a similar heart disease. Within next two days the patient began
to have jaw and left hand tremors for which her family members rushed
her to a nearby hospital. But perceiving minimal improvement was
referred to us and we admitted her under Psychiatry care. She would
always be seen overcrowded with relatives showing concern for her.
Her mother would cry and try to pamper her even when advised not to
do so. Over next twelve hours the patient further developed regressed
behavior in form of excessive clinginess, crying spells and sudden
unresponsiveness lasting for 10 to 15 minutes. Next she developed a
few minutes episode of possession spell during which she revealed
herself as late grandmother who had come to take the patient with her.
PE of the relatives and mother was started first as their behavior was
increasing the illness in patient. Side by side the patient was started on
REBT, SC and jaw/hand exercises. Along with this the patient was also
given Tablet Escitalopram 5mg/day for anxiety symptoms. Family
members were helped to provide the patient with an empathetic and
supportive environment, rather than a sympathizing and pampered
one. The need for getting back to daily routine was emphasized and the
patient was discharged within 3 days. REBT sessions were continued
weekly for 1 month during which some distraction techniques were
also discussed with her. One of those was to move her right hand
whenever she got tremor of left hand. With this she noticed a successful
stoppage in the left hand tremor and thus was convinced by the idea
that there was no damage to her nervous system, rather the problem
was with its functioning. She was psychoeducated about the normal
physiology of body functioning and how it was getting affected. By the
end of one month there was a near total improvement.

Discussion;

Here we have discussed a common and highly disabling under
researched topic sometimes referred as the blind spot in psychiatry
[48-49] with the help of clinical case examples. The delay in
diagnosing the disorder and criticism by the close ones clearly
exacerbated the functional problems in our patients which strongly
supports the viewpoint discussed. This underscores the lack of
awareness about the true nature and management of functional
neurological disorders among the clinicians in our society. This in turn
makes the role of psychiatrist very crucial so as to spread awareness
about the increasing presence of such notorious disorders in clinical
practice. Referral to a psychiatrist is important for complete
exploration and management of psychological issues related to past
trauma in these patients. Unfortunately these patients are referred to
the psychiatrist after a long period of unsuccessful management and
multiple investigations. In case 1 the girl was referred for psychiatric
assessment after a long period of 3 years and by that time she got totally
home bound with minimal social interactions. This clearly
demonstrates the adverse consequences on quality of life of a patient
with FND due to a delay in appropriate management because of lack of
timely referral to a mental health care facility. This shows that although
FND is no longer mentioned in DSM 5 as a diagnosis of exclusion but
is still very much treated this way by clinicians' in general clinical
practice. This highlights the importance of giving equal concern to the
subjective experience of a person no matter all the investigation reports
may come to lie in normal limits. Once all the above mentioned
patients visited our hospital the appropriate diagnosis and
management was immediately done which highlights the importance
of good liaison and referral practice in medicine. Collaborative
treatment relationship helped us to provide good and effective services
to our patients.

Once diagnosed all emphasis was to decrease the distress of our
patients and their family members. This was achieved gradually in a
step wise manner by recognizing and acknowledging the patient's
illness and distress as truly present and not merely a fabrication work
by the patient. The next step was to explore the history for identifying
any trauma or stressor if really present. But as righteously excluded
from the mandatory criteria of CD in DSM 5, not in all the cases we
were able to find trauma/stressor. But noteworthy is the fact that except
for case 1 in all other cases, the history of a major trauma or stressor
was present. Additional REBT sessions were conducted in these cases
s0 as to work on the underlying psychological conflicts. Alleviation of
pain from the past trauma through REBT sessions helped in fast
recovery. Whatever might be the case ST, RT and PE of the patient with
suggestions of good improvement along with PE of family members
formed the heart of treatment for all our patients. As per the case
requirement DT and exercises of the affected parts was done. Thus we
emphasize that in FND not one size fits all rather we need to form
specific management plan which varies as per the specific case
requirements. Quick improvement in all our cases justifies researchers
who blamed functional and dynamic change in brain activity as the
pathology in FND.

Through this research paper with the help of five interesting case
examples we have tried to unravel the characteristic presentation and
management of the so called blind spot in psychiatry. We support the
more comprehensive biopsychosocial approach while treating the
psychiatric disorders and strongly oppose the various reductionistic
viewpoints mentioned in literature. We suggest that further studies
having a control group, a larger sample size and monitoring for greater
periods of time should be undertaken so as to enhance our
understanding of the topic. This might help us in increasing the
possible treatment modalities for patients with FND.
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