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ABSTRACT

Introduction: Functional neurological symptom disorder, 
a common psychiatric disorder is still being considered an 
important issue in the emergency department to avoid multiple 
diagnostic tests associated with unnecessary risk. The aim of 
this study was to examine clinical characteristics of patients 
with functional neurological symptom disorder. 
Material and methods: Patients of age more than 10 years 
referred to Psychiatry OPD after detailed evaluation were 
diagnosed according to DSM-5 criteria and symptoms 
accordingly classified into motor, sensory, visceral, and  
mixed. 
Results: The clinical features were predominantly 
psychogenic syncope, pseudoseizures, aphonia, and paralysis 
or muscle weakness. 
Conclusion: The clinical presentation was mostly motor and 
visceral symptoms with acute onset of less than 2weeks.

Keywords: Functional Neurological Symptom Disorder, 
Clinical Phenomenology, Role Model.

INTRODUCTION
Functional neurological symptom disorder is an illness of 
symptoms or deficits that affect motor or sensory functions 
which are not intentionally produced, not due to substance 
use, not limited to pain or sexual symptoms, suggest another 
medical condition but is caused by psychological factors 
preceding the illness and gain is primarily psychological 
but not social, monetary, or legal 1. It is a condition in 
which patients present with neurological symptoms of 
psychological origin. These symptoms have been variously 
named as Hysteria, Conversion, Dissociation, Functional, 
Non-organic, medically unexplainable and Psychogenic 2. 
Functional neurological symptom disorder presents with 
loss of physical function with a wide range of signs and 
symptoms and physical examination are not consistent 
with a known neurological, anatomical, or physiological 
pathology 3. The diagnosis requires a necessary and critical 
association between the cause of neurological symptoms and 
psychological factors.

MATERIAL AND METHODS
The study was conducted in the Community General 
Hospital Unit, Institute of Mental Health and Neurosciences 
(IMHANS)-Kashmir, an associated Hospital of Government 
medical college Srinagar from April 2015 to March 2016. The 
study was approved by ethical board of Government Medical 

College Srinagar. It was a cross-sectional, observational 
study. Consecutive patients of age more than 10 years of both 
sexes, without comorbid medical problems and intellectual 
disability referred to Psychiatric OPD participated in the 
study. It was a time bound study and total of 300 patients 
were studied. After detailed examination, investigation, and 
psychiatric assessment patients were diagnosed as functional 
neurological symptom disorder according to Diagnostic and 
Statistical Manual of mental disorders-5 Criteria1. The life 
event checklist4 was used for assessing psychosocial factors 
preceding the illness. The life event checklist comprises of 
various traumatic life events. For each event we had asked 
patients to indicate whether, “it happened to you personally”, 
or “you witnessed it happen to someone else”, or “you 
learned about it happening to someone close to you”. All 
life events throughout patient’s entire life were considered. 
Written informed consent was obtained in the local language 
understandable to the patient. Patients were informed about 
the purpose of the interviewing. The presenting symptoms of 
all the patients were noted and classified into motor, sensory, 
visceral, or mixed 5. In our study patients who presented with 
symptoms of internal organs were classified into visceral 
type and some symptoms which do not fit in above categories 
were called as unspecified type 1.

STATISTICAL ANALYSIS
Data was analysed and tabulated in frequency and 
percentages and was presented graphically as well. Chi-
square tests were used for categorical variables and fischers 
exact tests were used in place of chi-square for independence 
when one or more cells in a table had an expected count less 
than 5. P-values less than 0.05 were taken as significant.
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RESULTS

Sociodemographic details of patients (N=300)
In current study majority of patients were in the age group 
of 20-40 years (47.3%), females (78.4%), married (59.3%), 
unemployed (47.0%) followed by students (44.7%), illiterates 
(64.7%). Most of our patients were from rural background 
(62.33%), of class IV socio-economic status (43.7%) (as per 
Kuppuswamy’s scale 2012).
The symptoms were distributed into motor, sensory, visceral, 
mixed and unspecified according to the system involved. 
The most common presentation was with motor type of 
symptoms (54.1%) followed by visceral (32.3%) and mixed 
(11.3%). While only 2.0% had sensory symptoms. The 
p-value was statistically significant (table-1, Figure-1).
Majority (49.0%) of patients in our study had symptoms for 
less than 2weeks followed by 15.3% also had symptoms for 
greater than 2years, 12.0% had symptoms for >1-3months, 
10.7% had complaints for 2-4weeks, 7.3% had symptoms for 

Groups Frequency (n) Percentage (%) Chi-square value P value
Type of conversion disorder Motor 159 54.1 292.43 0.0001

Visceral 97 32.3
Sensory 6 2.0
Mixed 26 11.3
Unspecified 12 0.3

Duration of illness <2weeks 147 49.0 3.23 0.0001
2-4weeks 32 10.7
>1-3months 36 12.0
>3-6months 22 7.3
>6months-1year 4 1.3
>1-2year 13 4.3
>2year 46 15.3

La belle indifference Present 134 44.7 3.41 0.065
Absent 166 55.3

Role model No 99 33.0 34.68 0.0001
Yes 201 67.0

Table-1: Clinical features of patients (N=300)

Life events No. of patients (n)
Natural Disaster 276 (92.0%)
Physical Assault 170 (56.66%)
Road Traffic Accident 160 (53.33%)
Assault with a Weapon 107 (35.66%)
Sexual Assault 87 (29.0%)
Life Threatening Illness or Injury 67 (22.33%)
Sudden Death of close one 46 (15.33%)
Exposure to War-zone 10 (3.33%)
Others 87 (29.0%)

Table-2: Common Life Events Reported by Patients as per life event checklist

Traumatic Life events No. of life events Chi-
square 
value

P value
0 1 2 >3

Life event Happened (n) 15 5.0% 69 23.0% 57 19.0% 159 53.0% 146.88 0.0001
Life event Witnessed (n) 108 36.0% 133 44.3% 52 17.3% 07 2.33% 128.08 0.0001
Life event Learned (n) 150 50.0% 144 48.0% 04 1.33% 02 0.67% 276.74 0.0001

Table-3: Distribution of no. life events

0% 5% 10% 15% 20% 25% 30%

Psychogenic syncope (24.7%)
Pseudoseizures (18.0%)

Aphonia (14.0%)
Paralysis or muscle weakness (13.7%

Aphonia and syncope (6.7%)
Globus hystericus (4.7%)

Astasia-abasia (3.4%)
Tremors (3%)

Psychogenic vomiting (2.3%)
Hiccups (2%)

Blindness (1.7%)
Tremors and syncope (1.3%)

Pain and weakness (2.7%)
Syncope and weakness (0.6%)

Deafness (0.3%)
Urinary retention (0.1%)

Day dreaming (0.1%)
Change in language (0.1%)

Unexplained laughter (0.1%)
Symptoms

Symptoms

Figure-1: Clinical Phenomenology. Different types of symptoms 
presented by patients
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>3-6months, 4.3% had symptoms for >1-2years, and 1.3% 
had complaints for >6months to 1 year. The chi-square value 
of 3.23 and p-value of 0.0001 and difference was statistically 
significant (table 1).
In our study majority of patients had experienced different 
traumatic life events during their life time. More than 3 life 
events had happened to 53.0% of patients, at least 1 life event 
was witnessed by 44.3% of patients and at least 1 life event 
was learned by 48.0% of patients (Table 2 and 3).

DISCUSSION 
In our study, functional neurological symptom disorder was 
more often reported by patients of age less than 30yrs and 
results were supported by study of Ranjan and Pramod (2010) 6.  
Our study revealed that females suffer more as compared 
to males with female: male ratio of 3.6:1 and significant 
preponderance in married patients. Such findings have been 
consistently reported in past studies in which prevalence of 
conversion disorder was predominant in females and married 
patients 7. Married people get exposed to additional life event 
stressors like change of place, problems in relation, death 
of loved one, divorce, and trouble with in-laws, etc. which 
enhance their chances of developing stress related disorders 8.  
All these findings were further supported by many other 
studies 9. Most of the patients were from rural background 10.  
The high occurrence of functional neurological symptom 
disorder in rural areas could be explained by the fact that 
majority of population lives in villages 11. It is also thought 
that more violent incidents happen in rural areas due to lack 
of oversight and media scrutiny. The situation is worsened 
by lack of services and accessibility to help 12. Majority 
of our patients belong to class IV socio-economic class 
of Kuppuswamy’s scale. It was further seen in our study 
that such patients were more unemployed and illiterates. 
Similar results were reported by most studies which show 
that functional neurological symptoms are commonly seen 
in poorly educated people of low socioeconomic status 13. 
One possible reason is their poor means of coping with 
precipitating life events and sickness might become the most 
feasible way of gaining relief from emotional strain 14. 
Conversion disorder presents with wide variety of symptoms 
classified into motor, sensory, visceral, mixed and unspecified. 
Patients with conversion disorder in the emergency 
department usually present with neurologic symptoms and 
undergo multiple diagnostic tests. Early psychiatric evaluation 
may assist in the diagnosis and evaluation of patients with 
suspected conversion disorder in the emergency department. 
Motor symptoms are dramatic enough to bring the patients 
early to hospital 3.It is emphasised that reinvestigation of 
people with conversion disorder is expensive and can put 
them at unnecessary risk from complications associated with 
diagnostic procedures 15. Nevertheless, conversion disorder 
for most patients is eminently treatable and rewarding for 
clinicians to treat with rapid symptom resolution and return 
to substantially improved functioning. A majority of our 
patients presented with motor symptoms in the form of 
pseudoseizures followed by aphonia and paralysis or muscle 

weakness. In a similar study large no. of patients had motor 
symptoms or deficits followed by seizures or convulsions 16. 
Kamala et al found motor symptoms were the commonest 
presentation, irrespective of the community status or literacy 
level, of which pseudo seizure was the commonest. Other 
motor symptoms included paresis aphonia/dysphonia, 
hyperventilation, dizziness, limb paralysis and astasia-abasia 
were also present 10.Also consistent with other studies, in 
which majority of patients had presented with neurologic 
symptoms with classic symptoms like paresis, paralysis, 
aphonia, and coordination disturbance 17. Roelofs et al found 
paresis/paralysis to be the commonest motor symptoms 18. 
In our study among paralysis or muscle weakness, most had 
partial weakness. Results in other studies were comparable 
that moderate disability was more common than gross 
disability 14. In present study most of patients had weakness 
of left lower limb followed by weakness of left upper limb 
consistent with other studies in which conversion group 
patients significantly presented with monoparesis and left 
sided symptoms than paraparesis and right sided symptoms 19. 
The predominance of left sided symptoms may be explained 
since most people are right-handed, which affect processing 
in the right hemisphere, left-sided symptoms were thought 
to be more common because of the direct, downstream 
contralateral effects of nondominant hemisphere dysfunction. 
Most studies that have reported this left-sided symptom 
gradient have used patient handedness as a surrogate 
to predict dominant/non-dominant hemispheres 18,19.  
In another study most of the children had presented with 
abnormality of gait, of which majority complained of 
difficulty in, or total inability to walk because of generalised 
leg pains 20. In current study visceral symptoms were also 
common in the form of unresponsive spells followed by 
globus hystericus, and psychogenic vomiting. Another study 
showed ‘unresponsiveness’ as the commonest presenting 
feature of conversion disorder in certain areas of world 21. In 
another study most of patients presented with syncope and 
loss of consciousness 3. P Grattan-Smith et al 1988 reported 
large no. of patients presented with globus hystericus 20. In 
a similar study they have found patients with conversion 
disorder presented with psychogenic vomiting 22 and urinary 
retention 23. Few patients also presented with sensory 
symptoms like blindness and deafness which is consistent 
with other studies 3, 16, 20,21. In our study most of the cases 
had acute onset with duration of illness for less than 2weeks. 
Chronic conversion for more than 2years duration was found 
in good number of patients and similar history of psychiatric 
illness in past with positive role model for illness in family 
or in close vicinity were supported by a similar studies 9,10.
La belle indifference
La belle indifference, the apparent lack of concern towards 
symptoms was shown by some patients and the difference 
was found to be statistically insignificant. The evidence from 
the published literature suggests that La belle indifference 
is not a useful clinical sign for distinguishing between 
conversion symptoms and organic disease. The quality of 
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the published studies was poor, many were retrospective, 
many provided an incomplete description of the patient’s 
symptoms, and none used operational criteria and masked 
ratings to assess whether La belle indifference was present 20.
Life event checklist
The life event may be psychological crises that disturb a 
balance between psychological defences and forbidden 
mental content 24. In our study most common life events 
reported by patients were natural disasters. Because Kashmir 
remained the main victim of natural disasters over past 10-
12 years and almost everyone in Kashmir was affected. 
Physical assault was also commonly found in our patients 
who exceed the rates as found in general population but 
does not differ substantially from abuse rates in psychiatric 
controls as measured with the Life Event Checklist 25. In 
our study sudden death of close one in their life time was 
reported by 15.33% and life threating injury or illness by 
22.33% of patients similar to those found by Sharma et al 
(2002) 26. In our study sexual assault was present in 29.0% 
of patients. In similar studies 26.3% 27 of patients had 
experienced sexual abuse. In our study road traffic accident 
was reported by 53.33% of patients, assault with a weapon 
by 35.66%, exposure to war-zone in 3.33% and other life 
events (29.0%) include fire or explosion, serious accident 
at work, home, or during recreational activity, exposure 
to toxic substance, captivity, severe human suffering were 
also seen. Kashmir valley has witnessed an armed conflict 
from last three decades, with one of the studies suggesting 
the prevalence of trauma exposure of 58.69% in the general 
population and 15.9% prevalence of Post-traumatic Stress 
disorder. Among patients suffering from PTSD 16% had 
comorbid conversion disorder 28. Majority of patients had 
experienced different traumatic life events during their life 
with mean number of life events as 2.5. In a similar study 
they have found a total of 4.2 of different life events in 
patients with conversion disorder and 3.8 of life events in 
controls 29 and Sandeep Choudhary (1989) found maximum 
number of patients (28%) reported 4-5 stressful life events 30.

CONCLUSION
Traumatic events and the way people cope with them have a 
crucial role in the development of psychological distress and 
psychopathology. It was found that patients show a relation 
between the perceived unpleasantness and the number of life 
events. Life events with respect to relationships including 
death of spouse, divorce, death of close family member, 
marriage, gaining a family member, death of close friend, 
major change in no. of arguments, trouble with in-laws,, 
spouse working outside were predominant. These findings 
suggest that the impact of social-occupational rather than 
physical health-related life events is related to the symptom 
onset in patients with conversion disorder. Thus when 
an apparent discrepancy between objective findings and 
clinical presentation is found, consider the possibility of 
disability due to a psychological mechanism, at the earliest 
contact to avoid inaccurate diagnostic labelling, unnecessary 
treatments with the potential for significant side effects 

which in turn will have a long term detrimental impact on 
medical management and health of patients.
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