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Abstract

Background—Patients with functional movement disorders (FMD) are commonly seen by 

neurologists and psychosomatic medicine psychiatrists. Research literature provides scant 

information about the subjective experiences of individuals with this unfortunate and often chronic 

problem.
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Objective—To enhance our understanding of psychological aspects of FMD by conducting 

qualitative interviews of research subjects.

Methods—Thirty-six patients with FMD were recruited from the Human Motor Control clinic at 

the National Institutes of Health (NIH). Each subject participated in a qualitative psychiatric 

interview and a structured diagnostic psychiatric interview.

Results—Of our 36 subjects, 28 had current or lifetime psychiatric disorders in addition to 

conversion disorder and 22 had current disorders. Qualitative interviews provided rich information 

on patients’ understanding of their illnesses and emotional processing dysfunction.

Conclusion—Our study supports the addition of open-ended qualitative interviews to delineate 

emotional dynamics and conceptual frameworks among such patients. Exploratory interviews 

generate enhanced understanding of such complex patients, above and beyond that gained by 

assessing DSM diagnostic comorbidities.
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Introduction

Functional movement disorders (FMD), previously termed psychogenic movement 

disorders, have been reported in 3–20% of movement disorder clinic patients.1 General 

psychiatrists and psychosomatic medicine specialists are frequently asked to treat these 

individuals. Previous research has generally used structured psychiatric interviews and self-

report scales to examine psychiatric comorbidities in these patients and in those with related 

disorders such as psychogenic non-epileptic seizures (PNES). These reports have 

highlighted the often substantial associations with comorbid psychiatric diagnoses such as 

depression and anxiety, trauma history, and alexithymia.2,3,4 These comorbidities may help 

to explain the unfortunate fact that many patients with FMD have a chronic course.5 To our 

knowledge, this is the first large case series study using qualitative interviews to attempt to 

enhance understanding of patients with a prolonged course of illness. In this report, we 

present summative information on 36 subjects as well as brief vignettes of eight of those 

subjects with the goal of enriching the clinician’s appreciation of the value of patients’ own 

language and conceptualizations in the understanding of this complex disorder.

Methods

Participants

Thirty-six patients with “clinically definite” FMD6, as diagnosed by at least two movement 

disorders specialists (including M.H.), were recruited from the Human Motor Control clinic 

at the National Institutes of Health (NIH) between 2011 and 2016 to participate in a three 

day study examining the neurobiological underpinnings of FMD. Patients partially overlap 

with those reported in previous manuscripts.7 Exclusion criteria included: a) comorbid 

neurological disease; b) psychotic disorder, bipolar disorder, current substance abuse; c) 

history of traumatic brain injury with loss of consciousness; d) active autoimmune disorder; 

Epstein et al. Page 2

Psychosomatics. Author manuscript; available in PMC 2017 November 01.

A
uthor M

anuscript
A

uthor M
anuscript

A
uthor M

anuscript
A

uthor M
anuscript



e) current suicidal ideation; f) disease severity requiring inpatient treatment; g) current use 

of tricyclic antidepressants or antiepileptic medication; and h) pregnancy. All participants 

provided written informed consent. The NIH Institutional Review Board approved the study.

Psychiatric Assessment

Each subject participated in a qualitative 30 to 60 minute psychiatric interview with an 

experienced psychosomatic medicine (PM) psychiatrist (S.E.). The goals of the interview 

were primarily to explore the patient’s understanding of their illness and conceptualizations 

of their emotions in coping with stressors. Patients additionally met with an experienced 

clinical psychologist (R.A. or S.S.), who administered the Structured Clinical Interview for 

Diagnostic and Statistical Manual of Mental Disorders, Version IV-TR, Patient Edition 

(SCID-I/P).8

Results

36 patients with functional movement disorders were included in our analysis. Patients 

ranged in age from 24 to 70 years, with an average age of 46.7 +/− 12.5. 81% (29/36) of 

patients were female. Patients exhibited a variety of functional movements (Table 1). 

Average time since onset of functional neurological symptoms was 6.9 years, with a range 

from 4 months to 32 years. Table 1 includes demographic information, phenomenological 

characterization of the patients’ abnormal movements, current and lifetime psychiatric 

disorders, insight assessment, and selected additional historical and interview information on 

all 36 patients. In order to capture in greater depth some of the richness of language and self-

assessments, we have included patient quotes in the table as well as in the selected cases 

below.

Selected cases

Case 1—This 33 year old female with functional speech impairment reports feeling 

socially ostracized after moving to the United States at age 11. She states “because I had no 

friends, I barely spoke. I was basically mute in school, but at the time I felt fine, not 

depressed”. She reports that currently, “the biggest problem I have in my life is the speech 

thing, not life necessarily… [My] speech issues have really contributed to my not having 

friends.” She tends to minimize the emotional impacts of trauma, for example reporting no 

psychological sequelae from being robbed at gunpoint.

Case 2—When asked about how she experiences stress, this 24 year old female with 

functional tremor and migraine reports, “[I feel] like my brain is being squished and about to 

explode … like a balloon fills with water and is about to burst. When I get a migraine [the 

balloon] bursts. It comes out in movements too -- my head and chest will shake.” The patient 

reports that while she previously “made the balloon go down” by cutting, now she uses 

healthier means learned in part from psychotherapy including reading a book, spending time 

with her boyfriend, and exercising. Escitalopram also helps with anxiety.

Case 3—This 65 year old male with long history of functional tremor, when speaking 

about his means of dealing with stress, reports that, “I more or less ignored it.” He reports 
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that his childhood was characterized by the following: “for 15 years my parents almost 

yearly were getting a divorce, a lot of fighting … I tried to pretend it wasn’t happening.” His 

parents never discussed the patient’s emotions, and he states that every year, “Around my 

birthday, it wasn’t unusual that I got sick, hoping they wouldn’t argue on my birthday”. He 

reports that his movements have worsened over the past five months after his psychiatrist 

enabled him to see that he has never recognized his emotions.

Case 4—This 66 year old female with blepharospasm acknowledges that she has received 

attention for both physical and emotional pain in the past, and states that “I liked identifying 

as handicapped.” Her functional movements began after a leg injury years ago. She states 

that when she was a child, “my mother could only be there for me if I was in emotional pain 

… the only time I could count on her was when I was emotionally or physically sick.” She 

exhibits insight into her symptoms, stating, “I’m always afraid when people don’t see me 

[figuratively] … isn’t it interesting that my movement disorder is in my eyes.”

Case 5—This 67 year old female with a variety of functional movements acknowledges a 

“rough upbringing” with a mother who was verbally abusive. She describes having had a 

rocky marriage with a demanding husband; she had considered leaving him but remained 

due to concerns about the financial implications of a separation. Her symptoms started three 

years after her husband died. She states that, “[I have had] much trauma in my life -- I 

always just sucked it up. It’s afterwards I fall apart, like a few days of diarrhea or depression. 

The movements came on slowly after [my husband] died”. After he died, before the 

movements started she was “medicating with alcohol.”

Case 6—This 53 year old female with multiple abnormal movements, history of depression 

and anxiety, reports persistent guilt since the age of 24, when her mother, who had advanced 

stage cancer, shot and killed herself with a gun that the patient thought she had hidden from 

her. She reports that, “No one in my family would ever talk about it … it was like the dirty 

secret.” This pattern of failing to process trauma is also evident by the patient’s response to 

an extramarital affair she was involved in ten years prior to study participation. Despite the 

fact that she felt guilty for the affair, “I went through the motions of being OK.” At the 

present time her son takes care of her when she has her abnormal movements.

Case 7—This 28 year old female with functional trunk and pelvic myoclonus reports a 

childhood that was perhaps perceived by others as idyllic. She notes that, “people called us 

the Brady Bunch” and her mother raised her with the rule: “If you’re ever sad, don’t let 

anyone know. Always be happy.” After she was raped as an adult, her mother “told me to 

wrap [the rape] in a little box and put it in the back of my closet.” After her grandmother 

died, the patient’s mother’s “caregiver need went straight to me; I feel suffocated. I’ve been 

learning about boundaries from my therapist.”

Case 8—This 70 year old male with abdominal jerking movements notes that, “I’ve always 

had the feeling that I would get sick. My father died of a brain tumor, and I have always had 

migraines.” As a child, his family had financial difficulties due to his father’s illness. His 

functional movements started after a cruise with his wife, when he describes that “we were 

buying things, probably [spending] more money than we should spend, [although] my wife 
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said it was OK.” He has had psychotherapy in his twenties to help with his migraines and the 

loss of his father, but he reports that “talking about my problems made my migraines 

worse.”

Discussion

This study demonstrates that brief open-ended exploratory psychiatric interviews can add 

valuable qualitative information to our understanding of the potential underpinnings of 

chronic functional movement disorders. This information supplements previous work2,3 

which has generally focused on data from self-report structured measures and structured 

clinical interviews. The qualitative information may be grouped into common themes, one or 

more of which apply to virtually all of our subjects. These include the following:

1. Minimization of emotional impact of trauma, e.g. Subjects 1, 5, 6, 7, 10: 

“every day you get up and put one foot down after another”

2. Symbolic conversion of psychological stressors into a specific movement 

disorder, e.g. Subjects 1 (speech), 4 (blepharospasm), and 23 who “can’t 

move forward” out of an abusive relationship

3. Emotional states converted into physical symptoms and expressed in 

somatic language, e.g. Subjects 2, 8, 9 (“my emotions become motions”), 

16, 28, 29

4. Avoidance of or inability to recognize emotional states, e.g. Subjects 3, 17, 

25, 27, 29, 33

5. Secondary gain from symptoms, e.g. Subjects 4, 6, 11, 20 (43 year old 

woman now cared for by her parents who had abused her), 21, 27

Perpetuation of functional symptoms is usually due to complex and interacting factors which 

may vary between individuals. In the discussion below, we have focused on the following: 1) 

comorbid psychiatric disorders; 2) emotion processing and other psychological factors; and 

3) brain dysfunction.

1) Comorbid psychiatric disorders

For many patients, chronic symptoms are likely best conceptualized as physical 

manifestations of comorbid current psychiatric disorders. As Breuer and Freud theorized in 

Studies on Hysteria9, “we adopt the term 'conversion' to signify the transformation of 

psychical excitation into chronic somatic symptoms, which is so characteristic of hysteria.” 

Of our 36 subjects, 28 had current or lifetime psychiatric disorders in addition to conversion 

disorder, 22 had current disorders, and eight had no lifetime or current psychiatric 

comorbidities. Of the eight without comorbidities, five had clear emotional processing 

problems evident from the unstructured interview. Thus, we found no obvious psychological 

or psychiatric dysfunction in only three of our 36 subjects. Our psychiatric diagnostic 

prevalence findings are comparable to those found in other studies.5,10 Kranick and 

colleagues previously found major depression in 37.1% and an anxiety disorder in 37.2% of 

patients with functional movement disorders.2 Some have found predictors of chronic course 

including gradual symptom onset and comorbid psychiatric conditions.5 For many of these 
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individuals, the mere presence of insight does not eliminate the movements. By analogy, 

patients with chronic anxiety may have insight into the fact that their worries are 

disproportionate, but manifest persistent symptoms nonetheless. It is also important to note 

that for some individuals, the diagnostic psychopathology was so clearly evident that it 

cannot be stated that additional qualitative interviews were essential to the understanding of 

the patient. For example, subject 12, a 44 year old woman with chronic depression and an 

extensive trauma history and subject 30, a 43 year old woman with psychiatric comorbidities 

and adult trauma.

2) Emotion processing and other psychological factors

Dysfunctional emotion processing appears to play a major role in the perpetuation of 

symptoms for some patients. For 24 of our subjects, emotion processing issues were 

revealed despite the fact that our interviews were brief. Only 11 had poor insight, 

underscoring the importance of more complex evaluations that extend beyond simply 

whether someone is aware that stress or psychosocial factors could be contributing to their 

movements.

For the individual who cannot recognize or is not permitted to express emotions in response 

to stressors such as neglect or trauma, abnormal movements may be produced and 

maintained. Some of our patients appear to have primary gain and/or secondary gain of 

sufficient strength to maintain the illness. Others have speculated that these factors are often 

contributory for individuals with FMD and PNES.9,11,12 Psychological explanations may 

also include the construct of alexithymia which has been found to be elevated among some 

patients with FMD13 and PNES.4 Thus, some patients with impairment of cognitive 

processing of emotions may manifest movements rather than recognize and report 

psychological symptoms such as anxiety.13,14

3) Dysfunctional network interactions

While not the focus of the present report, it is important to include in any conceptual model 

some of the evidence that has accrued supporting impairments in brain connectivity in 

individuals with FMD. Several studies have demonstrated impaired limbic network 

processing in these patients, as well as altered functional connectivity between limbic and 

motor preparatory regions.15,16 Patients have also been demonstrated to exhibit 

abnormalities in the self-agency network, with impaired connectivity between the right 

temporo-parietal junction, which plays a critical role in self-agency, and bilateral 

sensorimotor regions.17 Although these studies support a functional disruption in network 

connectivity in patients with FMD, it remains difficult to explicitly demonstrate that these 

impairments are the cause, rather than consequence, of the disorder.

How can we explain the lack of any psychiatric findings in three of our subjects and similar 

individuals in other studies? Possibilities include: no psychiatric comorbidities, but other 

relevant factors may be present, e.g. interpersonal dynamics serving to maintain behavior; 

subthreshold comorbidities; past or current comorbidities that are undetected by interview; 

the presence of comorbidities but the patient denies them; and brain dysfunction entirely 

unrelated to psychiatric disorders or emotional processing problems.
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Though our report suggests the presence of unresolved emotional and psychodynamic issues 

in some patients, we would not conclude that insight-oriented or psychodynamic 

psychotherapies are indicated for most patients. Some have reported success with 

psychodynamic therapies, as far back as Freud. A small single blind trial showed benefit18 

but a small crossover study did not.19 Cognitive behavioral therapy continues to be the 

preferred treatment for most individuals with FMD, though data are sparse and limited to 

PNES, a similar condition.20 In addition, a multidisciplinary treatment approach 

incorporating physical therapy has shown promise.21,22

Limitations of this study include reliance on one psychiatrist, the use of a single brief 

interview, one-time assessment, open-ended interviews without independent raters, and lack 

of administration of structured self-report scales to assess constructs such as insight and 

alexithymia. On the other hand, SCID interviews were performed by trained raters and the 

use of a single experienced PM psychiatrist obviated concerns about inter-rater reliability. 

And, as stated above, the purpose of the study was to demonstrate the utility of brief open-

ended exploratory psychiatric interviews, not to replicate structured self-report data that has 

been generated in other research.

CONCLUSIONS

While an attempt to understand maintaining factors in patients with chronic FMD should 

include neurologic explanations and address clear psychiatric comorbidities such as 

depression and anxiety, our study supports the addition of open-ended qualitative interviews 

to explore emotional dynamics and conceptual frameworks among such patients. 

Exploratory interviews generate enhanced understanding of such complex patients, above 

and beyond that gained by simply assessing DSM diagnostic comorbidities. Future studies 

could explore the role of formulation in guiding individualized treatment programs. For 

some, such information might guide CBT treatment. For others, recommendations could be 

made for emotion regulation therapies such as mindfulness-based stress reduction (MBSR) 

and potentially for psychodynamic psychotherapy. Although some patients unfortunately do 

not obtain full symptom relief despite such treatments, it is nonetheless important to 

understand and communicate the factors that may be contributing to their unfortunate and 

debilitating disorder.
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