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A 16-year-old patient presents with a history of severe pain in her R leg that persists several 
months after twisting her ankle during basketball. She reports pain in her right foot without 
allodynia, hyperalgesia, temperature or skin changes, but with significant swelling and motor 
impairment. She is walking with a crutch as she is unable to weight-bear on her right leg. She is 
seen by the multidisciplinary pain clinic and undergoes a unilateral lumbar sympathetic block 
under general anesthesia. After receiving the block and waking up from anesthesia, her pain is 
resolved, but now she states that she can’t feel or move either of her legs. She gets an MRI, 
is evaluated by neurology, and is diagnosed with Functional Neurological Symptom Disorder. 
What is the definition of FNSD and how might you describe it to a patient? 
 

A. This is a condition in which there is no easily identifiable structural damage where 
communication between the brain and the body is disrupted resulting in motor, sensory, or 
cognitive symptoms that are real, but not dangerous in the sense they do not come from 
acute damage or disease 

B. This is another name for conversion disorder, which is a physical manifestation of 
psychological or emotional distress 

C. This is a diagnosis of exclusion, where symptoms are present that cannot be explained by 
any other diagnosis 

D. When a person changes their behavior or demonstrates symptoms purposefully for 
secondary gain 

E. All of the above 

 

Rationale for answer: 

Correct Answer: A. This is a condition in which there is no easily identifiable structural 

damage where communication between the brain and the body is disrupted resulting in 

motor, sensory, or cognitive symptoms that are real, but not dangerous in the sense they do 

not come from acute damage or disease.  

Question 



Functional Neurological Symptom Disorder (FNSD) is a condition characterized by the presence 
of neurological symptoms resulting from a disruption in communication between the brain and 
the body, without easily identifiable structural damage or organic pathology. Patients with 
FNSD experience involuntary symptoms including motor dysfunction (e.g., weakness, paralysis, 
or abnormal movements), sensory disturbances (e.g., anesthesia, blindness), and other 
neurological symptoms (e.g., nonepileptic seizures, swallowing difficulties, speech-related 
concerns). FNSD arises from alterations in how the nervous system processes information, 
rather than from damage to central or peripheral nervous system structures. Therefore, option 
(A) correctly summarizes an accurate medical understanding of FNSD. 

Option (B) is incorrect because it describes an outdated conceptualization of FNSD, known 
historically as "conversion disorder," implying that emotional distress alone causes physical 
symptoms. This is a biomedical oversimplification of the complexity of FNSD. FNSD is best 
understood in the context of the biopsychosocial model, whereby symptoms result from an 
interaction of neurobiological, psychological and social influences1. Thus, FNSD is neither purely 
neurobiological nor psychological in nature. While not yet diagnostic, research has identified 
structural brain differences (e.g., increased volume in the right superior temporal gyrus, left 
supplementary motor area (SMA), and dorsomedial prefrontal cortex) and changes in metabolic 
functioning and connectivity among patients with FNSD (e.g., activity in the SMA, amygdala, 
periaqueductal gray matter), demonstrating that changes to the brain and body are not purely 
psychological1.  

Option (C) is inaccurate because, although FNSD was historically viewed as a diagnosis of 
exclusion (a diagnosis identified by ruling out alternative conditions), current diagnostic criteria 
include specific, positive clinical characteristic of FNSD rather than only exclusionary criteria. 
The diagnostic criteria for FNSD in the DSM-V-TR includes “one or more symptoms of altered 
voluntary motor or sensory function2.”  In this definition, voluntary refers to the activation of 
voluntary motor pathways, not patients’ conscious production of movement3,4. 

Option (D) describes intentional production or exaggeration of symptoms, known as factitious 
disorder or malingering2. Unlike FNSD, these conditions involve conscious fabrication or 
exaggeration of symptoms for attention or secondary gain (e.g., financial compensation). 
Patients with FNSD, on the other hand, lack conscious control over their symptoms and 
experience their symptoms as involuntary in spite of activation of voluntary motor pathways in 
some presentations3,4. While secondary gain (e.g., parental attention) may reinforce or 
maintain symptoms for patients with FNSD, it does not cause symptoms to emerge1. When 
patients are observed to be able to perform certain physical tasks in one setting and not 
another, this lack of consistency in symptoms is often viewed by providers as indicating 
conscious production of symptoms. However, considering the biopsychosocial model where 
social environment is understood to contribute to symptom presentation, often unconsciously, 
contextual differences in symptom presentation are typical and not evidence that a condition is 
“made up” or “all in their head.” 



While option (E) includes the accurate definition, it also includes the inaccurate definitions that 
unfortunately persist in medical language and clinical interactions. This option was included to 
highlight that it is just as important to adopt the most accurate definition of FNSD while at the 
same time discontinuing explanations that involve outdated and inaccurate information. 

In summary, FNSD is a common comorbidity of chronic pain among pediatric patients5. When 
symptoms are present, making a positive diagnosis of FNSD is extremely clinically important 
and valuable, as it helps patients and families understand why additional non-pain symptoms 
are happening and how these symptoms can also be improved through a multi/interdisciplinary 
treatment approach. When diagnosing FNSD and providing treatment recommendations, 
providers may utilize a biopsychosocial framework to understand the complex interplay of 
factors related to the miscommunication between the brain and the body resulting in 
neurological symptoms6. As past inaccurate notions of FNSD as being purely psychological, a 
diagnosis of exclusion as opposed to including positive symptoms, and intentionally fabricated, 
are replaced by updated diagnostic consideration, providers best serve patients.  
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