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ARTICLE INFO ABSTRACT

Keywords: Background: Functional Neurological Disorders (FND) are characterised by distressing neurological symptoms
Conversion disorder arising from altered brain network functioning rather than structural damage. FND were traditionally con-
Dissociation

ceptualised as homogeneous (conversion) disorders despite the apparent heterogeneity of the condition.
Objective: In order to aid our understanding of the clinical spectrum of FND, this systematic review explores
empirical evidence for psychological patient sub-groups.

Methods: OVID Medline/Embase/PsycINFO, Scopus and WoS were searched from 1980 to September 2025. We
used the SURE quality appraisal process and an analytic process involving four steps of narrative synthesis.
Results: Of 10,414 articles screened, 13 papers met our inclusion criteria. Six non-exclusive and potentially
interacting psychological themes were identified: “emotional dysregulation associated with high distress”,
“constricted affect with low overt distress”, “presence of comorbid mental disorders”, “overt traumatisation”,
“dissociation” and “lower intellectual abilities™.

Conclusions: This review confirms that there is an empirical basis for the perception of FND as aetiologically
heterogeneous disorders. Six recurring psychological themes, often overlapping and interconnected, were
identified. These findings emphasize the necessity of adopting a multidimensional framework for understanding
FND. Further empirical validation may allow for FND treatment to be tailored to the specific psychological needs
of this diverse patient group.

Psychological features

1. Introduction aetiological heterogeneity [3]. This heterogeneity may be one of the

reasons for the mixed results of the largest psychotherapy treatment

Functional Neurological Disorders (FND) are conditions charac-
terised by neurological symptoms arising from altered brain network
functioning rather than structural damage. FND is the second most
common diagnosis given in neurology outpatient clinics and is often
associated with high levels of distress and disability [1,2].

Although often explained as a single disorder with a set of common
underlying mechanisms [3], the symptoms of FND and the people who
suffer from them vary considerably [4-6]. While traditional un-
derstandings of FND have interpreted the physical symptoms of this
disorder as a manifestation of conversion processes, it is increasingly
clear that FND are associated with considerable psychopathological and

study to date, which only found significant differences between cogni-
tive behaviour therapy and standardised medical care on the secondary
but not the primary outcome measures [7]. Describing the diversity of
this patient population is key to developing a comprehensive under-
standing of FND, and more effective treatments for individual patients
[81.

Some researchers approach the heterogeneity of FND by differenti-
ating individuals according to the neurological manifestation of the
disorder, such as whether seizure or motor symptoms are primary
[9-11]. Although this is potentially informative [10], it is unclear how
important these differences are in terms of treatment. Moreover, the
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rationale for separating people according to their primary FND symptom
type is questionable on the grounds that most people with FND have
multiple, overlapping symptoms [4,12]. Another option is to divide
people with FND into groups based on predefined features, such as the
presence or absence of a trauma history [13,14], comorbid neurological
conditions [15] or mental disorders [13,16-18]. Like the symptom-
based approach, these approaches ignore potentially important differ-
ences between patients with the same presenting features, as well as
similarities between patients whose surface characteristics are different.

Other studies have used data-driven methods to identify groups of
patients with distinctive psychological features [19,20] or they have
used theory and clinical knowledge to divide people into subgroups
based on individual formulations of putative psychological mechanisms
[21,22]. Such studies are potentially important because they may cap-
ture common patient characteristics as well as meaningful differences
between sub-groups, either because their characteristics covary statis-
tically or they reflect current thinking about psychological variability in
FND. With that in mind, the purpose of the current paper was to sys-
tematically review the available evidence in this area and to seek
commonalities between studies that have explored FND patient groups
and identified different psychopathological subtypes.

2. Method

This systematic review was conducted in accordance with the
PRISMA 2020 guidelines, as detailed in the Supplementary Materials. In
the first instance, we conducted a systematic search to identify all
studies that applied a data- (i.e., statistical, such as by cluster analysis)
or theory-driven (i.e., based on theoretical or clinical formulation and
clinical judgment) method to identify psychological subtypes within an
FND population. We then integrated the results using Popay et al.’s [23]
four-step model of narrative synthesis, which was revised to fit the study
aims. Narrative synthesis is a useful tool for combining results from
multiple studies when the methods used are not directly comparable or
possible to summarize in a quantitative way (ibid). Studies were
assessed for eligibility based on their alignment with the predefined
inclusion criteria. Initially, the relevant results from each study (i.e., any
psychological subgroups found, and their characteristics) were extracted
and described. Similarities and differences between the various sub-
groups and their characteristics were then explored, with a view to
identifying sub-types that were common to at least two studies. The
robustness and confidence of findings was assessed qualitatively by
considering differences in study characteristics, study design, sample
size, and methodological quality of the included studies. Potential
reporting biases were considered qualitatively during the interpretation
of the findings.

2.1. Search strategy and inclusion criteria

Five databases (OVID Medline, OVID Embase, OVID PsycINFO,
Scopus and Web of Science) were searched in August 2022 and again in
July 2024 and September 2025 for all empirical studies that employed a
data- or theory-driven method for identifying psychological sub-groups
within an FND sample.

The review was registered with the International Prospective Reg-
ister of Systematic Reviews (PROSPERO; registration number
CRD420251160043). Although based on a pre-formulated plan that was
reviewed and approved as part of the training of one of the authors (KH),
pre-registration of this plan was unfortunately overlooked at the time.
We have, however, now published the original review plan on PROS-
PERO in the interests o f transparency and accessibility. The search
was limited to papers published in English since 1980 when conversion
disorder was introduced in the Diagnostic and Statistical Manual of
Mental Disorders, third edition [24]. All the searches used the same
search strategy and inclusion criteria. We included studies where (i) the
initial sample had not already been pre-categorised according to
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particular features; and (ii) part of the purpose of the study was to
identify possible sub-groups within the sample that vary according to
their psychological characteristics. Studies looking at sub-groups of
patients where the grouping was arbitrarily based on symptom type and
the presence/absence of other neurological conditions, comorbid mental
disorders or other features were excluded; so too were papers describing
the prevalence of other neurological conditions and comorbid mental
disorders unless they specifically sought to identify distinct sub-groups
of people with a common constellation of features.

The primary search terms (“conversion disorder” or “psychogenic” or
“non*epileptic” or “hysteri*” or “functional neurological” or “functional
movement” or “functional motor” or “functional visual” or “functional
tremor” or “functional cognitive” or “functional memory”) were based
on a previous literature review on FND [25] and extended to include
other functional neurological symptoms (visual loss, tremor, cognition,
memory disturbance) not explored there. The secondary terms (“clus-
ter*” or “subgroup*” or “profile*” or “subtype*” or “categor*” or “sub-
type*” or “sub-group*”) were generated by the research team and per-
tained to ways that subgroups might be referred to. The two sets of terms
were combined with the Boolean operator AND (the complete search
string used for OVID Medline is provided in Box S1 of the Supplementary
Materials). Initial screening of titles and abstracts was completed by one
author (KH) without the use of automation tools, to exclude those not
meeting basic eligibility criteria. From a total of 12,824 records, 12,125
were removed because they were duplicates within and across databases
or evidently did not meet search or inclusion criteria (e.g. incorrect topic
area, review papers, book chapters, descriptive psychiatric papers). Of
699 papers screened, 647 were excluded because they were non-
empirical, descriptive or correlation studies, because they did not
identify psychological subgroups, or because the authors had arbitrarily
identified pre-defined groups. Full texts of the remaining 52 abstracts
were evaluated independently by at least two of the authors, leading to
the exclusion of another 40 original research studies. Any disagreements
were discussed within the team until consensus was reached. One
additional paper known to the team but not captured by the search terms
was added. A total of 13 studies ultimately formed the basis of this re-
view (see Fig. 1).

Data from each report were collected by at least two members (KH,
AM or RB). The reviewers used a predefined data collection form to
extract relevant information. No statistical transformations or data
conversions were required. No formal investigations of heterogeneity,
sensitivity analyses, or certainty assessments were conducted. Differ-
ences between studies and their potential impact on the findings are
described narratively.

2.2. Quality appraisal

Quality ratings of the final 13 papers were discussed by at least two
members (KH, AM or RB) using an adapted version of the Specialist Unit
for Review Evidence 2018 checklist for case-control studies (SURE,
2018) until consensus was reached on each of the 13 items (see Table S1
in Supplementary materials for item additions, removals and adapta-
tions). Quality appraisal ratings were considered when drawing con-
clusions about the reliability of findings.

3. Results

Overall, study quality was mixed (Table S1). Study aims, settings and
results were generally completed and reported well; design, methodol-
ogy and statistical descriptions were more limited in quality. Only 4 out
of 13 selected publications included a clear description of the study
design and the quality of 11 out of 13 was rated as limited because of a
lack of explicit and standardised criteria for diagnosing FND. In general,
the studies employed low-quality methods; only 3 out of 13 studies
provided appropriate measures of exposures and outcomes, few studies
considered biases, and no study stated decisions regarding sample size.
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Fig. 1. PRISMA flow diagram of Literature Search.

Only 4 out of 13 studies provided accurate descriptions of statistical
methods. Although ethnicity recording was not a specific part of the
SURE checklist, another quality concern was that many studies did not
record this or used all-White populations, raising questions about
generalisability.

Across the thirteen studies, the majority (7) explored subgroups
among adults experiencing functional seizures. Two studies investigated
subgroups of adults with functional motor disorders with or without
other comorbid functional non-motor symptoms. In addition, there was
one study each exploring: adults with mixed functional seizures and co-
occurring epilepsy, children with functional seizures, children with
functional visual loss, and children with mixed conversion disorders (see
Tables S2a & S2b in Supplementary materials for characteristics of each
article). Seven studies utilised a data-driven approach [19,20,26-30] to
identify subgroups and six [21,22,31-34] used a theory-driven
approach; two of the latter [32,33] did not specify the method used
for grouping participants but appear to have been based on general
clinical formulation and were therefore categorised as theory-driven.

3.1. Data driven studies

All the data driven studies used variants of cluster analysis to identify
sub-groups, with clustering based on measures of personality traits/
features, psychopathology, emotion regulation and/or trauma exposure.
A recurrent finding across several studies was the identification of
clusters characterised by high levels of maladaptive personality traits,
emotion dysregulation, and comorbid mental disorders, contrasted with
clusters defined by greater emotional inhibition or behavioural control.

For example, subgroups showing elevated scores on maladaptive per-
sonality dimensions [20] or high neuroticism combined with depressive,
or anxiety symptoms [26] were identified as resembling borderline or
neurotic profiles, with features such as abandonment fears, impulsivity
and self-harm. Similar patterns emerged in clustering based on emotion
regulation, with groups marked by high dysregulation and greater rates
of alexithymia, somatisation, diagnosis of mental disorders and/or
cognitive complaints [19,27].

By contrast, other clusters across these studies [19,20,26,27] dis-
played comparatively low levels of overt distress, with some showing a
tendency for elevated emotional and behavioural control/inhibition,
often accompanied by somatic or functional manifestations in the
absence of overt psychological distress. The role of trauma history was
also emphasised, with clusters differing according to the type and timing
of adverse experiences.

The clusters identified by Hingray et al. [28] drew on a broader set of
variables. Although three clusters emerged, no additional comparisons
were performed to validate and describe the groups, which is a signifi-
cant limitation of this study. The first group reported no trauma or single
traumatic events and had lower levels of distress and comorbid mental
health conditions compared to the other two groups, as well as a lower
education level. The second group had experienced multiple traumatic
experiences across the lifespan and one third had a current PTSD diag-
nosis. The third group had a history of childhood trauma, tended to be
younger than the other two groups and were the youngest at seizure
onset. These participants had the highest prevalence of PTSD (63.3%),
comorbid mental disorders, dissociation, amnesia, alexithymia and
attempted suicides. In this study, patients with FND exposed to multiple
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or early-life traumatic events demonstrated the most severe psychiatric
burden, including PTSD, dissociation, alexithymia, and suicidality [28].

Not all studies yielded clear subgroup distinctions. Forejtova et al.
[29] investigated potential subgroups in adults with motor FND using a
wide range of clinical motor and non-motor variables. Although hier-
archical cluster analyses were performed on different data sets, no
distinct subgroups were identified. This null finding may reflect both the
secondary focus on psychological subgrouping within the study and the
reliance on non-specific measures of common symptoms in patients with
FND such as anxiety, depression, fatigue, pain, and cognitive
complaints.

Gilmour et al. [30] examined subgroups within a cohort of adults
with FMD by integrating motor presentations with non-motor comor-
bidities, including somatic and psychological features identified as
‘FMD-relevant characteristics.” Their clustering approach, which com-
bined both motor and non-motor variables, showed that while subgroup
allocation was primarily driven by motor symptom type, variability in
emotional processes also emerged, with emotional avoidance serving as
a distinguishing feature in at least one cluster.

3.2. Theory-driven studies

Most of the theory-driven papers categorised participants using
idiosyncratic case formulation based on non-standardised clinical
assessment. Despite methodological heterogeneity, these approaches
converge in highlighting the role of early trauma, emotion regulation
strategies, and interpersonal dynamics in shaping distinct patient pro-
files. For instance, some subgroups were characterised by a history of
childhood abuse and its long-term sequelae, either through reactivation
of traumatic memories in adulthood or through difficulties coping with
normative stressors later in life [22,31]. Others were defined by mal-
adaptive affect regulation, such as repression of anger or hypervigilance
to others’ emotional states, often linked to adverse early experiences
[21,22,31].

An early study [31] proposed that FS could be understood in terms of
life events and emotional responses at symptom onset. Subgroups were
distinguished according to developmental trajectories: some individuals
with childhood abuse experienced either reactivation of traumatic
memories later in life or enduring difficulties coping with stressors;
others avoided anger due to maladaptive family environments, with FS
emerging in adulthood as normative frustrations accumulated; and still
others developed FS in the aftermath of severe assaults or accidents in
late adolescence or adulthood. A smaller subgroup showed FS in the
context of non-traumatic stressors.

This emphasis on developmental experiences was echoed in subse-
quent studies. Rusch et al. [22], for instance, delineated six subgroups
through clinical judgment, highlighting diverse mechanisms. These
ranged from acute physiological arousal without subjective anxiety, to
impaired affect regulation and maladaptive interpersonal strategies
linked to early abuse, to posttraumatic stress profiles with dissociation
and intrusive symptoms. Other subgroups reflected different aetiological
pathways: patterns of somatisation reinforced by medical encounters,
existential dissatisfaction externalised through symptoms, and behav-
ioural reinforcement processes particularly among those with low in-
tellectual functioning.

Consistent with Rusch et al. [22], Magaudda et al. [32] identified
subgroups in which functional symptoms appeared to reflect learned or
reinforced behaviours, shaped by familial and social interactions and
said to be perpetuated through mechanisms of attention-seeking, con-
trol, or avoidance of responsibility. The authors examined individuals
with both epileptic and functional seizures, describing groups with
depressive and anxiety comorbidity compounded by the psychosocial
burden of refractory epilepsy, others with low cognitive ability and
dependent traits whose seizures were conceptualised as reinforced be-
haviours, and a final group in which trauma was temporally linked to
seizure onset.
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Further studies focused on the contribution of comorbid mental
disorders and psychosocial stress. Subgroups were described in which
functional symptoms co-occurred with depressive, anxiety, behavioural,
or learning disorders, or alternatively with psychosocial stressors in the
absence of a diagnosis of mental disorder [33]. In paediatric samples,
more systematic formulations based on attachment theory identified
two broad profiles: one marked by emotional inhibition, more comorbid
mental disorders and self-sacrifice, the other by heightened negative
affect and interpersonal strategies aimed at eliciting protection and
reassurance [21].

Complementary work [34] classified groups according to the prox-
imal neurophysiological mechanisms thought to have triggered FS in
their sample. Although six subgroups were described, three main cate-
gories accounted for over 90 % of the participants. The first group were
formulated as having FS resulting from a broad range of stressors that
had activated cortical arousal mechanisms. The second were formulated
as having dissociative responses triggered by hyper-ventilation related
to the activation of their respiratory motor system at times of stress. The
third group were formulated as exhibiting innate defensive responses in
response to highly arousing memories or thoughts. Although the authors
categorised the patients on the basis of the possible physiological
mechanisms underlying the dissociative seizures, we included the study
because these mechanisms could result from specific psychological
characteristics that may be better defined in future research.

4. Discussion

In this review of empirical research, we sought to identify and syn-
thesise studies that used a data- or theory-driven approach to delin-
eating possible subgroups of individuals with FND. The subcategories
delineated in the reviewed studies point to several recurring themes
(Table S3 and Fig. S1 in Supplementary Materials). First, several studies
sub-grouped patients with FND according to distinctive patterns of
emotion regulation, highlighting two contrasting profiles. Across
studies, one group was characterised by high levels of distress and
emotional dysregulation, alongside a second group who were less
overtly distressed. The first group commonly experienced difficulties
with emotion identification, acceptance and management, diagnosis of
mental disorders (e.g., depression, anxiety, borderline personality dis-
order) and difficulties in relationships. A common interpretation here
was that FND symptoms were the product of overwhelming emotion,
potentially serving a (likely unconscious) psychological and/or inter-
personal function when more adaptive coping strategies were limited.
Some studies associated this group with trauma [22,32] but this was not
formally assessed in most cases.

A frequent interpretation of the less overtly distressed group was that
these patients have a tendency to suppress emotional experiences, are
less able to identify emotional states and/or are more likely to experi-
ence their distress physically rather than emotionally, resulting in a
more constrained affective presentation [22,26,32]. The idea that
unrecognised threat or emotional distress might be relevant to under-
standing FND is consistent with some theorising in this area [25,35,36],
including a recent model that implicates reduced emotional granularity
and problems with emotion category construction in FND [6]. Only one
study [21] actually measured emotional suppression, however, with
most others basing this characterisation on indirect evidence such as the
sub-group scoring significantly lower than healthy controls on measures
of emotion dysregulation [20,27] or elevated somatic symptom scores in
the context of a comparatively normal personality profile [26]. More-
over, in one case [27] scores on a measure of emotional acceptance were
very similar in the putative suppressor group and a normative sample
[19]. Indeed, whilst emotional suppression and/or emotion recognition
issues could be driving the relatively low levels of distress reported by
this group, it may also be that this group has relatively few emotional
problems and that their symptoms are better explained by other pro-
cesses [5,35] (e.g., dysfunctional cognitive and interoceptive processes),
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rather than unrecognised distress.

Most studies also described one or more sub-groups of people with
significant comorbid mental disorders. In some cases, the FND was
accompanied by additional psychopathology including anxiety disor-
ders, mood disorders, PTSD, and other somatoform or conversion dis-
orders. These conditions often co-occur with or precede the onset of
functional symptoms, suggesting shared vulnerabilities, such as
impaired emotion regulation or trauma-related mechanisms [37]. Co-
morbid psychopathology has also been associated with worse prognosis,
including greater symptom chronicity and poorer functional outcomes
[38].

Several studies described sub-groups defined by the nature and
extent of accompanying trauma - including cumulative lifetime trauma,
child abuse, and late adolescent or adult trauma — with some reporting
high or moderate levels of trauma exposure and others reporting no
history of traumatic stressors. As the focus in most cases was on the
presence of extremely threatening stressors such as those required for a
diagnosis of PTSD, the overall exposure to life adversity remains unclear
in the latter group, however. Indeed, evidence suggests that the method
of trauma data collection significantly influences outcomes, with
commonly used measures often missing more normative life events and
experiences that are impactful because of the individual’s interpreta-
tion, social context and life history [39]. Most of the traumatised sub-
groups were identified as having additional psychological characteris-
tics like co-morbid mental disorders and/or dissociation. The latter was
also a defining characteristic in one study where trauma (at least in the
sense described in the main psychiatric taxonomies) and comorbid
mental disorders were not identified as defining features (34), suggest-
ing that dissociation should be identified as a distinct (albeit over-
lapping) theme in its own right.

Finally, a group of patients with FND in the context of low cognitive
functioning or a formally diagnosed intellectual disability (ID) was
identified in some studies. The suggestion in some cases was that
behavioural reinforcement leads individuals in this group to develop
symptoms as a way of gaining attention or avoiding responsibility [32].
Given how and where patients were recruited for the studies included in
this review, however, and the general under-representation of these
patients in the kind of research summarised here [40], it is possible that
the relevance of ID or the size of the subpopulation of those with FND
and ID is more prominent than identified in the original research sum-
marised here (for instance because these patients were excluded from
studies).

In summary, people with FND are highly heterogeneous, charac-
terised by substantial interindividual variability in aetiological factors,
illness experiences, and psychological needs. Although studies often
draw firm boundaries between patient types, the overlap between many
of the categories described here suggest that the features in question are
probably better understood as distinct, but related, psychological di-
mensions rather than discrete categories per se. Indeed, any attempt to
distil the complexity of FND into rigidly defined, mutually exclusive
subtypes risks oversimplifying the clinical picture and overlooking the
natural overlap between these psychological features. Moreover, the
static nature of categorical frameworks constitutes a further limitation,
given that psychopathological phenomena—especially in the context of
FND—are intrinsically dynamic and evolve over time in response to the
interplay of biological, psychological, and social determinants. The
presence of these challenges should not, however, preclude the recog-
nition of salient psychological features — and particular constellations
of such characteristics — that are frequently observed among in-
dividuals with FND, even if categorisation into a limited set of pre-
defined subtypes is itself problematic. Indeed, the studies reviewed here
point to a number of common psychological features that may guide
diagnostic and treatment approaches in this area. Understanding how
this diverse array of features contributes to the onset and maintenance of
FND is a key question for future research. Contemporary models, e.g.,
[5,35] suggest that FND arises when stored information in the cognitive
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system is prioritised at the expense of imprecise interoceptive signals,
resulting in perceptual misrepresentation of the body and behavioural
automatisms [41]. By this view, a wide range of psychological, social
and biological factors can predispose to, precipitate or maintain this
process, which constitutes a common proximal pathway across all FND
subtypes. Whilst the features identified in this review are all consistent
with such an interpretation, e.g., [35], many potentially relevant psy-
chological features in these accounts (e.g., attentional focus, inter-
oception, emotional avoidance, interpersonal processes) have received
scant empirical attention and should be prioritised in future studies.

While the DSM-5 [42] has rightly abandoned the need for an iden-
tified psychological precipitant from the diagnostic criteria of “Func-
tional Neurological Symptom Disorder (Conversion Disorder)”, some of
the psychological characteristics identified in this review (and poten-
tially others yet to be identified empirically) may complement the
“positive” neurological features that are now sought in the diagnostic
process. Indeed, gathering relevant signs through a differentiated psy-
chopathological examination — meaning a thorough, nuanced, and
systematic evaluation that carefully considers the complexity and vari-
ability of psychological symptoms without bias but with particular
attention to the features described here — may offer a more precise
understanding of the patient’s condition and how to treat it.

Such an individualized approach avoids oversimplifying or missing
key features, allowing clinicians to recognize distinct psychological
profiles within the broad spectrum of FND presentations and to generate
an intervention plan that addresses the unique psychological mecha-
nisms contributing to each patient’s symptoms. Some treatment ele-
ments may be relevant to everyone with FND, regardless of the specific
psychological features identified. Psychoeducation, for example, has
been suggested to increase commitment to treatment and is often
incorporated into different therapies [43-48]. Other aspects of thera-
peutic interventions could, however, be targeted to patients with
particular psychopathological profiles. For example, patients with
identifiable emotional suppression might benefit from psychodynamic
therapies aimed at facilitating emotional expression [45] whereas those
with affect regulation difficulties might benefit from work focusing on
developing adaptive coping mechanisms [48]. Similarly, patients with
potentially overt PTSD could be offered trauma-focused or exposure-
based therapies [44,45,47,48] whereas cognitive therapy might be a
useful intervention for patients with prominent anxiety or panic [22].

4.1. Limitations

This systematic review has several limitations. Despite screening a
large number of papers, the challenging nature of the literature search
and the choice of search terms might have meant that some relevant
literature was overlooked. The initial screening of titles and abstracts
was completed by a single author; some subsequent judgements about
the inclusion and exclusion of articles were difficult and other reviewers
may have come to different decisions. We also did not include studies
where participants had been sub-grouped a priori according to the
presence or absence of a particular characteristic, which may have
focused on other potentially relevant psychological aspects of FND.

The review is also limited by the quality of the research described
here, with both data-driven and theory-driven approaches to sub-typing
having substantial methodological and conceptual limitations. Studies,
some of which date back over 25 years, often lacked reliable inclusion
criteria, making FND diagnoses questionable. Risks of somatic
morbidity, factitious disorder, or malingering may have biased results.
Studies also only explored a limited number of potentially relevant areas
(e.g., emotion regulation, trauma) or based their exploration upon a
particular premise. Consequently, many features that could have pro-
vided a better basis for sub-grouping participants (e.g., the presence of
co-existing other disorders, maladaptive personality traits, interpersonal
difficulties, attentional focus, interoception) remain unexplored. In
addition, nine out of the thirteen studies discussed here described
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patients with functional seizures rather than other functional symptoms,
raising questions about the generalisability of our conclusions across the
FND spectrum. As a result, potentially important differences between
patients with apparently similar clinical features, as well as similarities
between patients whose surface-level presentations appear different,
might have gone undetected. In addition, the use of pre-existing theo-
retical frameworks for sub-grouping participants runs the risk of pro-
ducing self-fulfilling prophecies that restrict, rather than extend,
knowledge in this area.

5. Conclusion

In conclusion, our review confirms that the FND population - like
most clinical psychological populations — is heterogeneous in terms of
aetiological factors, illness experiences, and psychological needs.
Despite notable methodological and theoretical challenges, this review
revealed informative findings about several recurring psychological
features in individuals with FND. These include emotional dysregula-
tion, constricted affect, overt experiences of trauma, comorbid mental
disorders, dissociation and intellectual disabilities. Recognizing the
presence and interaction of these features in FND is crucial, not only for
advancing research but also for informing clinical practice.

Our findings underscore the importance of tailoring psychothera-
peutic interventions to address the diverse needs of people with FND.
We suggest that a dimensionally-informed therapeutic approach - sen-
sitive to the individual’s emotional, cognitive, and behavioural profile —
offers greater potential to improve treatment outcomes than rigid
diagnostic groupings. Building on this, future research should focus on
examining the impact of specific psychological features on treatment
outcomes, developing and testing individualized interventions based on
these profiles, and implementing longitudinal studies to evaluate how
changes in psychological characteristics influence therapy effectiveness.
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