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FUNCTIONAL NEUROLOGICAL SYMPTOMS 

I was pleased to see the article by Jon Stone in the Journal, 
in which he provided an overview of functional neurological 
disease (Stone J. Functional neurological symptoms. J R Coll 
Physicians Edinb 2011;41:38–42.)

Having read the article, I found it very superficial with many 
other unequivocal signs of functional illness being omitted 
from the text, which I find somewhat disappointing as this 
is the most important area for continuing medical education.

There was absolutely no emphasis put on sensory testing, 
which is a very important consideration when exploring 
functional illness in neurology. Perhaps the most obvious 
area where this appears is in the examination of facial 
sensation, in which patients will often report change in 
sensation at the hairline or the angle of the jaw while the 
anatomical demarcation is the inter-aural plane rather than 
the hairline and a line from the tragus to just below the 
midline of the chin rather than the angle of the jaw. Similarly, 
a lack of midline demarcation is a clear and unequivocal sign 
of functional illness. Testing sensation, moving from the 
periphery centrally, an area of perceived change and 
sensation (from decreased to increased perception) should 
be fairly discrete and if it traverses a number of centimetres 
travelling along the same course on repeated testing, it is an 
unequivocal sign of functional illness. Similarly sensory 
changes that do not respect either peripheral nerves, 
radicular dermatomal distribution or very restricted 
isolated nerve distribution suggest functional illness of non-
organic type but this received no mention in the article by 
Professor Stone.

Professor Stone rightly touched upon gait and Hoover’s 
sign when describing functional illness but made no 
comment of the use of synergistic muscles when testing 
weakened power. A perfect example of this is testing 
triceps power, having fully supinated the elbow to switch off 
brachioradialis, and noting activity in the biceps (the 
antagonistic muscle), which should be completely at ease if 
the triceps power has been fully tested. The same applies to 
lower limb testing where activity of antagonistic muscles 
should not be noted if maximal power is being tested of the 
muscles under review.

I thought the table provided by Professor Stone was 
excellent for the differentiation of non-epileptic and epi-
leptic seizures, although in addition might be the presence of 
cyanosis as this is quite uncommon in dissociative attacks and 
very common in convulsive epileptic seizures. 

It must be said that often non-epileptic seizures are 
more difficult to differentiate from epileptic seizures, 
even with the addition of video telemetric evaluation but 
in general I thought that Professor Stone dealt with the 
question of epilepsy far better than he did with the non-
epileptic presentation of non-organic disease.

What did not appear in the discussion of management 
of the functional neurological symptoms was the 
question of conversion reactions, which require both a 
model and secondary gain. This was basically ignored 
when considering treatment but it has been my personal 
experience that without discovering what is the 
secondary gain, the approach to management is far less 
effective. Once the secondary gain has been identified 
then it is possible to seek alternative methods of 
satisfying this need, a point largely ignored in the paper.

I fully endorse the comment by Professor Stone 
regarding the use of disinterested psychiatrists and the 
need to create rapport with a counsellor who is both 
attuned to the patient’s needs and is prepared to put in 
the hard yards necessary to both create rapport with 
the patient and to sort out the model, secondary gain 
and alternative means of satisfying the patient’s needs.

I also fully agree with Professor Stone on the notion that 
one has to be completely honest with the patient at all 
times and if one is so honest then one has the 
opportunity to establish a level of rapport which can 
engender trust and respect which are absolute necessities 
if one is to achieve benefit for the patient.

In conclusion I feel the topic of this educational paper 
was very important but the superficial nature of the 
submission made it less valuable than it might have been. 

Professor RG Beran 
Neurologist, Professor, School of Medicine, Griffith University, 
Australia and Conjoint Associate Professor, University of New South 
Wales, Australia

Author’s response

Thank you to Professor Beran for his letter. 

I was given a strict word limit for this article which was 
designed as a CME module. It was chosen for publication 
from other CME modules. I had to cover a large topic 
for a general audience – the main aim being to 
introduce and educate non-specialists about the topic 
and to give some practical advice about initial 
management in the acute situation. Consequently a 
large number of potential areas for discussion had to 
be excluded. 

Had I been given a different brief, for example, a 
comprehensive review of the whole topic, then it 
would have been much longer. Indeed I have written 
much longer pieces elsewhere. Hopefully Professor 
Beran will not feel so critical of the article’s superficial 
nature if he realises this.

With respect to the points he makes, I attempted to 
describe discriminating signs with some evidence base. 
Unfortunately, sensory signs, while often used in practice, 
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