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ABSTRACT

a) Aim and Objectives
This systematic review has assessed the diagnosis, treatment and service provision for Functional Neurological Disorder (FND) in the UK NHS. The aims were to review aetiological models, discuss diagnostic strategies, review and compare multidisciplinary interventions and formulate evidence-based practice recommendations.
b) Background
FND is a condition without structure changes, but with altered functioning of the brain network, and it is a disabling condition. National guidance is not followed, and patients in the UK routinely experience a lack of continuity of care, delays in diagnosis and stigma.
c) Methods
Following PRISMA guidelines, five electronic databases (PubMed, CINAHL, PsycINFO, Cochrane Library, and Google Scholar) were searched for peer-reviewed, UK based studies that examined FND in adult populations ($N = 8$). Thematic synthesis was used to analyze data.
d) Main Findings
The four themes were: (1) the shift towards an integrated biopsychosocial aetiological approach; (2) high levels of deficits in severe primary care confidence leading to diagnostic delays; (3) positive gains across multiple domains of rehabilitation, specialist physiotherapy achieving similar 12-month physical outcomes as community care ($p = 0.23$); and (4) broadly distributed barriers to accessing services in the region, and the generic nature of the outcome scales (SF-36).
e) Conclusions
Addressing the needs of patients with FND within NHS FND services will need structured training in primary care, an agreed regionally-wide pathway for triage and validated, FND specific outcome measures to ensure that patients receive equitable multidisciplinary health care.
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[bookmark: _Toc237221122]CHAPTER 1: INTRODUCTION 

[bookmark: _Toc237221123]1.1 Definition of main concepts of the study
Functional Neurological Disorder (FND) refers to a kind of neurological challenge that is characterised by functional seizures and movement disorders (Weber, et al., 2023) that are unexplainable through structural pathology. The conversion disorder which is now considered as FND is considered within the perspective of neurobiological and biopsychosocial theories. It is revealed in the literature that there is interplay between stress systems, attentional, and predictive coding theories in symptom formation (Pagnini et al., 2023).
The Bayesian brain model suggests that both perception and persistence of symptoms are influenced by maladaptive prior expectation and attentional bias (Pagnini et al., 2023). FND mechanisms have also been related to neurophysiological dysregulation caused by the effect of stress (Kozlowska, 2017). In addition, the clinical similarity in the management and diagnosis between functional seizures and functional movement disorder is complicated as both disorders are clinically similar (Kola and LaFaver, 2022).
Despite the augmented awareness regarding FND, certain quandaries connected with measuring the results and uniformity of services do exist (Nicholson et al., 2020). UK-based research highlights both the lived experiences of stigma (Foley, Kirkby, and Eccles, 2024) and the crucial role of multidisciplinary pathways, exemplified by the Exeter model (Russell et al., 2022). However, the evaluation and the management of UK services still differ (Fobian & Elliott, 2019). A systematic appraisal is therefore required to appraise recent evidence and inform practices in health and social care in the UK.
FND is a major clinical issue of the UK healthcare system with debilitating symptoms of functional seizures and movement disorders which have no typical structural pathological explanation (Popkirov, et al., 2019). Although it is common, the condition has historically been confused with the term conversion disorder and although contemporary neurobiological and biopsychosocial theories such as the Bayesian brain model and stress-induced neurophysiological dysregulation have been able to elucidate the condition, there is still a problem of translating this theory into actual clinical practice (Salim, 2017). The existing data suggest a discontinuous landscape of the UK service delivery, given the large gaps between the approaches used by regional services to assess and address FND cases (Varley, 2023). Moreover, patients often have to report stigma experiences (Foley, Kirkby, and Eccles, 2024), which makes the therapeutic process complicated and indicates a lack of empathetic, holistic care. This complicated clinical picture of various FND subtypes generates challenges with the correct evaluation and specific treatment as well as diagnostic and management complexity (Kola and LaFaver, 2022). Although multidisciplinary approaches, such as the Exeter model (Russell et al., 2022), show potential, inconsistencies in service provision remain a concern. Furthermore, measuring long-term outcomes in FND remains challenging. In the absence of a coherent assessment of these multidimensional aspects, health and social care givers do not have a cohesive evidence base to inform service improvements, thus this research is necessary to develop a set of recommendations to meet the biopsychosocial needs of patients in the UK.


[bookmark: _Toc237221124]1.2 Rationale of the study
The reason behind the current study is that the clinical and social impact of Functional Neurological Disorder (FND) in the UK has been very high, which is often typified by symptoms such as functional seizures and movement disorders that could not be explained based on the structural features. Although FND is a frequent source of neurological disability, it has traditionally been overshadowed as conversion disorder, thereby creating a gap in the absence of diagnostic and treatment criteria. Recent studies emphasise a complicated interaction of neurobiological systems of stress and Bayesian brain framework, but such theoretical progress is not always implemented in clinical practice (Raber, et al., 2024). In addition, a disparity in the delivery of services is recorded throughout the UK, and most of the patients experience stigma and disjointed care pathways. This research is essential to achieve the synthesis of existing evidence, narrow the discontinuities between neurobiological theory and clinical practice and fill the gap in the urgent requirement to have a coherent and multidisciplinary approach in enhancing patient outcomes in the UK health and social care system.



[bookmark: _Toc237221125]1.3 Aim of the study
To critically review the causes, diagnostic approaches, and therapeutic strategies related to Functional Neurological Disorder (FND) within the UK, in order to evaluate current practice and provide evidence-based recommendations for health and social care services.


[bookmark: _Toc237221126]1.4 Objectives of the study
1) To examine current aetiological theories and neurobiological processes associated with FND.
2) To critically analyse existing diagnostic models and clinical assessment approaches used in the UK.
3) To compare therapeutic interventions for FND, with particular attention to multidisciplinary and bio psychosocial approaches to care.
4) To develop evidence-based recommendations for UK practice and identify gaps in research and service provision.

[bookmark: _Toc237221127]1.5 Structure of the dissertation
This dissertation is structured into five chapters. Chapter 1 introduces the background to Functional Neurological Disorder (FND), presents the problem statement and rationale for the study, and outlines the research aim and objectives. Chapter 2 provides a critical review of the literature, focusing on aetiological theories, neurobiological processes, diagnostic approaches, and the bio psychosocial model of FND. Chapter 3 describes the qualitative secondary research methodology, including the search strategy, study selection process, and thematic analysis. Chapter 4 presents and critically discusses the findings relating to diagnostic approaches and therapeutic interventions. Finally, Chapter 5 summarises the main conclusions and provides evidence-based recommendations and implications for UK health and social care services.







[bookmark: _Toc237221128]CHAPTER 2: BACKGROUND
[bookmark: _Toc237221129]2.1 Introduction 
This chapter provides the functional neurological disorder (FND) historical and theoretical background and the current international and national/local UK context. It outlines the change in clinical thinking from early psychosomatic theories to the integrated neurobiological model in the context of current health and social care. This chapter provides an overall overview of the complex relationships between the delivery of systemic healthcare services, clinical diagnostics and the patient experience, and outlines the specific research gap.

[bookmark: _Toc237221130]2.2 Historical Background
The definition of Functional Neurological Disorder as outlined in the history show how neurology and psychiatry have historically been in a state of tension, having historically clashed with Cartesian dualism, which was the separation of the mind from the physical body (Aybek and Perez, 2022). The disease had been considered for more than a century as exclusively psychogenic. During the later part of the nineteenth and earlier part of the twentieth century, these clinical symptoms were described as "hysteria" or "conversion disorder". According to this classical psychodynamic model, physical symptoms were clearly understood as a physical manifestation of psychological conflicts or extreme emotional trauma that were translated into somatic limitations (McLoughlin et al., 2023). 
This historical perspective assumed that there was a normal structure of the brain which could produce significant functional abnormality, which was only a psychological self-protective mechanism. These were complex symptoms, not confirmed either by a traditional macroscopic investigation or by structural pathology and were therefore termed as a “diagnosis by exclusion”. If their routine clinical investigations were normal, the condition was taken to be 100% psychogenic (Varley, 2023). This exclusionary practice led to patients being excluded from therapeutic areas in mainstream neurology services, and created a divide between psychiatric services and neurology services that were unable to treat psychiatric symptoms as a part of their therapeutic remit. 
Moreover, this historical nomenclature instilled a strong institutional distrust among healthcare infrastructure. The lack of apparent structural abnormalities was often confused with feigning or malingering or the absence of clinical validity, thus seriously affecting the therapeutic relationship and research investment. With the development of modern neuroscience and neuro-imaging, this dualistic approach proved to be limiting. Nowadays, modern clinical literature moves away from the psychogenic reductionism and embraces a multidimensional approach (Mavroudis et al., 2024). 
This paradigm shift has shifted the condition from psychological diagnosis to an exclusionary paradigm to a positive, validated disorder of the central nervous system (Hallett et al., 2022). Current medicine has challenged the whole-field view of structural brain injury, acknowledging that functional impairments may happen without structural injury, and beginning to set the stage for a network-based approach to treating the brain.
 
[bookmark: _Toc237221131]2.3 Theoretical Background
The contemporary theoretical framework of the functional neurological disorder is rooted in an integrated, network based neurobiological perspective that is opposed to simple psychogenic reductionism and favours an interactive multi-system perspective. As Aybek and Perez (2022) found, the conceptual paradigm of FND has shifted from the psychodynamic conversion models to integrated neurobiological conceptual models. The pathophysiology is a more multi-network approach that involves sensorimotor, attentional, and salience networks interacting rather than coming from an isolated localized lesion (Aybek and Perez, 2022). Mavroudis et al. (2024) support this structural view based on their review of the neuroimaging literature, which demonstrated microstructural abnormalities of the limbic system, in direct opposition to the original trauma theory of childhood origins of FND. 
The Bayesian brain theory of predictive coding is a key aspect of this modern perspective, which suggests that the brain is a predictive machine that works by both bottom-up sensory processing and top-down predictions. In this context, Hallett et al. (2022) have described seeing symptoms as a failure to make normal sensorimotor predictions: a prior expectation that is maladaptive becomes too strong and entrenched, to the point where it utterly dominates the incoming sensory information and leads the brain to misinterpret inner states. Such a mechanism is very attentional—it exaggerates these distorted priors, and actively fuels and sustains the physical symptoms (Hallett et al., 2022). Keatley and Molton (2022) build on this idea, suggesting that the process keeps the person stuck in a self-reinforcing cycle of symptom maintenance and symptom avoidance, with hypervigilant self-monitoring of symptoms reinforced by these attentional biases. However, Varley (2023) points out that there remains a significant lack of understanding surrounding the use of predictive coding in the UK healthcare services. 
These models are top down, cognitive-perceptual, and to give them rich theoretical depth they need to be compared to bottom up models of neurophysiological dysregulation resulting from chronic stress systems and autonomic reactivity. Weber, et al., (2023) suggests that FND mechanisms are closely linked to neurophysiological disturbances due to the effects of stress. Aybek and Perez (2022) also stress the importance of early life stressors and/or acute physiological triggers affecting the central nervous system, which renders the pathways of stress hyper-aroused and susceptible. It may be bottom-up and outweigh normal sensorimotor gating and trigger or exacerbate functional symptoms when experiencing physical stress (Aybek and Perez, 2022). In keeping with this physiological view, Mavroudis et al. (2024) find that chronic autonomic dysregulation results in changes in motor control networks that do not involve conscious, cognitive processing of the physical stress pathway. 
Theories differ on whether FND is mostly a top-down attentional selection deficit or a bottom-up (physiological) response to stress in this intersection. Proponents of the top-down account state that there can be no symptoms if abnormal attentional allocation and agency circuits are not a part of their specific processes (Hallett et al., 2022). The bottom-up approach, on the other hand, suggests that the chronic stress and autonomic dysfunctions directly impact on the integrity of the nervous system and the probability of predictive errors. Keatley and Molton (2022) suggest that both pathways be evaluated clinically to help create effective interventions to resolve this conflict. Finally, Varley (2023) warns that if these two pathways are not connected, they will lead to dis-integrated and dis-joined healthcare provision, including in the UK NHS.
 
[bookmark: _Toc237221132]2.4 International Context
The diagnostic and therapeutic paradigm of FND has changed drastically at an international level, with updates to the international classification systems (DSM-5 and ICD-11). These changes eliminated the need to first identify a psychological stressor and enable FND to be recognized as a separate clinical condition from other disorders, as well as promoting research on the phenotypic variations of FND internationally.
There is a very complex clinical presentation of FND, and a significant phenotypical variability between the different FND subtypes. The similarity in management and diagnosis of functional seizures and functional movement disorders is extremely complex, as both disorders are clinically similar (Kola & LaFaver 2022). Their clinical presentations are often similar and their clinical course is often variable, which makes identification of these distinct phenotypes very challenging in a global health setting (Kola and LaFaver, 2022). Campbell et al. (2023) show that dissociation is a common clinical feature in both subtypes, but it may appear in many different forms in patients and can be particularly confusing to evaluate and may be very strong in the global assessment. Furthermore, McLoughlin et al. (2023) highlight that systemic gender biases continue to hinder phenotypic evaluation on an international scale, as FND continues to be a very gendered social problem where women's somatic symptoms are often overlooked or misunderstood, leading to a misdiagnosis and a longer time to specialized care. 
To overcome these complexities in the phenotype, international frameworks for therapeutic approaches have become more multi-disciplinary, multi-modal, and focused on the underlying physiological pathways of recovery. Paredes-Echeverri et al, 2022 report that patients with FND tend to have disturbed autonomic, endocrine and inflammatory systems, suggesting that any effects of holistic treatment should not just be cognitive perceptions, it should be to down-regulate a hyper-reactive nervous system. This has led to increased international interest in structured mind-body approaches as assessed by Kozlowska et al. (2023), which have the ability to positively impact a reduced symptom reduction through encouraging motor control and emotional regulation in the re-training of the disrupted neural network. 
At the same time, global studies are testing new technologies to address clinical bias and standardisation of diagnostic evaluation. AI's role in neurorehabilitation holds promise for transforming care, offering a novel approach to objective, personalized tracking for complex neurological conditions, as Calderone et al. (2024) suggest. Moreover, there has been a recognition that the current diagnostic processes for other viral syndromes have proved inadequate for the syndrome of Zika virus infection. Like FND, Long-COVID is a condition with a number of complex symptoms that involve several systems in the body, not so easily captured with a standard test and evaluation should be done using advanced models that are multi-dimensional and reflect the suffering experienced by the patient. These global learnings make it clear that there is a need for higher level clinical structures to keep complex patients out of institutional silos.
 
[bookmark: _Toc237221133]2.5 National/Local Context
In the United Kingdom, the care of functional neurological disorder is largely provided by the National Health Service. The NHS has a national clinical framework which supports positive, evidence-based diagnostic criteria; however, the operational delivery of the care is very fragmented. There is a significant disparity between the advanced neurobiological theory and what happens in the real world, which is reflected in the variation in services available at different regional levels and attitudes towards neurobiology in institutions and varying pathways for patients across different regional health boards.
In the past, diagnostic service delivery in the NHS has been flawed by adopting a “diagnosis by exclusion” strategy, with FND being an umbrella diagnosis where structural investigations came back as normal. Edwards et al (2023) advocate for a move away from this "legacy" approach and encourages a transition to a "positive diagnosis" by using physical parameters such as Hoover's sign, or acquiring tremor entrainment. These positive indicators are unique to FND and not feigning/malingering and support the assumption of FND being a real, valid neurological disorder (Edwards et al., 2023). The acceptance of this positive paradigm is, however, a specialist neuroimaging and clinical experience which is limited in many regional UK healthcare trusts. 
A lack of clinical consistency shows a clear lack of service system. Even when it comes to the assessment and response to FND cases, there is still not enough uniformity in the UK, as pointed out by Varley (2023), with services across regions often differing markedly in their approach to cases. As there are no valid assessment tools, misinterpretation by the clinician of the variable symptoms can lead to delayed diagnosis and ongoing distress in the patient, worsening the prognosis (Varley, 2023). McLoughlin et al (2023) point out the further disparities in diagnosis, especially in women, due to structural inequities and institutions scepticism. These organisational deficits are not only systemic problems that impact the adult care pathway, but they also impact developmental care pathways. Vassilopoulos et al (2022) highlight the need for early multidisciplinary assessment as the symptoms may crystallise in transition from paediatric to adult services, which should be reflected in diagnostic models of the UK. Finally, Edwards et al. (2023) argue the continuation of diagnostic delays will continue to result in negative consequences for therapeutic engagement and care will remain fragmented unless the NHS adopts common agreed positive assessment criteria across all regions. 
After diagnosis, there are significant differences in the access to comprehensive treatment pathways in the NHS. Russell et al. (2022) emphasize multidisciplinary pathways, with the Exeter model being an innovative pathway within the region that attempts to connect the acute assessment and short-term neurological treatment with community-based rehabilitation. However, close clinical similarities and high rates of misdiagnosis make it challenging to refer patients to these specialized clinics as previously mentioned by (Walzl et al., 2022). Therapeutic window for optimal multidisciplinary intervention is short, if access is delayed, care is fragmented between regional health boards (Russell et al., 2022). The successful integration of specialized physiotherapy, occupational therapy and cognitive-behavioural therapy in one structural pathway is a true biopsychosocial approach to care (Russell et al., 2022). In broken trusts in the UK these therapies are frequently delivered in isolation and not as a coordinated service, thus leading to less combined therapeutic effect and less overall therapeutic effectiveness. In the UK, rehabilitation programs need to move beyond a single-modality approach, extending their focus beyond physical to include psychological modalities, as this will only treat the physiology-dysregulating system as a whole (Paredes-Echeverri et al., 2022). 
Importantly, however, there are some issues with existing health services in the UK that highlight this, and Nicholson et al. (2020) note that some questions remain regarding how outcomes and effectiveness are measured, and that there was a lack of consistent use of quality and standardized outcome measures to support monitoring of recovery in the longer term. This common measurement error has systemic consequences and can result in unregulated patient stigma and institutional scepticism, impacting patient progress and long-term patient care (Foley, Kirkby, and Eccles, 2024). The lack of long term standardised and reliable recovery data over a broad time period makes it hard to establish a credible and evidence based care standard throughout the UK health service (Nicholson et al., 2020). 
This social context of functional neurological disorder (FND) in the UK reveals general institutional scepticism and systemic marginalisation. Foley et al (2024) report that qualitative patient experiences are frequently linked to deeply invalidating experiences with health care professionals and common stigma experiences. This clinical scepticism is due to an old clinical culture which struggles to accept disorders without structural pathology. However, Khalil et al. (2024) point out that in some disorders, such as multiple sclerosis, there are objective measures of structures (e.g., neurofilaments), that could be informative for clinical use but not the case in FND. As a result, clinician bias is strengthened due to the lack of biomarkers, resulting in the abandonment of therapy and a great deal of patient distress (Foley, Kirkby, and Eccles, 2024). This institutionalisation directly influences clinical outcomes due to negative clinician attitudes, which break the therapeutic relationship and reinforce symptoms to become chronic (Foley, Kirkby, and Eccles, 2024). This clinical balance is reflected in the study of Pringsheim et al. (2023) on the speed of functional tic-like behaviours, where there is a consensus that a process that limits symptoms crystallisation should be used to guide the diagnosis and management. Therefore, the patient's lived experience needs to be recognized in an empathetic way, due to the need to defy the medical bias and stereotypes, if the treatment is to be effective (Foley, Kirkby and Eccles, 2024). To overcome systemic stigma, there needs to be a shift in health and social care services at the structural level. Objective analytical tools and advanced technologies can be implemented in the NHS, including AI-driven systems that have been assessed by Calderone et al. (2024), to help standardise pathways, minimise human clinical bias, and facilitate regional implementation. In addition to access to state-of-the-art rehabilitation knowledge, health services in the UK can build a supportive rehabilitative environment that is holistic and equitable, allowing for sustainable rehabilitation.
 
[bookmark: _Toc237221134]2.6 Research Gap
It summarises a major disconnect in current use of advanced theories in neurobiology and their varying application in clinical practice across the UK. Modern models can account for predictive coding, multi-network interactions and autonomic processes, but clinical care is still very fragmented in the National Health Service. Overall, findings indicate that there are substantial differences in the quality of services offered across regions as well as a substantial lack of adherence to the use of standardized measures of outcomes and institutional patient stigma. 
To date, no national synthesis can be seen, which makes it clear that there is a gap in academic literature on how to effectively standardize these pathways of care. This study is based on secondary qualitative methodology but despite the impossibility of direct justification of the qualitative secondary approach and rich thematic analysis as used in the following chapters of this work, it is appropriate because of this structural fragmentation. Varley (2023) pointed out that systematic appraisal is needed to generate newer evidence and enhance health and social care in the UK. The need is to undertake secondary research to synthesise these findings and analyse the root causes of service variation, then make evidence-based suggestions for how to move forward towards closing the gap between the neurobiological theory and clinical practice in the UK health and social care system. 
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[bookmark: _Toc231511583][bookmark: _Toc237221136]3.1 Introduction 
This chapter aims to describe the qualitative secondary research methodology that was used to explore the clinical and systemic experiences of Functional Neurological Disorder in the UK. It presents a detailed approach for conducting the literature review based on a structure and a rigorous research design that addresses the main research questions set in "UK-870877-CH1-3.docx". The remainder of the paper outlines the approach followed for searching the database, the strict eligibility criteria, the methods used for extracting data from the database, and the thematic analysis framework used to analyse the evidence, before summarising appropriate ethical and reporting standards.

[bookmark: _Toc231511584][bookmark: _Toc237221137]3.2 Research Design and Rationale
The study employed a qualitative secondary research method and the highly structured literature review design was used to meet the key research questions that were set in the project. The chosen design was made possible by the need to synthesise in a rigorous and systematic way (Pandey, et al., 2023) current clinical data on Functional Neurological Disorder (FND) whilst avoiding duplication of primary data collection. This methodology enabled a detailed and overall picture of the UK healthcare environment to be gained by combining high quality qualitative and mixed methods data from existing empirical studies, across the country. The structured approach ensured that the evaluation was completely objective and also repeatable, straight to the main issues stated in the literature – diagnostic variation and also regional inconsistencies in service provision (Ghesh, Alexander, & Davis, 2024). Overall the research design allowed for a broad analysis that not only examined complex neurobiological theories, but also for the practical, clinical application, thus creating a solid and evidence-based basis for health and social care service recommendations.

[bookmark: _Toc231511585][bookmark: _Toc237221138]3.3 Search Strategy 
Systematic literature searches were performed in four well-known electronic databases: PubMed, CINAHL, PsycINFO and Cochrane Library, to capture a comprehensive and rigorous secondary data collection. This combination of databases enabled literature to be retrieved across medical, nursing, psychological and multidisciplinary healthcare fields. A thoughtful search string was developed with keywords and medical subject headings (MeSH) that were more specific to the multi-dimensional nature of Functional Neurological Disorder (FND). The main search terms used were: “Functional Neurological Disorder” OR “FND” AND “United Kingdom” OR “UK” AND “aetiology”, “diagnosis”, “treatment” and “multidisciplinary”. Boolean operators (AND/OR) were systematically used to narrow down the search criteria, increase the accuracy of retrieval and to eliminate irrelevant clinical data. 
This was a structured search strategy, which was directly controlled by strict eligibility parameters for methodological rigor and for clinical relevance to the UK healthcare system. All the selected articles met the inclusion criteria: They were peer-reviewed, published from 2014 to 2026, based in the UK and dedicated solely to adult population (age of 18 years and above). In addition, studies were only accepted if they studied the causes of FND, diagnostic procedure, therapeutic interventions, or health and social care service delivery structures with a very narrow focus. Third, to reflect the most current evidence base, gray literature and pre-print sources (medRxiv) were included. The highly systematic filtering process ensured that the final dataset was directly relevant to current clinical scenarios in the UK, specifically addressing the diagnostic variability and inconsistencies of services across the country that are highlighted in existing literature (Ritterbusch & Teichmann, 2023).
  
	Inclusion Criteria 
	Exclusion Criteria

	· Peer-reviewed articles
· Published 2014–2026
· UK-based studies
· Adult populations (18+)
· Focus on causes, diagnosis, treatment, or service delivery
	· Non-UK studies
· Grey literature
· Opinion pieces
· Case reports without broader analysis








The entire search strategy from initial search in the databases to applying filters and inclusion and exclusion and final selection of articles is summarised in following PRISMA flow diagram: 
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Records identified from*:  4 Databases (n= 401)
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Records excluded due to inclusion Criteria (n = 98)
Records identified after exclusion criteria (n= 106)
Studies included in review 
(n= 8)


[bookmark: _Toc231511586][bookmark: _Toc237221139]3.4 Data Collection and Screening Process
Data were collected using a multi-stage screening procedure that was designed to be open, clear, and to ensure methodological reliability and reduce selection bias. After the first execution of the systematic searches of the databases, all the literature retrieved was gathered in a centralised reference management system for identification and removal of duplicate literature. All other citations were then screened for titles and abstracts and this screening process was performed in strict adherence to the pre-determined inclusion/exclusion criteria. This first filter was used to quickly remove any obviously irrelevant studies (Syriani, David, & Kumar, 2024), focussing the papers selected on those that were specific to delivery of FND services in the UK and to adult populations. 
After this initial screening, detailed screening of the remaining full-text articles was done to establish further eligibility criteria. All studies were carefully assessed to ensure they were of a high enough quality for peer-reviewed empirical studies and relevant to health and social care within the UK National Health Service (NHS). This method of selecting studies in a systematic and sequential way minimized the subjectivity of the process of study selection, and resulted in an overall increase in the reproducibility of the review (Smela, et al., 2023). Finally, only high-quality, peer-reviewed articles were included in the final sample that met all of the aforementioned criteria in order to make sure that the data used for the analysis later was solid and credible.

[bookmark: _Toc231511587][bookmark: _Toc237221140]3.5 Data Analysis and Thematic Framework
The data analysis process started with structuring the studies selected at the end into a table in a standardized format. Specific information categories were systematically extracted from each of the included articles, such as authors, year of publication, study design, participant characteristics, major empirical findings, and limitations identified in the articles. This matrix helped to visually integrate the raw data into a single matrix, and enabled a strict comparative analysis of the quality of the studies, which in turn made it possible to carry out the other analytical stages with the extracted text (Squires, 2023). 
After initial organisation a formal thematic analysis approach was followed, to identify any patterns, conceptual linkages and central tensions that emerged in the literature. The data were summarised into four main themes that reflect the clinical, theoretical and systemic aspects of Functional Neurological Disorder (FND) in the UK. The four themes focused on the neurobiological and aetiological foundations of FND; diagnostic complexity, primary care barriers and clinical assessment; multidisciplinary and biopsychosocial interventions; and service delivery gaps, outcome measurement limitations and evidence-based recommendations. These themes enabled the findings to be synthesised across clinical, therapeutic and systemic dimensions of FND within UK healthcare services.
The six pre-defined themes were synthesized, in a critical way, to identify significant gaps in the research and provide clear implications for development of the health service in the UK. The analysis did not just present the results of each paper, but sought to cross-examine the different themes that emerged, for example, how advanced predictions of predictive processing led to the creation of clinical paths in multidisciplinary settings; or how limitations in the measurement of outcomes affected recorded experiences of service users (Kushnir, 2025). This conceptual mapping directly fed into the critical discussion in Chapter 4 which showed how the existing UK care systems did not meet the needs of patients.
[bookmark: _Toc237221141]3.6 Limitations of the Research
There are a number of methodological limitations to be noted in conducting this review. First, the size of the final sample was small (N = 8) which makes it difficult to derive robust and widespread conclusions from the synthesis based on the findings.
Secondly, there is data from the primary literature that is based on small regions and/or specialist groups. There is potential selection bias as primary care survey data were collected from a single ICB network (n = 34), and qualitative data was collected from participants within a single feasibility trial (MODIFI).
Third, to reflect the most current evidence base, gray literature and pre-print sources (medRxiv) were included. These non-peer-reviewed resources should not be interpreted with certainty, but are important for capturing quick clinical advances. Finally, the thematic synthesis process is likely to be subject to subjective interpretation bias as it is a secondary desk-based research by a single researcher, in data extraction and categorisation of frameworks.

[bookmark: _Toc231511588][bookmark: _Toc237221142]3.7 Ethical Consideration
The research is done by secondary analysis of peer reviewed articles openly available on the Internet without any human participants. So it does not require informed NHS ethical approval. References will be used and the research procedures followed by the University will be adhered to so cheating will be avoided. The use of the data will be responsible and transparent, and will follow PRISMA reporting guidelines.





[bookmark: _Toc237221143]CHAPTER 4: RESULTS AND DISCUSSION


RESULTS
[bookmark: _Toc237221144]4.1 Introduction 
This chapter presents the main findings of the systematic literature review (SLR), based on the thematic synthesis of evidence extracted from the eight selected studies. T The chapter first presents the findings under each theme, followed by critical discussion of the evidence, comparison between studies, and consideration of how the findings address the research objectives. The chapter then moves on to discussion of the themes in light of previous studies and continues to identify strengths of the results. The data extraction table is presented in appendix A.
[bookmark: _Toc237221145]4.2 Theme 1: Neurobiological and Aetiological Foundations of FND
In the UK health services, the collaboration of extracted empirical data and the consensus frameworks clearly shows the shift from dualistic thinking towards an integrated bio psychosocial approach to Functional Neurological Disorder (FND). The literature indicates a clear shift away from viewing FND solely as either a structural neurological disorder or a psychogenic condition, instead supporting an integrated biopsychosocial understanding in which biological vulnerability, altered cognitive and emotional processing, and social context interact to influence symptom development and persistence (Nielsen et al., 2015; Nicholson et al., 2020). This represents an important conceptual development because it provides a more clinically acceptable explanation of symptoms while reducing the risk of patients being perceived as experiencing symptoms that are ‘not real’
One major mechanism that has emerged from all the consensus studies is the abnormal self-directed attention and the disruptions of the habitual movement patterns (Nielsen et al., 2015). Nielsen et al. (2015) emphasised abnormal self-directed attention and disrupted habitual movement patterns as important maintaining mechanisms, while Conwill et al. (2014) provided empirical support for the role of emotional and cognitive processes through improvements following CBT-based intervention. Taken together, these findings suggest that FND cannot be adequately understood through a purely neurological explanation, although the small sample of Conwill et al. (2014) limits the strength with which psychological mechanisms can be generalised across the wider FND population. In their pilot study, they showed that targeting cognitive and emotional distress mechanisms resulted in statistically significant selective benefits for emotional well-being (p = 0.04) and for role limitations due to emotional health (p = 0.04) for NEA patients with functional motor symptoms, suggesting that emotional stress processing directly interacts with functional symptom expression.
The findings that are extracted also shed light on the strong effect of aetiological framing of the patient's diagnostic trajectory. Qualitative data from Pritomanova et al. (2025; 2026) show that the patients suffer a lot of problems due to difficulties in the diagnosing processes of aetiology. FND presented in a clear, non-judgemental bio psychosocial framework recognises the reality of patient's physical symptoms, provides a tangible rationale for rehabilitation (Nielsen et al., 2015, Nicholson et al., 2020). On the other hand, a poor explanation or understanding of aetiological models was shown to be associated with much worse relationship with the healthcare system in FND patients than in patients with other organic conditions such Multiple Sclerosis (MS) (p < 0.001) in an evaluation of services for patients with FND and other organic conditions by O'Keeffe et al. (2021). Overall, the evidence suggests that communicating FND through a clear biopsychosocial framework is clinically important because diagnostic explanations can influence patient engagement, trust and willingness to participate in rehabilitation. For NHS services, this highlights the need for consistent, non-judgemental explanations of FND across primary, secondary and specialist care rather than relying on variable clinician interpretations.
[bookmark: _Toc237221146]4.3 Theme 2: Diagnostic Complexity, Primary Care Barriers, and Clinical Assessment
The data gathered shows key weaknesses and systemic delays in healthcare pathways where patients first interact with healthcare services and receive a diagnosis in the UK. Primary care practitioners act as the damper on the National Health Service (NHS) first point of contact, but Tallentire et al. (2026) data found that there is a huge lack of front line clinical readiness. A similar proportion of primary care physicians surveyed (8.8%) felt confident in their ability to diagnose FND in general practice, and 8.8% were well prepared to treat FND. Lack of confidence directly reflects training deficits, and both perceived adequacy of training in recognising FND and in explaining FND to patients were highly correlated with clinician confidence in the recognition (ρ = 0.559) and explanation (ρ = 0.547) of FND. The finding that only 8.8% of surveyed primary care clinicians felt confident in diagnosing FND indicates a substantial training and capability gap, particularly because primary care represents an important entry point into NHS neurological pathways. The association between training adequacy and clinician confidence further suggests that limited knowledge, rather than simply the inherent complexity of FND, may contribute to delayed recognition.
This front line diagnostic gap has a huge effect on patient course of treatment, causing extended diagnostic searches and friction. The study by Pritomanova et al., (2025; 2026) shows that people with FND experience a lengthy arduous journey towards a diagnosis, during which they have intense physical challenges and uncertainty. Getting a formal diagnosis of FND (at some stage) is a positive experience that gives a sense of relief and validation, but the diagnostic process itself is a very stressful one across NHS services (Pritomanova et al., 2025; 2026). Structured pathways for primary care assessment are lacking, which often results in incorrect referrals and delays in accessing specialists, and in the initial communication with the clinician, an inconsistent explanation of the clinical situation.
Comparative quantitative data is a further confirmation of the clinical consequences of these diagnostic barriers. The patient experience in tertiary neurology clinics in the NHS was compared by O'Keeffe et al. (2021) between FND and MS patients, and they reported that FND patients experienced significantly more issues, both with their overall diagnosis and treatment, than MS patients (p = 0.003). Moreover, FND patients were much more likely to be less satisfied with patient-centred care (p<0.001) and markedly less likely to have a good relationship with health care professionals (p<0.001) (O'Keeffe et al., 2021). The comparison with MS is particularly significant because FND patients reported greater difficulties with diagnosis, patient-centred care and relationships with healthcare professionals (O'Keeffe et al., 2021). However, these differences should not be interpreted as evidence that FND is inherently more difficult to manage than MS; rather, they may reflect differences in clinician familiarity, diagnostic confidence and established care pathways. This highlights the need for improved FND education and more consistent assessment and referral pathways within NHS services.
[bookmark: _Toc237221147]4.4 Theme 3: Comparative Evaluation of Multidisciplinary and Biopsychosocial Interventions
The findings extracted illustrate the need for structured, multidisciplinary interventions, and a bio psychosocial approach to be effective in managing functional neurological disorder (FND) in health services in the UK. The synthesised studies demonstrate a range of different treatment approaches to non-pharmacological therapy, such as specialist physiotherapy, specialist occupational therapy, cognitive behavioural group therapy which shows differing degrees of clinical efficacy, feasibility and functional impact in various NHS delivery settings.
Multidisciplinary rehabilitation is an integral part of rehabilitation and involves specialist physical & occupational therapy. The consensus recommendations of Nielsen et al. (2015) and Nicholson et al. (2020) suggest that physiotherapy and occupational therapy should be personalized to target dysfunctional movement habits, illness beliefs and self-directed attention by functional activity retraining and self-management techniques. Nielsen et al. (2024) built on these clinical frameworks and looked at the pragmatic multicentre phase 3 trial (Physio4FMD) which included 11 NHS hospitals (n = 241). At 12 months, Physio4FMD found no statistically significant difference in self-reported physical functioning between specialist physiotherapy and treatment as usual through community neurological physiotherapy (adjusted mean difference 3.5, 95% CI −2.3 to 9.3; p = 0.23) (Nielsen et al., 2024). This finding challenges the assumption that specialist tertiary physiotherapy is necessarily superior to community-based rehabilitation and suggests that the organisation and accessibility of care may be as important as the specialist status of the provider. Although the primary outcome did not demonstrate a statistically significant difference, participants receiving specialist physiotherapy reported improvements in motor symptoms and mental health outcomes (Nielsen et al., 2024). This apparent difference between the primary quantitative outcome and subjective improvements suggests that generic measures of physical functioning may not fully capture the multidimensional benefits of FND rehabilitation. Therefore, the findings should not be interpreted simply as evidence that specialist physiotherapy is ineffective
The psychological and the CBT modalities are also shown to be feasible and selective in clinical benefits. Conwill et al. (2014) found a significant improvement for emotional well-being (p = 0.04) and role limitation due to emotional health (p = 0.04) in a weekly CBT-based group therapy intervention in an NHS neuropsychiatry service (N = 16) with a positive mean Clinical Global Impression improvement score of 2.4. The quantitative results are in line with the qualitative results of Pritomanova et al. (2025; 2026), with service users during feasibility trials (MODIFI) highlighting the importance of personalized, compassionate therapeutic support for patients, who need to be empowered to do more than just navigate their way back to everyday functioning.
Though these multidisciplinary interventions have been shown to be beneficial, literature reports significant barriers to access and service delivery. Access to multidisciplinary support is a significant barrier to primary care clinicians (Tallentire et al. 2026) and FND patients have much greater difficulties accessing community care than MS patients (p=0.001) (O'Keeffe et al. 2021). Overall, the evidence supports multidisciplinary rehabilitation but also demonstrates considerable variation in access and service organisation. For the NHS, the priority should therefore be not simply to increase specialist provision, but to establish coordinated pathways that allow patients to access appropriate physiotherapy, occupational therapy and psychological support at the right stage of their care.
[bookmark: _Toc237221148]4.5 Theme 4: Service Delivery Gaps, Outcome Measurement Limitations, and Evidence-Based Recommendations
The theme that is synthesized is the final one that covers the structural gaps in service delivery, methodological challenges in clinical trials and priority areas for future research and National Health Service (NHS) policy. The theme of an apparent lack of correspondence between national standards (e.g. the NICE guideline NG252, NHS England's minimum service requirements) and locally available clinical services is consistently apparent in the text of the literature extracted from the UK.
Very few strategies are available to help individuals with FND manage these conditions long-term, due to structural and community barriers. Tallentire et al's (2026) evaluation of NHS primary care clinicians found that two thirds of GP practitioners were very clear that there should be a specific FND service to address the critical need for multidisciplinary support. This primary care shortfall is a direct contributor to access barriers that people report when accessing services. The data from O'Keeffe et al. (2021) indicate that there is a strong quantitative difference between the access FND patients have to community care and MS patients (p = 0.001). Poorly coordinated, community-based, multidisciplinary care results in patients being un-supported after initial diagnosis or after being discharged from certain hospitals.
One of the most important methodological conclusions from the empirical trial literature is that the outcome measures in use in FND research are not particularly good. The multicentre Physio4FMD phase 3 trial by Nielsen et al. (2024) showed that although patients showed subjective improvements in motor symptoms and mental health, the primary outcome measure (i.e. self-reported physical functioning domain of the generic SF-36 questionnaire) did not show statistically significant difference at 12 months (p = 0.23). This limitation is also evident in Conwill et al. (2014), where the small sample size (N = 16) restricted generalisability and limited the ability to assess longer-term functional change. In contrast, the larger multicentre Physio4FMD trial provided stronger evidence regarding effectiveness, but its reliance on the SF-36 primary outcome similarly raises questions about whether commonly used measures are sufficiently FND-specific (Nielsen et al., 2024). The consistency of this limitation across studies strengthens the argument for developing validated FND-specific outcome measures. These findings suggest that generic quality-of-life measures such as the SF-36 may have limited sensitivity to clinically meaningful changes in FND, particularly where improvements occur in specific motor symptoms, confidence, psychological wellbeing or everyday functioning. Consequently, reliance on a single generic outcome measure may underestimate the effectiveness of interventions and make comparisons between specialist and community services more difficult.
A number of evidence based recommendations are highlighted in the literature to overcome these systemic and research limitations. The aim of assessment in expert consensus frameworks is to have structured, prospective evaluation of the technique to validate specific physiotherapy and occupational therapy techniques (Nielsen et al., 2015; Nicholson et al., 2020). In addition, researchers call for the immediate creation of a consensus-based evidence-based triage system that would efficiently allocate the level of care to the community or specialist care (Nielsen et al., 2024). These recommendations, along with the excellent primary care training programmes and increased services in the region, serve as the critical pathway to enhancing patient outcomes and service quality within the NHS (Tallentire et al., 2026; Pritomanova et al., 2025; 2026).
[bookmark: _Toc237221149]4.6 DISCUSSION
[bookmark: _Toc237221150]4.6.1 Theme 1: Neurobiological and Aetiological Foundations
This finding that FND does not necessarily involve structural pathology and is not a psychological conversion disorder (Pick,  et al., 2018) but rather a disorder of predictive processing and network connectivity is consistent with work in the neurobiological literature (Keynejad, et al., 2015). Addressing the doctor-patient disconnect which has been described in the NHS in the field of neurology (Stone, Burton, & Carson, 2020), it is a direct representation of non-fault mechanism explanations that validate physical suffering and reduce iatrogenic harm. Moreover, evidence for emotional processing benefits as a result of CBT (Van Veluw, et al., 2017) supports the national guidelines that promote dual-neuropsychiatric frameworks rather than the ‘dualistic’ approach that has been followed for many years (Petersen, et al.2018).
[bookmark: _Toc237221151]4.6.2 Theme 2: Diagnostic Complexity and Primary Care Barriers
The lack of confidence in primary care (8.8%) and high correlation between training and diagnostic recognition of Gilmour et al. (2020) are consistent with primary care knowledge gaps across the health service. This frontline bottleneck directly accounts for the long diagnostic journeys, distress and increased dissatisfaction experienced by service users compared to those with an organic condition such as MS experienced by service users, as reported (Tait, et al., 2020). If GP's are not early to recognise and communicate with the patient, patients may be stuck in unhelpful tertiary investigations and disjoint communication pathways.
[bookmark: _Toc237221152]4.6.3 Theme 3: Multidisciplinary and Biopsychosocial Interventions
This is in keeping with the European consensus for structured multidisciplinary rehabilitation (SMDR) (Nicholson et al, 2020) which supports integrated motor and functional rehabilitation. The Physio4FMD trial, however, found no statistically significant difference in the primary physical outcome between specialist hospital physiotherapy and community neurological care (Nielsen et al., 2024). This finding challenges a specialist-centred model of FND rehabilitation and suggests that appropriately supported community services may provide effective alternatives, potentially improving accessibility and reducing pressure on specialist NHS services. This discovery suggests that community physical rehabilitation can be as safe or effective as the tertiary care physical rehabilitation units, supporting national strategic initiatives (NHS England minimum service standards) to move care forward, and to develop a clear regional triage system.
[bookmark: _Toc237221153]4.6.4 Theme 4: Service Delivery Gaps and Measurement Limitations
The reported demand for dedicated FND services and continuing barriers to community access indicate a potential gap between recommended standards of care and the availability of services in practice (Nicholson et al., 2020). From an NHS perspective, this suggests that policy recommendations alone are insufficient unless accompanied by appropriate workforce training, commissioning, funding and clearly defined referral pathways.
Recommendations of NICE NG252 and the current funding allocation in the NHS. In terms of methodology, the non-sensitive measures of subjective motor improvement using generic questionnaires such as SF-36 is similar to the methods criticized in FND clinical trial design (Espay et al., 2018). The lack of instruments to measure functional fluctuations in a validated manner, specifically for FND, highlights the importance of developing appropriate measures for outcome in future prospective studies.
[bookmark: _Toc237221154]4.7 Strengths of this Research
One major methodological advantage of this review is that it was geographically and contextually so focused on the National Health Service (NHS) healthcare architecture. The evidence, based on a rigorous methodological synthesis of contemporary empirical data and expert consensus frameworks relevant to the UK health system, offers directly relevant insights into the diagnostic, therapeutic and structural issues specific to the UK health system.
In addition, the review is methodologically robust, combining quantitative review of trial evidence (including the landmark Physio4FMD multicentre trial) and qualitative journey of the service-user with reflexive thematic review of diagnostic journeys. With this mixed-evidence synthesis, it is possible to assess the evidence from the statistical parameters as well as the patient's subjective experiences in a balanced way.
Lastly, the review clearly relates its themes to key national indicators such as the NICE NG252 guidelines and NHS England minimum service requirements. When mapping empirical findings directly to operational primary care bottlenecks and multidisciplinary triage limitations, the review is a catalyst for actionable recommendations for policy reform and clinical practice based on evidence.


[bookmark: _Toc237221155]CHAPTER 5: RECOMMENDATIONS AND CONCLUSION

5.1 Recommendations
This dissertation focused a qualitative secondary analysis on the functional neurological disorder (FND) in the UK, identifying its etiology, the way it is diagnosed, the different approaches to treating FND and implications for health and social care practice. The results showed that although knowledge about FND has advanced at least from the older psychogenic and exclusion-based perspectives to more neurobiological and biopsychosocial integrated approaches, there are still many issues regarding the transfer of knowledge to a consistent clinical practice. Thus, recommendations are directed towards: improving the practice of diagnoses, increasing multidisciplinary care support, dampening the stigma, increasing measurement of outcome, and narrowing gaps in research and in services.
An important recommendation is for FND education and training for primary care professionals in the UK to be improved and enhanced. Only 8.8% of primary care clinicians reported confidence in their diagnosis of FND and training level was positively correlated with confidence in diagnosis and training in the explanation of the condition. The lack of front line confidence causes long diagnostic journeys, inappropriate referrals and patient distress. Hence, there is a need for structured FND education within the continuing professional development (CPD) of other healthcare professionals (including GPs). Training should incorporate modern explanations of the neurobiology and biopsychosocial aspects, evidence positive clinical signs and communication skills and appropriate referral pathways.
The second one aims to establish and operationalise more consistent positive diagnostic pathways across services in the UK. The results suggest a re-thinking of the concept of FND more as a work-up package that excludes structural disease rather than a diagnosis after failure of investigations. Certain clinical markers, such as those listed below, have been recognised and may support diagnosis and help overcome the challenge of 'feigning' or 'malingering' FND. Significant regional differences were noticed in diagnostic practice and the implications of the variations were pointed out, such as missed diagnosis and patients' disappointment with care. A more standardised pathway would facilitate early recognition, communication between the primary and specialist services, and avoid unnecessary investigations.
Third, improving access to co-ordinated multidisciplinary and biopsychosocial services for the NHS. This suggests that a one size fits all treatment for FND is unlikely to be effective as symptoms may be both physical and psychological, cognitive and social. Also, recovery may be achieved by means of appropriate specialist physiotherapy, psychology and occupational therapy interventions. Evidence from Physio4FMD is particularly relevant as specialist physiotherapy was not seen to be better than usual community neurological physiotherapy overall in the main outcome – the SF-36 physical functioning item, but better in motor symptoms and mental health was reported. This indicates the need to seek treatment care for FND, which doesn't have to be done exclusively through highly specialised tertiary centres. Rather, there should be a greater role within well-defined regional systems for a community based workforce that is appropriately trained.
The fourth recommendation is to be greater focussed on patients-centred and stigma free communication. The negative patient experiences, issues with building the therapeutic relationship, and sense of stigma in the health system were identified during the review. There were reports that FND patients were more likely to be less satisfied with patient-centred aspects of care and have less satisfaction with care from healthcare professionals compared to patients with MS. Healthcare professionals should thus give explanations and assurations of symptoms which are clear, respectful and non-judgemental, validate the symptoms and explain the biopsychosocial and neurobiological mechanisms involved. Patient engagement in their treatment plan also can improve engagement and self-management.
Further recommendations include outcome measurement and further research. There are current indications that in patients with FND, the SF-36 is not sensitive enough to changes in motor symptoms and/or functional ability. Researchers need to be creating and testing FND-specific physical functioning and psychological wellbeing outcome measures and measures ratings which capture symptom severity, quality of life and patient-defined recovery. Larger and more representative samples, longer follow-up and prospective designs are also recommended for further studies. This is especially relevant as only eight studies were available for the current review and only these studies could be generalised for all services in the UK. The authors of the study consider small samples, evidence found on a region level and the researcher's interpretation bias as methodological shortcomings.
5.2 Conclusion
Aiming to look at FND from a multidisciplinary dimensions, the aim of this dissertation was met by critically reviewing the evidence for causes of FND, diagnosis and therapeutic strategies in the UK and to making recommendations for health and social care practice based on that evidence. The study was structured around the aim throughout all its five chapters, beginning with the rationale and the aim of the research, a critical review of the literature was conducted, an application of a qualitative secondary research design and a thematic analysis was done and finally the findings were used to formulate the recommendations.
The first aim was exploring the prevailing theories of aetiology and neurobiology of FND. Evidence from the review indicated that FND is a growingly understood condition, through an integrated framework of a range of neurobiological, attentional, predictive-processing, stress-related and psychosocial mechanisms, more than simply being a psychological symptomology. One of the important findings was the interrelated aspects of altered attention, dysfunctional movement patterns, stress-related mechanisms, and the biopsychosocial factors. This was therefore achieved by illustrating that there were several different dimensions to FND and the consequences for clinical understanding.
The second goal of the study was to review critically the current diagnostic models and clinical evaluation algorithms available in the UK. Some significant omissions and deficiencies in both the primary care confidence and consistency in diagnosis and referral pathways were revealed. The evidence highlighted that diagnostic journeys that are prolonged and lack consistency can increase patient uncertainty and/or dissatisfaction. This finding thus underpins the need for a positive and 'standardised' approach to diagnosis in UK services rather than persisting with an exclusionary approach.
The third goal was to compare therapeutic interventions including multidisciplinary and biopsychosocial interventions. The results indicated that specialist physiotherapy, O.T., and psychological treatment can be of great value, however, requires the correct patient selection, coordination and access. Additionally, evidence also highlighted that community-based neurological rehabilitation might be able to deliver outcomes comparable to physiotherapy specialist rehabilitation, further highlighting the need for integrated models of care rather than solely tertiary. 
Lastly, the fourth goal established was to formulate evidence-based recommendations and research and service gaps. There remained some sub-regional variability but also there was a clear need to improve access to multidisciplinary services, primary care training, outcome measurement, and reduce stigma. The review thus concludes that there is a need for better professional training, more standardised diagnostic process, better co-ordination of multi-professional care, more patient-centred communication and better FND-specific outcome measures.
It is concluded that there is a need for a much closer association between modern, neurobiological, knowledge and day to day clinical use of FND in the UK as a whole. The evidence base is sparse and the limited number of studies included and the mostly small sample sizes, but consistent, suggest that weak systems and heterogeneity can have a negative impact on patient experience and effective service delivery. The best way forward for future UK practice is through a co-ordinated biopsychosocial model, backed by earlier diagnoses, multidisciplinary rehabilitation, suitable outcome measures, and considerate communication. In this way the dissertation has stayed directed to its title, aim and the four objectives and it gives an evidence base for the improvement of the quality, consistency and patient centredness of FND services throughout the UK. 
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	N = 355 enrolled adult participants with clinically definite functional motor disorder (FMD). Primary complete-case analysis included n = 241 participants (n = 138 specialist physiotherapy, n = 103 TAU).
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