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Abstract: BackgroundBackground: Successful management for functional neurological disorder (FND) requires
multidisciplinary involvement starting with providing a definitive diagnosis.
ObjectivesObjectives: To observe clinical management of patients with FND during hospital admission.
MethodsMethods: A prospective observational study was conducted over six Australian hospitals over a 4-month period.
Data collected included patient demographics, communication of the diagnosis of FND, access to the
multidisciplinary team, hospital length of stay (LOS), and emergency department (ED) presentations.
ResultsResults: A total of 113 patients were included. Median LOS was 6 (interquartile range, 3–14) days. Thirty-five (31%)
presented to ED with 9 (8%) re-presenting two or more times after hospital discharge. Total hospital utilization
cost was AUD$3.5million. A new diagnosis was made in 82 (73%) patients. Inpatient referrals were made to
neurology (81, 72%), psychology (29, 26%), psychiatry (27, 24%), and physiotherapy (100, 88%). Forty-four (54%)
were not told of the diagnosis. Twenty (24%) did not have their diagnosis documented in their medical record.
Of the 19 (23%) not reviewed by neurology on non-neurosciences wards, 17 (89%) did not have their diagnosis
communicated and 11 (58%) did not have it documented. Twenty-five (42%) referred to neurology were not
provided with a diagnosis.
ConclusionsConclusions: Current gaps in service provision during inpatient hospital admissions in Australia include low rates
of communication of a diagnosis, particularly when patients are not located on a neurosciences ward, and
limited and variable access to inpatient multidisciplinary teams. Specialized services are needed to improve
education, clinical pathways, communication, and health outcomes while reducing healthcare system costs.

Functional neurological disorder (FND) is a term given to the
disorder of voluntary motor or somatosensory nervous system. It
is diagnosed with typical clinical features and based on internal
inconsistency.1 The prognosis is poor with symptoms persisting
or worsening in 50% of people with FND at long term follow
up.2 This may explain why FND are associated with significant
healthcare costs.3–7 To date, Australia has no health economic
related to inpatient care of people with FND.

Diagnosing and exploring epidemiology and healthcare costs
has been difficult because of the evolution of the diagnostic
criteria,8 the tendency to experience multiple symptoms
simultaneously,9 and because symptoms often mimic organic def-
icits.10 This diagnostic evolution explains the various synonyms
for these disorders including “conversion disorder” and “psycho-
genic symptoms”.11 As a result, FND are commonly only diag-
nosed after lengthy delays resulting in poor outcomes based on
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inappropriate treatments and costly evaluations.12,13 Adding to
the complexity is the variety of phenotypes patients with FND
experience. The most common symptoms experienced in hospi-
tal are dissociative episodes and motor symptoms.9 Pain, fatigue,
and co-morbid psychiatric illness are also common.9,13

The most successful treatment for FND incorporates both physi-
cal and psychotherapeutic modalities after a patient has been pro-
vided their diagnosis.10,12 The value of inpatient multidisciplinary
team management is well established in the literature.14–20 Patients
may require care during an acute inpatient admission, after which
they may transition directly to the community or transition via inpa-
tient rehabilitation, particularly if they are not able to complete
instrumental and personal activities of daily living independently or
with minimal assistance. Following hospital admission, care transi-
tions to outpatient programs, or other community-based providers.

Health professionals often have negative attitudes toward
patients with FND, although FND leads to high levels of disabil-
ity and distress.21,22 Patients with FND report feeling abandoned
because of poor treatment access, experience iatrogenic harm
associated with inappropriate treatment,22,23 feel that disciplines
and specialties are “passing the buck”,24 and highlight experi-
ences of medical and social stigma causing elevated levels of fear
and apprehension.25

In 2012, the National Health Service (NHS) in Scotland publi-
shed a report entitled “Stepped care for functional neurological symp-
toms."26 This report recommended that patients need to be
diagnosed by a neurologist, and have the diagnosis appropriately
explained to them, as the first step of successful management. If
this step does not translate to a clinical improvement, then the
report suggests the neurologist should move to steps 2 (referral to
appropriate therapies, ie, physiotherapy and psychology) and
3 (referral to specialist therapy services, ie, dedicated FND special-
ists or chronic pain services). In Australia, there are several barriers
to implementing these recommendations. In a survey of Australian
health and medical professionals, most participants reported poor
education and knowledge about FND.11 Furthermore, resource
pressures are cited as limitations for management particularly in
hospital settings, causing inpatients with FND to be deprioritised.24

To explore the current clinical care for inpatients with FND in
Australia, a prospective observational study was conducted.

Objectives
This study had two aims. First, to observe existing inpatient models
of care for people with FND in Australian hospitals. Second, to
compare those observations of practice to the NHS guidelines.

Methods
Study Design
This prospective observational study occurred at six public hospi-
tals in Queensland, Australia. A description of each hospital

profile is available in Table S1. The data collection period at each
site was 4 months, between February 2021 and March 2022.

Participants
Participants were sourced from various inpatient hospital wards
including neurosciences, subacute rehabilitation, general surgical
units, orthopedics, intensive care, and general medicine. An
inpatient ward was defined as a clinical ward to which patients
were admitted for at least an overnight stay. To be eligible,
patients had to be over 18 years of age, and either: (1) had
received a definitive diagnosis of FND from their treating medi-
cal team, or (2) the treating medical team were providing clinical
care as if they had FND (or another diagnostic term known to
be synonymous with FND) without having provided the defini-
tive diagnosis to the patient. The diagnosis (or absence of a diag-
nosis in the presence of FND clinical management) of FND
could have taken place during the patient’s current admission, or
before their current admission (ie, been acknowledged as a pre-
existing condition by the treating medical team). Patients were
excluded if: (1) the treating medical team did not communicate
with the physiotherapist that they were managing the patient as
having FND; or (2) the physiotherapist alone suspected the per-
son of having FND.

Study Procedure
Current inpatient models of care for people treated as having
FND were observed at each site. There was a local research rep-
resentative (physiotherapist) at each site, responsible for the con-
duct of the study at their respective site, who educated their
colleagues on the study purpose and participant eligibility criteria
via staff meetings and regular emails. Through usual inpatient
practices including multidisciplinary ward round or handover
meetings, physiotherapists identified potential participants and
alerted their local representative. After confirming that the par-
ticipant was eligible, each local representative conducted a medi-
cal chart review to extract data as well as recording information
provided to them by the ward physiotherapist (eg, information
from meetings and clinical handovers). The data from across sites
was collated by researchers A.H. and D.P., and cleaned in prepa-
ration for analysis. A.L. reviewed the dataset to confirm FND
phenotypes and identify diagnostic methods of treating team.

Outcome Measures

A data collection tool (Table S2) was created by the research
team to record extracted data based on a literature review. This
tool underwent expert review before assure content and face
validity (D.P., A.L., and E.G.). The tool prompted the local
physiotherapy representative to extract data related to the diag-
nosis and presenting condition, referrals to key disciplines (psy-
chology, physiotherapy, neurology, and psychiatry), inpatient
length of stay (LOS), ward clinical area, ongoing referrals for
community follow-up, and information regarding accessing the
National Disability Insurance Scheme (NDIS).

MOVEMENT DISORDERS CLINICAL PRACTICE 2023; 10(5): 774–782. doi: 10.1002/mdc3.13718 775

PETRIE D. ET AL. RESEARCH ARTICLE

 23301619, 2023, 5, D
ow

nloaded from
 https://m

ovem
entdisorders.onlinelibrary.w

iley.com
/doi/10.1002/m

dc3.13718, W
iley O

nline L
ibrary on [09/09/2023]. See the T

erm
s and C

onditions (https://onlinelibrary.w
iley.com

/term
s-and-conditions) on W

iley O
nline L

ibrary for rules of use; O
A

 articles are governed by the applicable C
reative C

om
m

ons L
icense



The information regarding diagnosis and patient awareness of
diagnosis was sourced from one or more of the following: medi-
cal chart; multidisciplinary meeting; and clinical handover. Occa-
sionally medical staff discussed not providing the diagnosis to the
patient with the multidisciplinary team, which was noted by
ward physiotherapists. Evidence of provision of diagnosis
included documented provision of FND related education.

Cost Data
Estimated daily hospital fee costs were provided by the
Queensland Department of Health. This does not include
pharmaceutical, medical imaging, specialist or multi-
disciplinary management costs. For the number of hospital
days, the admission date was defined as day zero. Patient-days
were considered equivalent to the number of midnights spent
in the hospital. Emergency department (ED) cost per presen-
tation was estimated in accordance with billing data from the
finance department of one of the participating hospitals. Total
cost was calculated by multiplying bed days by estimated daily
hospital fee then adding each ED presentation cost based on
triage code.

Synonyms
Alternative terminology for FND was extracted from each eligi-
ble medical record. These synonyms were based on existing liter-
ature and investigator experience.

Phenotypes and Diagnostic
Rationale
Symptom phenotypes and assessment procedures by the treating
doctors was extracted from each eligible medical record and then
summarized. Medical assessment was grouped as “Positive Signs”
or “Medical Investigations” or “Unclear”.

Data Analysis

Data were analyzed in Microsoft Excel and STATA (v14,
STATA Corp, College Station, Texas, United States). Sum-
mary statistics were prepared for all variables using number
(percentage) for categorical data and mean (standard deviation
[SD]) or median (interquartile range [IQR]) for continuous
data, as appropriate. Histograms of continuous data were
inspected to determine normality. Associations between vari-
ables were explored by using either a χ2 test for two dichoto-
mous categorical variables or a Mann Whitney-U test for a
non-normal continuous variable and a dichotomous categori-
cal variable. Significance was set at α = 0.05.

Results
Demographics
Six public hospitals recorded 140 episodes of care for n = 131
people with FND, n = 113 of those admitted for their FND.
The mean (SD) age of patients was 45.4 (16.83) years. There
were more females (85, 75%) than males (28, 25%). Seven
(6.2%) had more than one inpatient admission at the same hospi-
tal within the study period.

Sixteen (16%) were deemed eligible by the treating team for
NDIS, with nine of these patients (56%) approved during their
inpatient admission.

Diagnosing FND
The medical records during 97 (86%) admissions contained the
terms “FND”, “functional neurological disorder”, “functional
overlay” or “functional” with reference to symptomatology (ie,
functional gait disturbance) documented. Remaining admissions
extracted 23 different synonyms. The most frequent was “disso-
ciative episode” (n = 9), followed by “pseudoseizures” (n = 5),
“conversion disorder” (n = 4), “non-organic” (n = 4), “hemiple-
gic migraine” (n = 3), “dissociative attack” (n = 2), and “psy-
chogenic non-epileptic seizures (PNES)” (n = 2). In addition,
the following terms appeared once (n = 1): “anxiety related
movement disruption”, “atypical seizure disorder”, “behavioural
seizure”, “does not fit with organic”, “epileptic functional sei-
zures”, “fluctuating paraesthesia”, “no anatomical cause”, “non-
specified neurological disorder”, “malingering/previous avoidant
behaviours”, “psychosomatic”, “somatic overlay”, “somatisation”,
“somatoform disorder”, and “transient expressive aphasia”.

Fifty-three (38%) admissions were for patients with a pre-
existing diagnosis of FND. Of those admissions, two-thirds
(31, 58%) were for management of FND. Of those who had
FND listed in their past medical history, two (4%) were not
aware they had FND.

Of the 82 newly diagnosed patients, 44 (54%) were not
provided the diagnosis of FND, despite the treating team
managing the patient as having FND. Twenty (24%) did not
have their diagnosis documented in their medical record, but
rather their diagnosis of FND was verbally communicated
only to the treating teams. Figure 2 summarizes how new
diagnoses of FND were communicated with patients. A
minority (31, 38%) of newly diagnosed patients were managed
on a neurosciences ward.

Hospital Service Cost Burden
Median hospital LOS was 6 days (IQR, 3–14) with a total bed
day count of 1454 days. Participants presented across all clinical
areas (Fig. 1). The number of admissions that were followed by
an ED presentation within 28 days of hospital discharge was
35 (31%), with nine (8%) admissions being followed by two or
more ED presentations in this period. Total bed day cost was
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FIG. 2. Communication and documentation of new FND diagnoses during episodes of care.

FIG. 1. Proportion of patients from different inpatient clinical areas across the six participating hospitals.
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AUD$3,444,235.20 (average $30,479.96 per episode) and total
cost of ED presentations within 28 days was AUD$56,297.05.

Multidisciplinary Management in
Hospital and After Discharge
Eighty-one admissions (72%) included an inpatient referral to
neurology, 29 (26%) to psychology, 27(24%) to psychiatry, and
100 (88%) to physiotherapy. Table 1 outlines the ongoing refer-
rals for community follow-up following hospital discharge.

Discharge Planning
Most admissions (100, 88%) ended with discharge directly home.
At the end of the study data collection period, 3 (3%) patients
remained an inpatient. The remaining were discharged to
interim care, residential aged care facilities or transferred to
another hospital for ongoing management.

Phenotypes and Diagnostic
Rationale
Table 2 presents the FND phenotypes grouped. Most diagnoses
were made using Positive Signs (85, 75%), 21 (19%) using

Medical Investigations, and seven (6%) were unclear. Two (2%)
were managed as having FND, but symptoms were likely
because of another neurological condition.

Exploration of Relationships
Between Variables
Table 3 presents a comparison of FND diagnosis, specialty follow
up, ED presentations, and inpatient admission to a neurosciences
ward. There was no relationship between diagnostic status and
presentation to ED after hospital discharge. There was a signifi-
cant relationship between diagnostic status and management on a
neurosciences ward—the proportion of patients who had
received a diagnosis of FND on the neurosciences ward (32 of
41, 78%) was higher than those with a diagnosis on another type
of ward (37 of 72, 51%; P < 0.01).

Presentation to ED after hospital discharge and management
on the neurosciences ward were not related to outpatient referral
rates (see Table 3), with the exception of outpatient referrals to
neurology—more patients managed on a neurosciences ward
(27 of 40, 68%) were referred compared with those managed on
another type of ward (24 of 71, 33%; P < 0.01).

Discussion
This study provides a unique hospital-wide view of inpatient
management of FND, in contrast to the majority of existing
publications, which have focused on targeted inpatient rehabilita-
tion programs.9 Half of newly diagnosed patients in our study
had not had the diagnosis of FND communicated to them.
Although 88% of admissions were referred to physiotherapy,
only 26% were referred to psychology. These findings demon-
strate that patients with FND in Australian hospitals are fre-
quently not receiving appropriate care according to the NHS
guidelines and ongoing emerging evidence.26,27

Despite evidence to suggest that misdiagnosis of FND nega-
tively impacts overall prognosis,28 our findings indicate that this
crucial first step, communicating the diagnosis to the patient,
remains a challenge. This may be because of several reasons: most
health professionals have received little or no education about
the diagnosis and management of FND and the self-reported

TABLE 1 Number of multidisciplinary referrals and type of follow up community services arranged on hospital discharge

Follow-up model of care
Neurology,
No. (%)

Psychology,
No. (%)

Psychiatry,
No. (%)

Physiotherapy,
No. (%)

Total referrals for community services: 51 (45) 36 (32) 14 (12) 57 (50)

Private OPD 3 (3) 19 (17) 5 (4) 12 (11)

Public OPD 48 (42) 17 (15) 9 (8) 40 (35)

NDIS 0 0 0 1 (2)

Abbreviations: OPD, outpatient department; NDIS, National Disability Insurance Scheme.

TABLE 2 FND phenotype groups

Motor + sensory 29

Seizure + sensory 0

Motor + seizure 8

Mixed (>2) 41

PNES only 9

Motor only 12

Sensory only 1

Motor + swallow/speech 6

Other 5

Total 111

Abbreviations: FND, functional neurological disorder; PNES, psychogenic
non-epileptic seizures.
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knowledge base is poor.11 Additionally, negative attitudes toward
patients with FND are common among health professionals and
many feel uncomfortable explaining FND as a possible diagno-
sis.11 This is confounded by a gray area created with modifying
diagnostic disclosure based on patient receptivity.29 This imposes
limitations to open and ethical communication, which can per-
petuate chronicity of symptoms and increase barriers for delivery
of effective multidisciplinary intervention.24

Reduced communication of FND through medical record
documentation may be linked to the ongoing confusion or
reduced confidence about defining and diagnosing FND. Other
potential drivers reported in the literature include doctors still
incorrectly treating FND as a diagnosis of exclusion,30 continu-
ing to fear misdiagnosis,12 and holding FND to a higher diagnos-
tic threshold than other neurological disorders.31 There are

ethical implications of withholding a diagnosis and limitations to
capturing the required services to manage FND.

Health professionals’ general uncertainty regarding the condi-
tion may also be attributed to the evolution of understanding
FND as a diagnosis, as reflected by the variety of terminology
used to describe it. The alternative terms extracted from medical
charts in this study do not reflect our current understanding of
FND (ie, as a psychogenic disorder), or they describe what the
condition is not (ie, non-organic). Using the term “functional”
provides a platform toward discussing the accepted and current
understanding of neurobiological mechanisms.32,33 In addition,
FND is accepted by clinicians and the public, in contrast with
other terms that are viewed as offensive.34 Even among experts,
terms such as “dissociation”, “psychogenic non-epileptic sei-
zures”, and “functional seizures” are used interchangeably to

TABLE 3 Comparison of provision of diagnosis, specialty follow up, emergency department presentation, and management on a neurosciences ward

ED presentation <28 days
of hospital discharge Managed on neurosciences ward

Yes (n = 35) No (n = 76) P-value Yes (n = 41) No (n = 72) P-value

Provided with FND diagnosis (3 categories)

Previous diagnosis given 15 (43%) 16 (21%) 8 (20%) 23 (32%)

New diagnosis during admission 8 (23%) 30 (39%) 24 (59%) 14 (19%)

No diagnosis given during admission 12 (34%) 30 (39%) 9 (22%) 35 (49%)

Provided with FND diagnosis (2 categories)

Previous diagnosis given or new diagnosis
during admission

23 (69%) 46 (60%) 32 (78%) 37 (51%)

No diagnosis given during admission 12 (31%) 30 (39%) 0.6 9 (22%) 35 (49%) <0.01

Neurology follow up

Yes 19 (54%) 32 (42%) 27 (68%)a 24 (33%)b

No 16 (46%) 44 (58%) 0.23 13 (32%)a 47 (67%)b <0.01

Psychology follow up

Yes 9 (26%) 27 (36%) 15 (38%)a 21 (30%)b

No 26 (74%) 49 (64%) 0.31 25 (62%)a 50 (70%)b 0.39

Psychiatry follow up

Yes 7 (20%) 7 (9%) 3 (8%)a 11 (15%)b

No 28 (80%) 69 (91%) 0.11 37 (92%)a 60 (85%)b 0.22

Physiotherapy follow up

Yes 17 (49%) 40 (53%) 22 (55%)a 35 (49%)b

No 18 (51%) 36 (47%) 0.69 18 (45%)a 36 (51%)b 0.56

Managed on neurosciences ward

Yes 13 (37%) 27 (36%)

No 22 (63%) 49 (64%) 0.86

aDenominator is n = 40.
bDenominator is n = 71.
Abbreviations: FND, functional neurological disorder; ED, emergency department.
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describe the same phenomenon. Successfully delivering FND as
a diagnosis with the appropriate terminology can provide patients
with validation of their condition and facilitate the rationale for
tailored multidisciplinary management.12

The impact of limited inpatient multidisciplinary team accessi-
bility was highlighted in our study. Except for neurology cover-
age at three sites, none of the included hospitals had adequate
staffing levels for each discipline to appropriately manage these
patients. A total of 86% of patients managed without neurology
input were not provided with a diagnosis indicating there are sig-
nificant barriers to communicating this diagnosis by non-neurol-
ogists. The rate of receiving a diagnosis of FND on the
neurosciences ward was significantly higher than for non-
neurosciences wards. Given the number of admissions to non-
neurosciences wards, and the non-involvement of neurology and
psychiatry in many admissions, all medical sub-specialties need to
be aware of FND and how to deliver a diagnosis. Education does
vary widely among medical sub-specialties and across hospital
wards and future investigation is required to explore factors that
may influence confidence and capacity to deliver a FND
diagnosis.

Although it was a challenge for patients with FND to access
the required specialist services as an inpatient, our study demon-
strates that few patients were also referred for ongoing therapies
after discharge. Community referrals for specialist services after
hospital discharge occurred for 46% and 13% of admissions for
neurology and psychiatry, respectively. This may reflect the lack
of subacute and community services available to this population.
Furthermore, referrals to directly allied health post hospital dis-
charge are imperative to continue rehabilitation while awaiting
follow-up appointment with neurology. Our low referral rate to
psychology and psychiatry is also similar to previous studies
reporting low referral rates on hospital discharge.7,35 However,
further recommendations are required on the role of psychology
in an inpatient setting to optimize allied health therapies and
coordinate a plan post hospital discharge.

Over a 4-month period, the approximate cost of FND in our
study was just over AUD$3.5 million across only six Australian
hospitals. Data collated from Australia-wide does not exist and
therefore, a thorough analysis of the economic impact of FND is
required to estimate the magnitude and impact of care in
Australian hospitals and communities.

Limitations
Our methodology was chosen to overcome the limitations of
local hospital coding services where the application of The Inter-
national Classification of Diseases (ICD)-10 code is used to clas-
sify FND. The 2010 ICD-10 code for FND used in our health
service is “Dissociative [Conversion] Disorders” (F44.4).36

Despite this, our findings reporting inpatient incidence of FND
and hospitalization costs should be interpreted with caution as
we predict it to be much higher than what our study captured.
Participant recruitment was dependent on entire physiotherapy
teams across hospitals being both aware of the study and proac-
tive with notifying their local physiotherapy representative of

potential participants. Data extraction methods for identifying
when participants had been diagnosed and provided with the
diagnosis relied on clinical documentation as well as interpersonal
communication, which are prone to human error. Furthermore,
although patients were managed as having FND, it was not
always clear on chart review that all included patients were diag-
nosed based on positive signs. We also did not collect data
regarding involvement of other valuable multidisciplinary profes-
sions such as social work and occupational therapy. Furthermore,
data collection occurred during the coronavirus disease 2019
pandemic, which may have reduced the number of people pre-
senting to hospital. We suspect this as selected hospitals were on
admission bypass to accommodate for the pandemic.

Furthermore, although our study included all phenotypes of
FND, including dissociative attacks, data were not extracted
regarding chronicity and co-morbidity to compare to existing
studies exploring inpatient models of care for the management
of FND.

Where To From Here?
Despite the prevalence and complexity of FND, there are cur-
rently only a few specialized public services in Australia. The data
collected in this study provides preliminary evidence to under-
stand the cost and complexity of managing FND in the inpatient
hospital setting, and hence, supports the need to develop appro-
priately resourced and specialized services. The key steps in
developing these specialized services are improving education of
health care professionals and developing targeted clinical path-
ways.32,37 These may lead to improved access to coordinated
multidisciplinary management and likely subsequently reduce
stigma and disability through improving patient outcomes.31,32,37

Education and training is not yet embedded in health profes-
sionals’ university programs and neurology subspecialty interest
remains limited11,32 despite the high incidence28 and associated
health care costs with FND. Patients and doctors have both
highlighted this lack of training as a barrier to communicating a
diagnosis of FND.38 As communication is a practical skill that
requires ongoing development, to change practice, both didactic
and experiential learning is required. Although didactic training
can be achieved by embedding FND in university programs,
practical exposure can be challenging with the complexity of this
population. However, there are low-cost training options specific
to FND reported in the literature such as multidisciplinary col-
laboration, peer supervision, and simulation-based training.37

A recent study has shown that nearly 20% of patients who are
admitted to hospital with acute onset FND required inpatient
rehabilitation.6 Although further research is required to investi-
gate the appropriate triaging of limited resources,9 an integrated
model of care delivering a targeted clinical pathway from ED to
community services should be adopted by healthcare services. By
increasing multidisciplinary staffing ratios and increasing assess-
ment times, there is potential to improve clinician attitudes,
reduce healthcare costs associated with FND,31 improve commu-
nication between the treating team and the patient and improve
efficiency of care delivery.39 Our findings show that patients
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were better managed when they were admitted to neurosciences
wards and had access to neurology. Although not all hospitals
can physically accommodate dedicated neurosciences wards, as
mentioned, further FND training among all medical sub-
specialties including Emergency Medicine is required to better
triage these patients for ongoing inpatient management.40

Improved access to neurology across Australia is ideal to provide
a diagnosis of FND, however, the reality is in many regional sites
in Australia the absence of a neurologist should not mean with-
holding a definitive diagnosis to the patient by other specialties.

Further research is required on duration and intensity of inpa-
tient rehabilitation,9 however, existing FND inpatient models
focused on rehabilitation have produced significant functional
improvements16,17,19 alongside multidisciplinary FND outpatient
models of care.41,42 Existing research trials have not yet identified
whether inpatient or outpatient models of care are the most
appropriate, the suitable patient subtypes for each model, or the
optimal frequency and intensity for treatment,43,44 however,
outpatient-based treatment can provide an alternative to costlier
inpatient programs.42 Developing appropriately resourced and
specialized services may overcome neurologists and other special-
ists barriers to communicate a diagnosis of FND, as some may
feel hesitant to provide a diagnosis without subsequently being
able to provide a referral for further management.

This study has captured preliminary data to pilot specialized
services in Australia, while highlighting current gaps in service
provision. Gaps include reduced communication of a diagnosis
of FND, limited and varied access to inpatient multidisciplinary
teams, and limited outpatient follow up to support patients after
hospital discharge. Specialized services are required to improve
communication, healthcare outcomes, reduce stigma, and unnec-
essary healthcare costs. Ensuring FND is embedded in healthcare
professional university programs and the development targeted
clinical pathways is required to support this.
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