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MAIN POINTS

• In functional neurological symp-
tom disorder, self-stigma of seek-
ing psychological help is higher and
psychological well-being is lower
than that in healthy controls.

• A significant relationship exists be-
tween self-stigma of seeking psy-
chological help and psychological
well-being.

• The level of functional neurological
symptom disorder symptoms indi-
rectly mediates the relationship be-
tween self-stigma and psychologi-
cal well-being.
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ABSTRACT

Aim: This study aimed to examine the effect of self-stigma of seeking psychological help on
psychological well-being in patients diagnosed with functional neurological symptom disorder
(formerly conversion disorder) through conversion symptoms.

Materials and Methods: In this cross-sectional study, the Self-Stigma of Seeking Psychologi-
cal Help Scale (SSPHS), Psychological Well-Being Scale (PWBS), and Somatoform Dissociation
Questionnaire (SDQ-20) were administered to the FNSD and HC groups.

Results: The FNSD group consisting of 31 females (12 motor (M)-FNSD, 9 somatosensory (SS)-
FNSD, and 10 mixed-FNSD) and the HC group consisting of 32 females were similar in terms
of age (p = 0.350), education level (p = 0.386), marital status (p = 0.579), and working status
(p = 0.136). Significant differences were observed between the FNSD and HC groups in terms
of SSPHS (p<0.001), PWBS (p<0.001), and SDQ-20 (p<0.001). Significant differences were ob-
served between the M-FNSD, SS-FNSD, and Mix-FNSD subgroups in terms of SDQ-20 (p = 0.034),
SSPHS (p = 0.028), and PWBS (p = 0.015). The comparison that caused significant differences
in terms of SDQ-20, SSPHS, and PWBS scores among the FNSD subgroups was betweenM-FNSD
and Mix-FNSD. The mediating role of the FNSD symptom level (SDQ-20) in the relationship be-
tween SPH and PW was examined. The indirect effect of SPH on PW was determined as -0.436
(49.65%). The direct effect of SPH on PWwas determined as -0.442 (50.35%). In the correlation
analysis performed in the FNSD group, a significant relationship was found between SSPHS and
SDQ-20 (r=0.921, p<0.001), between SSPHS and PWBS (r=-0.879, p<0.001), and between PWBS
and SDQ-20 (r=-0.882, p<0.001).

Conclusion: This study demonstrates that SPH increases and PW decreases in FNSD and that
FNSD symptoms mediate the relationship between SPH and PW.
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INTRODUCTION

Neurological symptoms or othermedical conditions that can-

not be attributed to a neurological disease are referred to as

functional neurologic symptom disorder (formerly conver-

sion disorder/hysteria). These symptoms are real and cause

significant distress or impairment of functioning. Signs and

symptoms vary and may include specific patterns [1]. FNSD

affects sensations and movements, and the symptoms cannot

be intentionally produced or controlled. Motor (M) FNSD

refers to symptoms such as abnormal movement, paralysis,

loss of balance, and non-epileptic seizures, and somatosen-

sory (SS) FNSD refers to symptoms such as inability to

speak, numbness, blindness, deafness, and cognitive difficul-

ties. Motor and somatosensory symptoms are present to-

gether in a group of patients and are defined as mixed (Mix)

FNSD [1, 2].

FNSD, whichmanifests itself in the form of physical/somatic

symptoms, leads individuals to reject or have difficulty accept-

ing the psychogenic nature referred to after subsequent exam-

inations. Individuals are likely to avoid psychiatric treatment
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and remain deprived of treatment during this process. One

of the most important reasons for this reaction is stigmatiza-

tion and related situations [3]. Stigma, represented by three

forms, including public stigma, self-stigma, and label avoid-

ance, is eminently present in those with FNSD [4]. Results of

an online survey showed that 85% of patients diagnosed with

FNSD feel rejected and disrespected because of their symp-

toms [5]. In addition to the stigmatizing attitudes of the pub-

lic [6], it is known that health care professionals are not happy

to serve patients with FNSD and describe them as difficult pa-

tients [7]. Many clinicians believe that patients have voluntary

control over their symptoms or that they are acting out [8].

Patients with FNSD who internalize negative stereotypes

and stigmatize themselves may subsequently exhibit negative

emotional reactions. Psychiatric symptoms are more com-

mon in those who stigmatize themselves, and this situation

harms PW [9]. Although stigma-related situations in FNSD

have been partially examined [5, 6], self-stigma and a more

specific form of self-stigma, i.e., self-stigma of seeking psycho-

logical help (SPH), have not yet been examined. The relation-

ship between SPH and PW in patients with FNSD and the

effect of FNSD symptoms on this relationship are unknown.

The relationships between stigma and psychological well-

being in various medical illnesses and with each other and

with the illness have been investigated, and significant rela-

tionships have been found [10]. Furthermore, some con-

cepts have been demonstrated to play a moderating and me-

diating role in the relationship between stigma and psycho-

logical well-being [11-13]. The presence and severity of psy-

chiatric symptoms also negatively affect psychological help-

seeking behavior [14]. Considering all this information, this

study aimed to evaluate and compare the SPH and PW of pa-

tients with FNSD and to reveal the mediator effect of FNSD

symptoms. Our hypothesis is that FNSD symptom severity

indirectly mediates the relationship between SPH and PW.

MATERIALS ANDMETHODS

This cross-sectional studywas conducted at Elazig Fethi Sekin

City Hospital between February 6, 2025, and April 18,

2025. Ethics committee approval was obtained (Elazığ Fethi

Sekin City Hospital Non-Interventional Research Ethics

Committee, Decision number: 2024/4-12; Decision date:

21/11/2024).

Sample and setting

After fulfilling the requirements (examination, treatment,

prescription, report, etc.) regarding the admissions of female

patients who applied to the psychiatric outpatient clinic and

were diagnosed with FNSD according to DSM-5-TR [15],

those who met the inclusion and exclusion criteria of the

study were invited to the study as the FNSD group in the or-

der of admission.

The topic, content, design, and ethical implications of the

study were explained to the invited female patients. Informed

consentwas obtained from all thosewho agreed to participate

in the study.

TheHCgroup consisted of healthy first-degree relatives of pa-

tients with various psychiatric diagnoses who were admitted

to the same outpatient psychiatry clinic. Explanations regard-

ing the study were also provided to the HC group, and in-

formed consent was obtained from them. The FNSD group

was divided into three subgroups according to symptom types

[motor (M)-FNSD, somatosensory (SS)-FNSD, and mixed

(mix)-FNSD].

Inclusion/Exclusion criteria

The type, frequency, and severity of symptoms in patients

diagnosed with FNSD may vary, which explains the fluctu-

ating clinical course of FNSD. Although it is known that

CR is difficult to achieve despite treatment, psychotherapy

is associated with longer remission periods by increasing cog-

nitive awareness. Psychotherapy was accepted as an exclu-

sion criterion due to its role in reducing the negative effects

of stigmatization-related situations [16]. Current comorbid

psychiatric disorders, alcohol use, illicit drug use, and ben-

zodiazepine use are other exclusion criteria. Neuropsychi-

atric diseases and conditions such as epilepsy and MS were

accepted as exclusion criteria. The lack of control of med-

ical conditions such as diabetes mellitus, essential hyperten-

sion, and hypothyroidism has been associated with cognitive

decline [17]. However, such controlled medical conditions

were not considered exclusion criteria because their effect on

cognitive functions was limited, and thus, no patients were

excluded.

DÖ collected the data in a single outpatient psychiatry clinic.

The number of patients diagnosed with FNSDwho were ad-

mitted to this outpatient clinic between the specified dates

was 48 (46 females and 2 males). Three patients with FNSD

symptoms who were admitted to psychiatry for the first time

did not accept participating in the study. The three patients

who were included in the psychotherapy sessions were ex-

cluded from the study.

One patient with epilepsy and four patients using benzodi-

azepines were excluded from the study. One patient with un-

controlled diabetes mellitus and two patients with hypothy-

roidism who were using medication for this condition were

excluded from the study. Three patients who were currently

under FNSD treatment and met the inclusion and exclusion

criteria did not participate in the study. As a result, no male

patients accepted to participate in the study.

The HC group comprised first-degree female relatives of pa-

tients who were admitted to the psychiatry outpatient clinic

for any reason. In this group, exclusion criteria were as fol-

lows: past and current FNSD diagnosis, current psychiatric

disorder diagnosis, alcohol and substance use, uncontrolled

general medical disease, and neurological diseases with cogni-

tive impairment.
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Measurements

Sociodemographic and Clinical data

This form included questions regarding age, education level,

marital status, and working status. In addition, the character-

istics related to the FNSD diagnosis were queried.

Self-Stigma of Seeking Psychological Help Scale (SSPHS) score

Vogel et al. [18, 19] developed the SSPHS. Acun-Kapkıran

and Kapkıran [20] conducted the Turkish validity and relia-

bility study of the scale. Some items of the scale are reverse-

scored (items 2, 4, 5, and 7), and a high score indicates high

self-stigma in seeking psychological help.

Psychological Well-Being Scale (PWBS) score

Diener et al. [21] developed the PWBS. Telef [22] conducted

the The Turkish validity and reliability study of the scale. Ac-

cording to this scale, a high score indicates high psychological

well-being.

Somatoform dissociation questionnaire (SDQ-20)

Nijenhuis et al. [23] developed the SDQ-20 and Turkish va-

lidity and reliability study of the scale was conducted by Şar

et al. [24]. A high SDQ-20 score indicates high somatoform

symptom severity.

Statistical analysis

IBM SPSS Statistics for Windows, Version 26.0 (Armonk,

NY: IBM Corp.) was used for the statistical analysis. Con-

tinuous variables and descriptive statistics are presented as

mean ± standard deviation, whereas categorical variables are

presented as frequency and percentage. Categorical data

were analyzed using the chi-square test (p-value adjusted us-

ing the Bonferroni method). If the expected frequency of

one or more cells was less than five and this rate was above

25%, the Fisher’s exact test was used instead of the chi-square

test. Kolmogorov-Smirnov test determined the compliance

with normal distribution. In comparing two groups, Mann–

Whitney U test was used for variables that did not show nor-

mal distribution and the independent samples t-test for vari-

ables that showed normal distribution. In comparing numer-

ical data across FNSD subgroups, Levene’s statistics were de-

termined using the test of homogeneity of variances. One-

way ANOVA was used because the Levene’s statistic was

>0.05 for all variables. The post-hoc Bonferroni test was used

to reveal differences between the means of the FNSD sub-

groups. The Pearson correlation analysis was used. Cohen’s

d was calculated for continuous variables andCramer’s V/Phi

for categorical variables.

Linear regression analysis was used in the mediation analy-

sis of the FNSD group. The assumptions required for linear

regression analysis were checked (linearity, homoscedasticity,

normality, and nomulticollinearity). The significant effect of

SSPHS on PWBSwas first investigated using linear regression

analysis to determine the appropriateness of the mediation

analysis (unstandardized B=-0.987, standard error=0.099,

standardized coefficients β=-0.879, t=-9.942, p<0.001, 95%

Confidence Interval for B=-1.190 (lower bound), -0.784 (up-

per bound)). The effect of SSPHS on FNSD severity (partial

mediator variable) was then examined using linear regression

analysis. Subsequently, the combined effects of SSPHS and

FNSD severity on PWBS were examined. The sum of the di-

rect (c) and indirect (axb) effects of SSPHS on PWBS was ex-

pressed as the total effect (total effect = (axb) + c, Figure 1).

A p value of 0.05 was considered statistically significant.

When calculating the sample size, since there was no previ-

ous study with similar characteristics, the data obtained from

the pilot administration conducted on ten participants (five

FNSD and five HC) were used, and it was seen that there

should be at least 20 subjects in each group (SSPHS score

of FNSD=20.35±5.03; SSPHS score of HC=14.11±3.01; al-

pha=0.05; beta=0.20; power=0.80). After including 31 sub-

jects in the FNSD group and 32 subjects in the HC group,

the obtained data were subjected to power analysis again, and

the adequacy of the sample size was confirmed (SSPHS score

of FNSD group=19.29±4.72; SSPHS score of HC group

=13.21±2.56; alpha=0.05; beta=0.20; power=0.80).

RESULTS

The FNSD group consisted of 31 females (M-FNSD, 12 fe-

males; SS-FNSD, 9 females; Mix-FNSD, 10 females), and the

HCgroupconsistedof 32 females. Tables 1 and2 show the so-

ciodemographic and clinical characteristics of the FNSD and

HC groups.

While the FNSD and HC groups were similar in terms of

age (p = 0.350), education level (p = 0.386), marital status

(p = 0.579), employment status (p = 0.136), and smoking

status (p = 0.836), there were significant differences between

the groups in terms of SDQ-20 (p<0.001), SSPHS (p<0.001)

and PWBS (p<0.001) scores. Significant differences in SDQ-

20 (p = 0.034), SSPHS (p = 0.028), and PWBS (p = 0.015)

scoreswere foundbetween theM-FNSD, SS-FNSD, andMix-

FNSD groups. The comparison that caused significant differ-

ences in terms of SDQ-20, SSPHS, and PWBS scores among

FNSDsubgroupswas between SS-FNSDandMix-FNSD.All

patients in the FNSD group were using antidepressants. No

subjects were on psychotherapy.

Figure 1 shows themediating role of the FNSDsymptom level

(SDQ20) in the relationship between SPH and PW.The indi-

rect effect of SPH on PW was found to be -0.436 (standard-

ized coefficient β of “a” [0.921] x standardized coefficient β of

“c” [-0.474], Figure 1). This indicates that SPH reduces PW

through FNSD symptoms. The ratio of the indirect effect (-

0.436) to the total effect (-0.878) was 49.65%. The direct ef-

fect of SPHonPWwas found to be -0.442 (standardized coef-

ficient β of “c,” Figure 1). This result shows that SPH reduces

PW. The ratio of the direct effect (-0.442) to the total effect (-

0.878) was 50.35%. The total effect of SPHonPWwas found
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Table 1. Comparison of the FNSD and HC groups.

Variables FNSD (n=31) HC (n=32) p-value Cohen’s d and Cramer’s

Mean±SD or Median Mean±SD or Median (Kolmogorov-Smirnov Z) V/Phi

(mean rank) (mean rank)

Age (years) 37.61±8.87 35.5(mean rank)0±8.91 0.350a 0.237e

Education level (years) 8.00 (30.02) 8.00 (33.92) 0.386b (0.920) 0.185e

Marital status (married, single, widowed, divorced) 20/7/4 24/6/2 0.579c 0.900f

Working status (housewife/paid worker) 27/4 23/9 0.136d 0.882g

Smoking status (no/yes) 23/8 23/9 0.836d 0.643g

SDQ-20 52.00 (48.00) 24.50 (16.50) <0.001*b(3.968) 3.709e

SSPHS 20.00 (43.34) 13.00 (21.02) <0.001*b (2.200) 1.601e

PWBS 17.06±5.29 33.31±4.76 <0.001*a 3.229e

*p<0.05; Statistical analysis was performed using the independent samples t-testa, Mann-Whitney U testb, chi-square analysisc, Fisher’s exact testd, Cohen’s de, Cramer’s Vf,
Phig.

Table 2. Comparison of the FNSD subgroups.

Variables M-FNSD (n=12) SS-FNSD (n=9) Mix-FNSD (n=10) p value

Mean±SD (Median) Mean±SD (Median) Mean±SD (Median)

Age (years) 39.08±8.47 (40.00) 36.11±9.77 (34.00) 37.20±9.17 (37.00) 0.750a

Education level (years) 7.33±4.24 (6.50) 8.55±2.96 (9.00) 7.60±2.75 (7.00) 0.716a

Marital status (married, single, widowed, divorced) 8/2/2 5/3/1 7/2/1 0.900b

Working status (housewife/paid worker) 10/2 8/1 9/1 0.882b

Smoking status (no/yes) 10/2 6/3 7/3 0.643b

History of psychiatric hospitalization (no/yes) 11/1 8/1 8/2 0.706b

Antipsychotic use (no/yes) 10/2 7/2 8/2 0.949b

Age of FNSD onset 27.08±6.77 (24.50) 28.33±6.32 (26.00) 26.40±6.86 (24.50) 0.818a

SDQ-20 54.83±10.92xy (49.50) 49.88±9.70x (46.00) 62.20±8.41y (63.50) 0.034*a

SSPHS 18.33±5.08xy (19.00) 17.11±3.51x (17.00) 22.40±3.86y (23.00) 0.028*a

PWBS 17.33±4.53xy (18.00) 20.44±5.52x (22.00) 13.70±4.13y (12.50) 0.015*a

*p<0.05; tatistical analysis was performed using one-way ANOVAa (post-hoc Bonferroni) and Fisher’s exact testb (adjusted p value using the Bonferroni method). The
letters x and y indicate statistical significance in the two comparisons. The presence of the same exponent letter in two compared groups indicates that the groups are similar
(p > 0.05) for that variable, whereas different exponent letters indicate that the groups are different (p<0.05) for that variable.

Figure 1. Mediation Model Diagram.
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to be -0.878. This shows that SPH generally reduces PW (to-

tal effect of 100.00%).

In the correlation analysis performed in the FNSD group,

a significant relationship was found between SSPHS and

SDQ-20 (r=0.921, p<0.001), between SSPHS andPWBS (r=-

0.879, p<0.001), and between PWBS and SDQ-20 (r=-0.882,

p<0.001).

DISCUSSION

This study examines the concepts of SPH and PW in FNSD

across FNSD symptoms. The findings demonstrated that pa-

tients diagnosedwith FNSDhadhigher SPH scores and lower

PWscores thanhealthy individuals, a negative relationshipbe-

tween SPH and FNSD symptom scores and PW, and a medi-

ating role of FNSD symptoms in half of the relationship be-

tween SPH and PW.

Symptomsof FNSD, a biopsychosocial disorder, are common

in patients with non-psychiatric illnesses [25, 26]. This symp-

tomatic overlap highlights the importance of a thorough dif-

ferential diagnosis and careful consideration of its clinical fea-

tures, natural history, and treatment reaction in distinguish-

ing FNSD from other nonpsychiatric illnesses [27]. Patients

referred to psychiatry after a series of unsuccessful attempts

at non-psychiatric treatment avoid admission due to stigma-

tization concerns [27, 28]. A recent survey showed that 81.6%

of respondents felt that they had been treated poorly due to

stigmatization [28]. New psychiatric symptoms are added

to the existing psychiatric symptoms of patients whose psy-

chiatric treatment has been delayed or the severity of exist-

ing symptoms increases [6]. There are various ways to con-

ceptualize stigmatization, which is a multifaceted social pro-

cess [27, 29]. According to Link and Phelan’s [29] sociologi-

cal model, stigmatization is the result of labeling, stereotyp-

ing, separation, status loss, and discrimination in a power-

based environment. Additionally, stigmatization has been

viewed as an interpersonal process that involves discrimina-

tion, stereotyping, and prejudice [28, 30]. Cognitive errors,

such as labeling, play a role in the emergence of stigma [29,

31], and cognitive errors in interpersonal relationships are

higher in patients with FNSD than in healthy individuals [2].

In the present study, the SPH level was higher in patients with

FNSDthan inhealthy individuals andwas significantly higher

in patients with motor and somatosensory FNSD symptoms

(mixFNSD) than inpatientswithonlymotor and somatosen-

sory symptoms. The SPH level of patients withmotor FNSD

symptoms was higher than that of patients with somatosen-

sory symptoms, although not significantly. In the study con-

ducted by Örüm and Atmaca [2], the cognitive error levels

of FNSD subtypes in interpersonal relationships were com-

pared, and an increased cognitive error levelwas reached inM-

FNSD compared to SS-FNSD. Although stigmatization and

related situations were not directly investigated in this study,

this may facilitate the study’s understanding. Studies inves-

tigating cognitive errors and SPH together will allow a more

accurate interpretation of our findings.

Depending on the symptom characteristics, FNSD causes

negative changes in psychological, physical, social, and func-

tional areas and harms PW [32, 33]. The quality of life of

patients with impaired PW is also negatively affected over

time. The quality of life of patients diagnosed with FNSD

has been examined in various studies. In the study conducted

by Özenli et al. [34], the quality of life of patients diagnosed

with FNSD was worse than that of healthy controls. The

deterioration of quality of life may result in the deprivation

of the required treatment for FNSD symptoms. Ultimately,

since FNSD and negative life outcomes have a two-way rela-

tionship, the period in which the patient remains untreated

may be extended. Studies on FNSD subtypes or symptom

dimensions are insufficient, and most studies have focused

on nonepileptic seizures [28]. However, recent studies have

shown that FNSD subtypes differ in various characteristics

and that patientsmay exhibitmore thanone symptomdimen-

sion. In other words, the majority of studies in this sphere

relate to nonepileptic seizures and do not cover the full spec-

trum of FND symptoms [2, 35].

This study is valuable because it reveals the relationship be-

tween SPH and PW in FNSD. A negative relationship exists

between SPHandPW inpatientswith FNSD.Rose et al. [36]

conducted a study on healthy high school students and re-

ported that self-stigma was associated with overall well-being

and five well-being subscales, including environmental mas-

tery, self-acceptance, autonomy, personal growth, and posi-

tive relations. The findings of Rose et al. [36] point to the

need for greater awareness of self-stigma alongwith an explicit

focus on the promotion of protective well-being in preven-

tionwork and interventions designed to alleviate the tendency

for young people to internalize stigma.

Themost important finding of this study is that FNSD symp-

toms mediate the relationship between SPH and PW. FNSD

treatment should be approached with a biopsychosocial ap-

proach. The combination of psychopharmacological agents

and psychotherapy provides the best results. The family, care-

givers, and social environment shouldbe included in the treat-

ment process as awhole. Possible additional psychiatric symp-

toms accompanying FNSD should also be considered dur-

ing treatment [1]. Reducing FNSD symptoms with various

interventions may positively affect the relationship between

high SPH and lowPW through themediating effect of FNSD

symptoms.

Limitations

This study has several limitations. The limited sample size of

FNSD subgroups. Its cross-sectional nature does not allow

for a strong establishment of the findings’ cause-and-effect re-

lationships. The factors affecting SPH and PW in FNSDwill

be revealed more clearly with longitudinal studies. The pos-

sible effect of personality traits on the findings was not sep-

arately investigated. It is recommended to reveal the possi-
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ble effects of factors such as social support, culture, economic

conditions, and personality traits on the relationship between

SPH and PW for a better understanding of the subject (as an

intermediary or regulator). Only female participants were in-

cluded in this study. Conducting studies that includemalepa-

tientswould eliminate unintentionally raised questions about

recruitment bias. Although the HC group excluded partici-

pants with past or current FNSD diagnoses or any active psy-

chiatric disorder, patients may have influenced them in terms

of SPH and PW [37]. Studies that include participants with

no relatives with any active or past psychiatric disorder can be

expected to eliminate this limitation.

CONCLUSION

In conclusion, this study shows that in patients diagnosed

with FNSD, the level of SPH is higher and the level of PW

is lower compared to healthy individuals, that there is a sig-

nificant relationship between SPH and PW, and that the level

of FNSD symptoms indirectly mediates the relationship be-

tweenSPHandPW.ReducingFNSDsymptomswithbiopsy-

chosocial interventions may indirectly affect the relationship

between SPH and PW and produce positive results.
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