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Dear Editor,

A 42-year-old female presented with complaints of sudden onset of
abnormal movements in all four limbs, including face, approximately
30 minutes after she saw a snake in her garden while planting a
shrub [Video-1]. There was no history of unconsciousness. On
clinical examination, when the patient was distracted the abnormal
movements were reduced in intensity. There was preserved pincer
function (extension of the thumb and index finger with forced flexion
of the other fingers of the hand). She was emotionally disturbed
from one week because of a quarrel with her husband who was still
not in talking terms with her. One year ago patient’s father died after
the snake bite.

MRI Brain with contrast revealed no abnormality. Patient was started
on Tab. Clonazepam 0.5 mg twice daily for three days, simple
exercise of compressing the centre of palm of one hand with the
thumb of other hand and vice versa for five minutes, four times per
day, and relatives were advised to provide emotional stability to the
patient. After three days of hospitalisation and treatment, the patient
responded well and symptoms were reduced.

The video is available at: https://jcdr.net/article_fulltext.asp?id=12551

DISCUSSION

Psychogenic Movement Disorders (PMD) is a group of movement
disorders that cannot be attributed to any known structural and/
or organic defect of nervous system. Most cases of PMD are
considered to be psychologically mediated [1].

The study of abnormal muscle movements, the so-called dyskinesia,
has always been a fascinating problem for the physician, both from
clinical as well as pathological point of view. The clinician finds great
difficulty in establishing definite clinical groups because at the onset
he is confronted with the question as to whether a particular bizarre
movement is a symptom of a distinct clinical entity, or whether such
a movement is a real pathologic process [2].

Functional dystonia belongs to a group of disorders called
functional movement disorders. Patients with functional movement
disorders experience a mix of motor symptoms including dystonia,
tremor, myoclonus, gait disorders, and tics. The patients may also
experience pain, weakness, sensory symptoms, non-epileptic
seizures, and other functional neurological symptoms. Functional
dystonia is commonly seen in people with psychiatric disorders
after exposure to psychological stressors. However, psychological
stressors are “neither necessary nor sufficient” to establish the
diagnosis [2]. Treatment of the underlying emotional and mental
disorders especially in form of Cognitive Behavioural Therapy (CBT)
can reduce the movement symptoms [3].

Functional dystonia can affect different areas of the body and may
share some characteristics with dystonia due to other causes, but
also has distinguishing features. Common expressions of functional
dystonia include dystonia of the face, blepharospasm, fixed
dystonia, and episodic dystonia. Functional dystonia predominantly
involving the face occurs in approximately 16% of all FMDs [4].
Females are most commonly affected [5-7]. The present patient
faithfully reflected all the above mentioned factors.
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Possible indicators of functional dystonia are, sudden symptom
onset, psychological stress preceding symptom onset, unpredictable
symptoms across time, symptoms contradict the hallmark features
of other neurological disorders and are lessened with distraction,
spontaneous remissions and relapses, psychiatric symptoms, and
medically unexplained symptoms [8].

Diagnosing functional dystonia can be difficult. A person may have
a specific neurological movement disorder in addition to functional
symptoms.

According to phenotype-specific criteria, three features are
needed to label clinically definite functional dystonia. They are:
1) Rapid onset, which clearly demarcates it from organic dystonias
which are usually gradual in onset; 2) Fixed dystonia at rest;
and 3) Variable resistance to manipulation and/or distractibility.
Features that are supportive but not necessary or sufficient are;
associated pain not involving the neck and complex regional
pain syndrome [9,10]. The present patient had all the criteria for
definitive diagnosis.

There are four distinctive functional dystonia: 1) Hands: there are
fixed wrist and finger flexion often with relative sparing of the
thumb and index fingers, classically noted in the present patient’s
video in the left hand; 2) Foot: fixed foot plantar flexion and
inversion; 3) Face: unilateral lip and jaw deviation, as seen in the
present case predominantly to the right side; 4) Neck: laterocollis
with ipsilateral shoulder elevation and contralateral shoulder
depression [10,11]. In the present patient shoulder elevation was
seen on the right side.

The diagnosis of functional dystonia is strictly clinical. No
laboratory or imaging investigations are needed for establishing
a clinically definite diagnosis of functional dystonia. They are
invariably normal [12]. It is needless to subject the patient for
neuroimaging. In this case, the patient was subjected for an
MRI of brain which was normal, but, if any incidental abnormal
lesion would have been picked up, was not going to explain the
dystonic movements.
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