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. 1. Epidemiologie

e 2 bis 20% abhangig von klinischem Schwerpunkt
der jeweiligen Abteilung

e Keine verldsslichen epidemiologischen Daten

e Kommt weltweit vor

e Kulturelle Ausformungen moglich:
,Besessenheit, Fluch...” etc.
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2.Nosologie

DSM IV (Psychogene Bewegungsstorung,
Konversionstorung, funktionelle Stérung)
DSM V (Terminologie bleibt gleich)
Anderung: keine Ausschlussdiagnose mehr,
aber: positiv diagnostiziert

Keine hohe Relevanz von bewussten oder
unbewussten Konflikten

Frahkindliche Traumatisierung relevant (?)
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3. Neuere Konzepte

(&%) Functional movement disorders

Anita Barbey and Selma Aybek

Purpose of review

The review highlights the clinical presentation of functional movement disorders (FMDs] and presents
current evidence on bedside signs and paraclinical tesis 1o differeniiale them from other neurdlogical
disorders.

Recent findings

FMDs are diagnosed by the presence of positive clinical signs as emphasized in the new Diagnostic and
Statistical Manuol of Mental Disorders5 dassification criteria. Bedside signs are numerous, ond a subsat of
them hos been validated in controlled studies. This review summarizes evidence from the literature on
specificity and sensibility of positive clinical signs for FMDs. The vdue of rule-in_paraclinical fests fo confirm
the diagnosis is also presenied. Recent developments in e with pathoph T mechani
«and current freciment strategies are also discussed.

Summary
FMDs represent a field of neurology thot is currently rapidly growing in ferms of research. Clinicians should
be aware that highly reliable signs exist for the diagnosis and that early mulfidisciplinary freatment should
be offered.

Keywords
functional movement disorders, pathophysiclogy, pasiive clinicdl signs, freatment

3. Neuere Konzepte

KEY POINTS

* FMDs are defined as abnormal involuntary movements
that are incongruent with a known neurologic cause
and neuroanatomy.

o Diagnosis should rely on the presence of positive
clinical characteristics.

* Psychopathology is not always evident but
i i i and/or
maintaining factors.

o Functional movement disorders must be distinguished
from simulating.

o Cerebral dysfunction can be objectified by fMRI.

o Therapeutic approach should be multidisciplinary,
involving both physical therapy and psychiatric care.

3. Neuere Konzepte

Functional movement disorders Barbey and Aybek

Table 1. Clinical features of funcfional movement disorders (FMDs)

Features suggesting organic Complementary
Features suggesting FMD disorder examinations
Dystonia Inconsistency in localization and severity over  Geste antagoniste
time
Sudden onset Progressive onset
Fixed posture af rest
Fixed postures at onset
Prompt resolution after botox /suggestion
Torticollis Predominant laterocollis with ipsilateral shoulder
elevation and contralateral shoulder
depression
Prompt resolution after botox
Footdystonia  Nonexercise-induced
Nonparoxysmal
Hand dystonia  Spared pincer function (dystonia Dig. ll-IV) Involvement Dig I-Il
Facial movement  Eyebrow rising contralateral o closed eye Babinskis ‘other” sign: narrowing of
disorders eyelid fissure and ipsilateral frowning/
elevation of the eyebrows during
eyelid spasms
Lip-pulling sign Tongue deviation ipsilateral fo facial
weakness
Resistance fo passive lid opening Persistence during sleep
Tongue deviation contralateral o facial
weakness
Absence during sleep
Tic Adult onset, absence of tics in childhood Perceived as intentional movement
(release inner fension|
Lack of premonitory sensations, Premonitory sensation

Inability to suppress movements
Perceived as involuntary
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Tremor Distractibility Constant frequency-peck ENMG
Variability {amplitude/frequency, localizai Rhythmic, nondistractibli
direction)
Entrainment Cave: irregular dystonic tremor

Whack a mole sign

Parkinsonism  Bradykinesia without decrement in amplitide  Cogwheel, increasing with distraction  DAT scan
Resistance without cogwheel, decreasing with  Bradykinesia with decrement in
distraction maneuvers amplitude
Tremor variable, diminishing during walking ~ Reemergent tremor

Tremor increasing during walking

Myoclonus Axial myodonus Short lasting ENMG: inconsistent
pattern, >700 ms

Too slow/complex for organic myodlonus EEG: Bereitschafispotenial

(Backaveraging)

Spinal myoclonus with coexistence of facial

movements/voclizations
Distractibility, entrainment

Git Uneconomic postures: knee buckling, astosic-  Enhancement with distraction

abasia, “fightrope walking’, ‘walking on ice’
Exaggerated compensatory maneuvers
Huffing and pufing
Improvement with distraction

DAT, Dopamine fransporter scan; EEG, El hak ENMG, El h
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3. Neuere Konzepte

Parkinsonism and Related Disorders 22 (2016) 51535158

Contents lists available at ScienceDirect

Parkinsonism and Related Disorders

journal homepage: www.elsevier.com/locate/parkreldis

Electrophysiological evaluation of psychogenic movement disorders ®mem
Nitish L. Kamble, Pramod Kumar Pal”

Department of Neurology, National istitute of Mental Health & Neturoseiences, Hosur Rood, Bangalore 560020, Karnotak, India

ARTICLE INFO ABSTRACT
Artiele History Psychogenic movement disorders (PMD) indude a group of neurlogical symptoms which cannot be
Received 31 August 2015 explained by any organic syndrome. The diagnosis of PMD is challenging for both neurologist and
Hccepred 3 Sepember 201y psychiatrist. Elect s a useful tool support a diagnosis PMD. It
- includes a set of tests which are chosen appropriate to the clinical setting that provides objective criteria
Keywards for the diagnosis of PMD. The various tests available include accelerometry, surface electromyography,

Peychogenic electroencephalography, jerk locked back averaging and pre-movement potentials, somatosensory
Meewso ey evoked potentials, transcranial magnetic stimulation (TMS) etc. Hlectrophysiologically psychogenic
Wyorlonus tremors display features of wariability, entrainability, eoactivation, distractibility and increase in the
Leinnd amplitude and frequency on mass loading. Movement related cortical potentials such as Bereitschaft-
Hearophysiology spotential is seen in psychogenic myoclonus, Presence of triphasic contraction of muscles and absence of
co-contraction suggests psychogenic myoclonus. Latency of C-reflex is longer in psychogenic myoclonus
as compared to organic myodlonus. The role of TMS to differentiate psychogenic from organic dystonia is
still not clear. In conclusion, electrophysiological tests are most useful for tremor, followed by jerks and
least for dystonia. In patients with long-standing PMD or those with mixed pathology, electrophysio-

logical tests may not be very useful
2015 Elsevier Ltd, Al rights reserved.

514

Table 1
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NL Kamble, PX. Pal | Parkinsonism and Related Disorders 22 (2006) $153-5158

Electrophysinlogical tools in the evaluation of psychogenic movement disorder | PMD).

Type of PMD

Peyehogenic
treimor

Pychogenic
myodonus

Psydhogenic
dystoniz

Electrophysiological tool Parameters evaluated

Multichannel surface dlec Frequency, durati | pattern of EMG bursts, vartability, distractibility, entrainability, effect with mass
(EMG) with accelerometry loading, co-activation sign, coherence analysis

Multichannel surface EMG Frequency, dutation and pattern of EMG bursts, progresston of EMG activity, reflex latency
Jerk-locked-back averaging Bereitschafts potential

Electroencephalography Cortical potentials

Somatosensory evoked poteritials Glant potentials, sensory attenuation

Long loop reflexes Coreflex latency

Multichannel suiface EMG EMG pattern, co-contraction phenomenon

Transcr anial magnetic stimulation Short interval intracortical inhibition, long interval intracortical inkibition, cortical silent period

3. Neuere Konzepte

NL Kaimble, PK Pal/ Parkinsonisia and Related Disorders 22 (2016) §153-5158 si57

Patient presenting with,
Movement Disorder (tremor. myoclonus. dystonia,
tics, chorea, gait disorder ora mixed syndrome)

Detailed History
Repeated clinical Examination

Electrophysiological studies
Relevant Neuroimaging
Psychiatric Evaluation

Consistent with Organic

movement disorder

Consistent with Psychogenic
movement disorder

s Treatinst [ Combined Neurological and ]

Psychiatric intervention

Fig. 2. Algarithm for management of & patient with suspected psychogeric movement disorder

3. Bereitschaftspotential

Psychologische Planung Motorische
Ausfiihrung
(Preplans) (No preplans) (Conscious wish)
PE——
EMG
RP AP W M s
| I | l
T T m
1000 500 200 80 0 ms
350 ms

Figure 22.1 Timing of subjective events and the Bereitschaftspotential (readiness potential, RP)
with data from Libet et al. (1983). RP1 is the onset of the Bereitschaftspotential with o'cnr‘a‘rv‘y’ vol-
untary movements and RP2 is the onset with movements made quickly with lttle forethought. W,
the subjective timing of the will to move; M, the subjective timing of the onset of movement. S the
timing of a shock to the finger. Electromyogram (EMG) onset is set at 0 ms, (From Libet et ol
Readiness-potontials preceding unrestricted “spontaneous” vs. preplanned voluntary acts.
Electroencephalogr Clin Neurophysiol. 1982;54:322-335 Lo
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3. Pitfall

Vorhandensein von BP als Diagnostikum
e Psychogene TICS : 86 % positives Bereitschaftspotential
e Organische TICS : 43 % positives Bereitschaftspotential

 Diagnostische Wertigkeit?
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4. Diagnostik

Movement Disorters
Vol. 20, No. 12, 2005 921597
55008 Moverment Disoeier Sty

Rating Scale for Psychogenic Movement Disorders:
Scale Development and Clinimetric Testing

Vanessa K. Hinson, MD. PhD.'* Esther Cubo. MD.>* Cynthia L. Comella. MD.”
Christopher G. Goetz, MD.” and Sue Leurgans, PhD?

"Department of Neurosciences, Medical University of South Carolina, Charleston, South Carolina, USA
2Sanatorio del Rosario, Clinica de la Zarzuela, Department of Neurology, Madrid, Spain

Department of gical Sciences, Rush Luke’s Medical Center, Cluraeo Iilinois, USA
Abstract: We developed and tested the clinimetric properties in the patient sample. A wide range of affected body regions,
of a scale for psychogenic movement disorders (PMDs). PMDs severity. and incapacitation was captured. Ratings showed ex-

4.Diagnostik

1504 V.K. HINSON ET AL

Part 1: Phenomena

[ Rewt | Action Brady-
| tremor | tremor | Dystonia | Chorea | Kinesia | Myoclonus | Cercbellar | Ballism | Athctosis

Ties

Upper fa

Tips/perioral
Jaw

Tongue

TNeck

Tread
Toft shoulder

Right
shoulder

Toft UE

Right UE

ol
incapacitation

Part 2: Functions
I Gait disorder

Sove
Duration factor

are disabling but lack any generally accepted treatment st
gies. To develop treatments, means of assessing discase s
ity must be provided. No scale to assess PMDs existed The
PMD scale developed here rates 10 phenomena (rest tremor,
action tremor, dystonia, chorca, hmdy myoclonus, tics,
athetosis, ballism, cerebellar incoordination). 2 functions it
speech), and 14 body regions. To sudy interaer agre
e movement disordet neurologists tndependeatly raied 85
\mcomm: of PMD patients. Data analysis was performed
using a kappa coefficient of agreement, Kendall’s coefficient of
concordance, Spearman correlations, and ntraclass correlation

ents. Validity and scale were tested as
well. All phenomena and speech and gait dysfunction occurred

cellent interrater reliability for presence or absence of each
phenomenon (k range, 0.63 to 0.86). Kendall's concordance
oefficients for phenomenology. function, and total PMD
scores were 0.92, 0.93, and 0.91. Spearman correlations be-
tween raters ranged from 0.86 o 0.90. The scale was respon-
sive to changes that occurred as a result of a neuropsychiatric
imcn‘enuon Thc PMD scale adequately captures the complex
moven PMDs and can be used 1o assess PMDs and test
the cfﬂc’\cv ‘o intervention strategies. © 2005 Movement Dis
ocicty

words: psychogenic movement disorders; rating scale;
clinimetric testing

— —W‘
\ 1
[

Part3: Total Scores

[T Total Phenomenoiogy Seore

. Total Function Seore.
3. Total Psychogenic Movement Disorder Seore (1+2)

of the time.
2~ mild 2 35-50% of the t
3250-75% of the time

% of the time

Incapucitation
3o nonc

1~ minimal

2 mild

3~ moderate

4~ severe

Hinson Rating Scale (2005)
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5.Diagnostik und Therapie

Aus der Klinik und Poliklinik far Psychosomatik und Psychotherapie
der Universitdt zu KoIn

Leiter: Privatdozent Dr. med. C. Albus

Di. ik, Therapie und Progi der

— eine ische Literaturiibersicht

Inaugural-Dissertat

n zur Erlangung der Doktorwirde
Der Hohen Medizinischen Fakultat

der Universitat zu Koln

vorgelegt von
David Geronimo Hoffmann

aus Bergisch Gladbach

Promoviert am 22, Februar 2012

5.Diagnostik und Therapie

Oxford Centre for Evidence-based Medicine — Levels of Evidence

Tab. 1 Oxford Centre of Evidence-based Medicine Levels of Evidence (Mai 2001) [122]

Level  Therapie/Pravention, Atiologie/ Prognose Diagnose Differential Diagnose/  Gkonomische- und Entschei-
Nebenwirkungen Symptom Prévalenzstudie dungsanalyse
1a  Systematischer Review (SR) SR (mit Homogenitit*) der SR (mit Homogenitit*) der SR (r ge ) SR (mif itat?)
d Kohor-  Level 1 di prospektiven Kohorten-  Level 1 konomischen Studien

kontrollierten Studien (RCTs) tenstudien; Kinische Ent- ~ Studien; CORY mit 1b Stu- ~studien
scheidungsfindung (CDRT) ~ dien von verschiedenen
validiert in verschiedenen  Klinischen Zentren

Populationen
b Einzelner RCT (mit engem Konfidenz-  Einzelne Kohortenstudie  Validierungs-+* Kohor-  Prospektive Kohortenstu- - Analyse basiert auf Kiinisch
intervallt) mit 280% Nachbeobach tenstudie mit gutem Tt die mit guter Nachbeo-  sinnvollen Kosten oder Aler-
tungsrate; CORt validiert d nativen; i
in elner einzelnen Popu-  gelesteter CDR in einem Review(s) der Evidenz; und
lation Klinischem Zentrum Einbeziehung einer Sensitivi
¢ Ale oder keiner § Alle oder keiner Fallserie ~ Absolute SpPins und Sni- ~Alle ocer keiner Fallserie ~ Absolute Skonomische Kosten-
outstt Nutzen-Analyse 1t
2a ‘SR (mit Homogenitat*) der Kohorten- ~ SR (mit Homogenitat*) von SR (mit Homogenitat) von SR (mit Homogenitat™)von SR (mit Homogenitat*) von
studien entweder Level > 2 und en  Level>2 i
Kohortenstudien oder ~~ Studien Studien
unbehandelten Kontroll-

gruppen in RCTs

2b  Einzelne Kohorten Studie (einge-  Retrospektive Kohorten-  Explorative** Kohorten- Retrospektive Kohorten-  Analyse basiert auf Kiinisch
schlossen RCT mit schlechter Qualitat; studie oder Nachbeobach-  studie mit gutem t11 Refe- ~studie, oder geringe Nach- ~sinnvollen Kosten oder Alterna-

5.Diagnostik und Therapie

von SR (mit Homogenitit*) von SR (mit Homogenitét)von SR (mit Homogenitit*) von 3b

3a SR (mitHomogenitat*)
Fall-Kontroll:Studien 3bund besseren Studien 3b und besseren Studien  und besseren Studien
3b  Einzelne Fall-Kontroll Studie Nicht-konsekutive Studie; Nicht-konsekutive Kohor-  Analyse basiert auf limitierte
oder ohne Konsistenz der  tenstudie oder sehr limi- ~ Alternativen oder Kosten, qua-
angewendeten Referenz- tierte Population litativ schlechte Berechnung.
standards der Daten, aber Einschluss der
Sensitivitatsanalyse mit kii-
nisch relevanten Variationen.
4 Fall-Serie (und qualitative schlechte ~ Fall-Serie (und qualitative Fall Fall-Seri veralteter  Analyse ohne Sensitivitats-
Kohorten- und Fall-Kontroll Studien)  schlechi i hlechte oder nicht analyse
standards
5 il kritische Ana- inung ohne inung ohne inung ohne inung ohne kri-
lyse oder basiert auf physiologischer  kritischer Analyse oder  kritische Analyse oder kritische Analyse oder tische Analyse oder basiert
oder experimenteller Forschung oder  basiert auf physiolo- basiert auf physiolo- basiert auf physiolo- auf dkonomischer Theorie

»Grundprinzpienc

gischer oder experimen-  gischer oder experimen-  gischer oder experimen-  oder sGrundprinzipien«
teller Forschung oder teller Forschung oder teller forschung oder

2.B.¢80% Nachbeobachtungsrate) tungsrate von unbehan-  renzstandard; CORt nach  beobachtungsrate tiven; begrenzte(r) Review der
delten Kontrollpatienten  Derivation oder lediglich Evidenz, oder einzelne Studie;
in einem RCT; Ableitung  valdiert bei einem Teil und Einschluss multi-variabler
einer CORY oder lediglich ~ der Stichprobe §§§ oder Sensitvititsanalyse
validiert bei einem Teil der Basisdaten
Stichprobe§§§

2c Ergebnisforschung; Ergebnisforschung i i Audit oder
Okologische Studien
Tab. 4.2 Studientibersicht: Pathophysiologie der psychogenen gungsstérungen: neuroph,

sche Phdnomene

Autoren _ Stichprobe Design Methodik Ergebnisse/Kernaussage

Prospektive Studien

Teradaet  6Patientenmit  Querschnittsstudie;  Jerk-locked back 5 Patienten zeigten Bereitschaftspotenzial vor
al. 1995 psychogenem keine Kontrollgruppe;  averaging myoklonischer Zuckung und nicht vor intentionaler
[150) Myoklonus keine Verblindung Zuckung
Level 3b angegeben
Raethien et 15 Patienten mit  Querschnittsstudie; ~ Messung des posturalen 7 Patienten zeigten signifikante Kohsrenz zwischen
al. 2004 psychogenem keine Kontrollgruppe, ~ Tremors; Vergleich der  den beiden Handen, 8 Patienten zeigten keine
[125) Tremor beider keine Verblindung beiden Korperhalften Kohzrenz
Level 3b Hande angegeben mittels Kohdrenzanalyse
Kumruet 7 Patienten mit  Querschnittsstudie Messung von Frequenz  Voriibergehendes Sistieren des psychogenen
al. 2004 psychogenem mit Kontrollgruppe;  und Amplitude des Tremors bei kontralateralen Bewegungen; kein
181] Tremor, 11 Kontroligruppe ge- Tremors bei kontralate-  Sistieren bei parkinsonschem oder essentiellem
Level 3b Patienten mit sund; nicht adjustiert; ~ralen, ballistischen Tremor

Parkinson und 10 keine Verblindung Bewegungen

patienten mit angegeben

essentiellem

Tremor

20.12.2017



5.Diagnostik und Therapie

Espayetal. 10 Patienten mit

2006[38]  diagnostizierter

Level 3b unilateraler
psychogener
Dystonie und 8

patienten mit

organisch beding-

ter Dystonie

Kumruet 6 Patienten mit
al. 2007 psychogenem
182] Tremor, 9 mit M.

Level 3b Parkinson und
unilat. Tremor,
11 mit essentiel-

lem Tremor

Querschnittsstudie

mit Kontrollgruppe;

Messung von kortikaler  Psychogene Dsytonie und organisch bedingte
Hemmung, Dystonie zeigten hnliche neurophysiologische

trakortikaler Hem-

ge-
sund, altersadjustiert;
keine Verblindung

angegeben

Querschnittsstudie
mit Kontrollgruppe;
Kontrollgruppe ge-
sund mit 10 Proban-
den; nicht adjustiert;
keine Verblindung

angegeben

mung bei kurzen und
langen
stimulusintervallen,
kortikaler ,silent
period”, reziproker
spinaler Hemmung des
Unterarms; Vergleich
psychogene Dystonie vs
organisch bedingte

Dystonie

Messung der Reaktions-  Signifikante Abnahme der Reaktionszeit bei kontra-
zeitin Ruhe und bei lateraler Tremorbewegung bei Kontrollgruppe und
Tremorbewegung der Patienten mit psychogenem Tremor im Vergleich
kontralateralen Hand zu Patienten mit essentiellem Tremor oder

parkinsonschem Tremor

5.Diagnostik und Therapie

Tab. 4.4 Studienibersicht: Bildgebende Verfahren

Autoren  Stichprobe Design Methadik Ergebnisse/Kernaussage

Prospektive Studien

Stone etal. 4 Patenten mit Kentrollizrte Funktionzlle Magnetresonanz-  Patienten mit unilatereler Schwéche hei
2007[140]  unilateraler motori-  Querschnittsstudie;  tomografie (fMRIT) motorischer Konversionsstorurg zeigen sin
Level3b  scher Konversions-  Kontrollgruppe bestimmtes Muster neuroncler Aktivierurg,

storung des Fulge-  nicht adjustiert;
lenks; 4 gesunde, keine Verblndung
die gleiche Storung  angegeden
simulierende

Patienten

das teilweise mit denen simulierender
Patienten (ibereinstimmt, teilweise jedoch

auch verschieden ist

5.Diagnostik und Therapie

Tab. 4.19 Studieniibersicht: Psychogene Bewegungsstorungen und Lebensqualitdit

Autoren Stichprobe Design hodik [Ker
Prospektive Studien
Anderson 66 Patienten mit Querschnittsstudie;  OARS; SF-12v2 Health Patienten mit psychogenen Bewegungsstrungen

etal. 2007 psychogenen

(4] Bewegungsstorun-

Level 3b gen; 704 Patienten
mit Parkinsonis-

mus

keine Verblindung

angegeben

Survey; BSI-18
Bezug auf das geistige Wohlbefinden sowie
Disstress, Angststorung, Depression und

Somatisierungsstorungen

erlebten signifikant starkere Einschrankungen in

Insgesamt

sowohl diagnostisch als auch
therapeutisch geringer Evidenzlevel

Exkurs: Psychogene epileptische Anfalle (PNES)

| Underlying “organic cerebral dysfunction” |

Interference of patient’s intra- and inter personal
experiences

onto-temporal limbic circuits dysfunction

PNES

Gates and Rowans’, Nonepileptic Seizures (3rd Ed.), 2010
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.. Exkurs: Psychogene epileptische Anfalle (PNES)

[ Repressed intrapsychic conflict |

J

the symptom expresses the confli

primary gain

| thus making continued repression possible |

and yielding excuses from responsibility

+ eventually attention, care,
avoidance of demands
(secondary gain)

Gates and Rowans’, Nonepileptic Seizures (3rd Ed.), 2010

. 6. Exkurs: Psychogene epileptische Anfalle (PNES)

Situational aspects Personal aspects Response

Beliefs/values

knowledge

experience
(threatening sense of competence
stimulus) ete.

amount emotional response Flight
acute v reaction tendency .
imminence or Flight/
evaluation of avoidance
likelihood threat I I (PNES?)
ete. iy bodily coping
reactions strategy Non-

l

psychological
defense
(denial,

repression,

short- -
circuiting fainting?
etc.)

Gates and Rowans’, Nonepileptic Seizures (3rd Ed.), 2010

. 6. Exkurs: Psychogene epileptische Anfélle (PNES)

Transactional patterns
(enmeshment, overprotectiveness, rigidity, conflict resolution)

impacts
roles, communication, behavioral control,
affective involvement, affective responsiveness

Gates and Rowans’, Nonepileptic Seizures (3rd Ed.), 2010

. 6. Exkurs: Psychogene epileptische Anfélle (PNES)

Working memory

Task
instructions

iyl

Parameters

K¥¥ \
=
=

=> | Attentional filters: —
= | Biases (response sef) Decisionand | __,,
=> | Priority (sensory set) choice
= | Features
Accumulator-
Visual attention racetrack

Hallett, M. et al. (Ed.) 2006
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. 6. Exkurs: Psychogene epileptische Anfille (PNES)

¢ 1.8 mal haufiger pathologische EEG-Befunde bei PNES als bei
Normalbevdlkerung

e 12% Spikes oder Spike-Waves

» Borderline PS = pathologisches EEG
¢ CK-Anstieg (?)
¢ Prolaktinanstieg (?)

CAVE: Patienten in neuroleptische Behandlung

Gates and Rowans’, Nonepileptic Seizures (3rd Ed.), 2010

.6. Exkurs: Psychogene epileptische Anfalle (PNES)

Uses per
encounter

10

» (o)) o))
| | I

Mean number of symptom
labels used/interview

N
|

o
I

"Seizure"
*. p<0.05

M Epilepsy
O PNES

“Eit® ' "Blackout”

n.s.: not significant

Gates and Rowans’, Nonepileptic Seizures (3rd Ed.), 2010

. 6. Exkurs: Psychogene epileptische Anfalle (PNES)

Patient ratings

Memory € i Word-findi irectionality Irritability Anxiety Depression

difficulty

Gates and Rowans’, Nonepileptic Seizures (3rd Ed.), 2010

7. Therapieverfahren im Vergleich

Keine empirisch gesicherte Uberlegenheit eines
Therapieverfahrens

Outcome insgesamt massig bis schlecht
— 30-40% stabil anfallsfrei

— 30-40% Verbesserung

— 30-40% schlechter Verlauf

Keine eindeutigen Marker flr positiven oder negativen
Verlauf

Favorisiert: CBT

20.12.2017



7. Therapieverfahren im Vergleich

Diagnosis and Treatment of Functional
(Psychogenic) Parkinsonism

Kathrin LaFaver, MD!  Alberto |. Espay, MD, MSc?

" Department of Neurology, Raymond Lee Lebby Chair of Parkinson’s  Address for correspondence Kathrin LaFaver, MD, Department of
Disease Research, University of Louisville, Louisville, Kentucky Neurology, University of Louisville, 220 Abraham Flexner Way, Suite

2Department of Neurology, James |. and Joan A. Gardner Chair of 606, Louisville, KY, 40202 (e-mail: kathrin lafaver@louisville. edu).
Parkinson’s Disease, University of Cincinnati, Cincinnati, Ohio

Semin Neurol 2017;37:228-232.

Abstract Functional (psychogenic) parkinsonism (FP) is recognized by the mandatory combina-
tion of marked slowness without progressive decrementon repetitive manual tasks and
variable resistance against passive movements in the absence of cogwheel rigidity.
Other functional phenotypes, such as functional tremor and functional gait im-

Keywords pairment, may coexist. Although neither necessary nor sufficient for the diagnosis
= functional of FP, supportive historical clues include the sudden onset of symptoms and absent or
parkinsonism nonphysiologic response to levodopa. In selected cases where examination features
= functional movement remain insufficient to render a dlinically definite FP diagnosis, normal dopaminergic
disorders transporterimaging (DAT scan) confirms “laboratory supported” FP. The management
= psychogenic of FPbegins with diagnostic debriefing, as the full acceptance of the diagnosis s critical
movement disorders  in ensuring patient involvement in individualized psychoeducation, psychotherapy,
= DAT scan and physical and occupational therapy.

7. Therapieverfahren im Vergleich

hipsJidoi.org/10.148024md. 16038 / J Mov Disord 201710014044
PISSN 2005-040X / eISSN 20934939

ORIGINAL ARTICLE

Psychodynamic Psychotherapy for Functional
(Psychogenic) Movement Disorders

Vibhash D. Sharma, Randi Jones, Stewart A. Factor
Department of Neurology, Emory University School of Medicine, Atianta, GA, USA

ABSTRACT
Objective  As the literature for the treatment of functional (psychogenic) movement disorders (FMD) is sparse, we assessed
clinical outcomes in patients with FMD treatment with psychodynamic

Methods A retrospective analysis of the data of patients with EMD who were referred for PDP from 20082014 at Emory
University Medical Center was performed.

Results Thirty patients were included, mean age at presentation was 50 years (SD 13.9) and majority were female (27/30).
Most common movement disorder was involuntary shaking/jerky movements (50%) and tremor (43%). Mean duration of
‘symptoms was 3.2 years and mean number of PDP visits was 4.9. PDP lead to good outcomes in 10, modest in 8, and poor in 9.
“Three patients lost to follow up. Mean duration of symptoms between two groups (good vs. poor) was not statistically significant
(p=0.11), mean number of PDP visits showed a trend towards significance (p = 0.053). In all cases of good outcomes precipi-
tants of the movement disorder were identified and a majority (60%) was receptive of the diagnosis and had good insight.

Conclusion  PDP lead to improvement in 60% of the patients which is encouraging as the treatment is challenging. This study
supports heterogencous causes of FMD including varied roles of past/recent events and demonstrates importance of psychologi-
cal approaches such as PDE Treatment with PDP should be considered in some patients with EMD but predicting who will re-
spond hallenge. Further long term dies with large sample size and placebo control are needed.

Key Words  Psychodynamic psychotherapy; psychogenic movement disorders; functional disorders; conversion disorders.

7. Therapieverfahren im Vergleich

‘Open’ phase What were your
expectations when
you came to the

hospital?
Elicited seizure Can you tell me 10 mins
episode accounts about the first
- seizure you can
remember?

~ Can you tell me o .
about the last . - -
seizure you can
remember?

Can you tell me about
the worst seizure
you can
remember?

‘Challenge’ phase Inquiry or inquiries 5 mins
challenging the
pat:ent s descnpnon

_Can you tel] me . 5 rﬁms
/h,

you eruoy doing?

Gates and Rowans’, Nonepileptic Seizures (3rd Ed.), 2010
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Problem Solving 2.75 2.20
Communication 2.89 2.20
Roles 2.90 230
Affective 275 210
Responsiveness

Affective 250 220
Involvement

Behavior Control 211 1.90
General Functioning 2.92 2.00

Gates and Rowans’, Nonepileptic Seizures (3rd Ed.), 2010
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7. Therapieverfahren im Vergleich

¢ OPD (Operationalisierte Psychodynamische Diagnostik) I

¢ “massgeschneiderte”, aufdeckende Therapie
¢ Reaktion auf die Diagnosemitteilung:

Erleichterung
Erstaunen

Skepsis

Verwirrung
— Verleugnung
— Arger / Wut
* Diagnosemitteilung: Charakter einer Deutung

Gates and Rowans’, Nonepileptic Seizures (3rd Ed.), 2010

7. Therapieverfahren im Vergleich

¢ Therapeutische Beziehung:
— ambivalent

fordernd
— mit Enttduschung verbunden
— aggressive Gegenuibertragung provozierend
e Patienten werden oft als
— mihsam
befremdlich
— lastig

— simulierend empfunden

Gates and Rowans’, Nonepileptic Seizures (3rd Ed.), 2010

7. Therapieverfahren im Vergleich

¢ Hohe Suggestibilitat bei PNES Patienten
* Gabe von “Prokonvulsin”

(farbige Infusionslésung)
e Ethisch jedoch umstritten

Gates and Rowans’, Nonepileptic Seizures (3rd Ed.), 2010
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Outcomes of a 5-day physiotherapy programme for functional
(psychogenic) motor disorders
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tment, 65 % r
improved™ or “mu
3 months. At follo

symptoms
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prospective  cohort  study  reports

of a pilot 5-day physior
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64 % were unemployed due 1o ill health. At the end of
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Psychogenic Movement Disorders: Past Developments,
Current Status, and Future Directions

Anthony E. Lang, MD, FRCPC™* and Valerie Voon, MD?

"Toronto Westemn Hospital, University of Toronto, Toronto, Ontario, Canada
“Behavioral and Clinical Neurosciences Institute, University of Cambricige, Cambridge, United Kingdom

ABSTRACT: As the field of movement disorders
has developed and matured over the past 25 years,
psychogenic movement disorders have become

in clinics. The di-
agnosis can be challenging and should be based on
positive features rather than a purely exclusionary
approach. The clinical phenotype can be quite varied,
although certain categories of abnormal movement are

disorders is poorly understood; insights may be pro-
vided from the study of other neurological conversion
disorders such as psychogenic hemiparesis. Psycho-
genic movement disorders typically result in consider-
able disability and negatively impact quality of life to
the same or greater extent than do many organic
movement disorders. Treatment is extremely challeng-
ing, and many patients experience chronic_disability
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RESEARCH ARTICLE
Impaired sense of agency in functional
movement disorders: An fMRI study

Fatta B. Nahab' *, Prantik Kundu?, Carine Maurer®, Qian Shen’, Mark Hallett®

1 Department of Neurosciences, University of California San Diego, La Jolla, CA, United States of America,
2 D  Radiol n . Mount Sinai Hospital, New York, NY, United States of America,
3 Human Motor Control Section, Medical Neurology Branch, National Institutes of Neurological Disorders and
Stroke, National Institutes of Health, Bethesda, MD, United States of America

* fnahab@ ucsd.edu

Abstract

The sense of agency (SA) is an established framework that refers to our ability to exert and
perceive control over our own actions. Having an intact SA provides the basis for the human
perception of voluntariness, while impairments in SA are hypothesized to lead to the percep-
tion of movements being involuntary that may be seen many neurological or psychiatric dis-
orders. Individuals with functional movement disorders (FMD) experience a lack of control
over their movements, yet these movements appear voluntary by physiology. We used fMRI
to explore whether alterations in SA in an FMD population could explain why these patients
feel their movements are involuntary. We compared the FMD group to a control group that
was previously collected using an ecologically valid, virtual-reality movement paradigm that
could modulate SA. We found selective dysfunction of the SA neural network, whereby

the dorsolateral prefrontal cortex and pre-supplementary motor area on the right did not
respond differentially to the loss of movement control. These findings provide some of the
strongest evidence to date for a physiological basis underlying these disabling disorders.

more common than others. Electrophysiological despite various therapeutic interventions. Given the
studies may be particularly useful in establishing the personal and societal impact of these problems,
diagnosis, especially with respect to tremor and myo- further advances in our understanding of their patho-
clonus, and an argument can be made for adding a genesis and the subsequent development of effective
“laboratory-supported definite” category to earlier  therapies are sorely needed. © 2011 Movement
classification schemes. The diagnosis of psychogenic Disorder Society
dystonia remains a major challenge, although there are
some recent promising developments with respect to Key Words: psychogenic movement disorders; con-
the evaluation of cortical plasticity that require further version disorders; imaging; electrophysiology; complex
study. The pathogenesis of psychogenic movement regional pain syndrome

. ,/
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Table 1. Group demographics. Summary of age and gender of the FMD and HV groups.
FMD Group HV Group
Sample size (n) 21 20
Age+SD 48.0+11.0 23637
Gender (M:F) 9:12 10:10
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Teble 2. FMDgroup clinical cherscleristics. Gray arsss repres=nt fndingson

D [Age[Symptom  |SymptomaticSidel | Wom  |Distmcteble| Motor | Depression | Amxiety | Abuse | OtherDiagnases
Region stereotyped History
Po1 26 | Tremor Right hand + + +
P2 |38 | Myocionus | Bilaioral amms>body + + T
Po3fe3 | myocinus | RighiLetiieas. + - + - +
POt |50 | Ames - B - Booarl
Pos |48 | Tremor Bilatoral (armsfegs) = + + Fibromyaigia,
b ke Bowel
Syndrome
P08 [60_| Tremor + + + .
P07 [ 64_| Parkinsonism | Right hand ¥ + v ADD
Po8 [ 45 | Ameal Whois body + + +
Myoclonus
P02 57 | Tremor Bilaioral hands, ¥ + ¥ ¥ Fioromyaiga,
head Chronic Fatigue
Syndrome
10| | Tremor Wl body ¥ + + +
Myockonus
P11 [as | Wyoclonus | RightL.eft body + + +
12|34 |Dysonia | LehoRigh body ¥ + + ¥ P anic disorder,
Esting Disordr,
il
P13[81 | Tremor Bilateral hands. T + + + + PTSD, OGO,
Bipoier,
Codepandnt
Personalty Disorder
P14 |50 | Myocknus | Right>Left body . - -
P15|28 | Tremor - - -
P16 |45 | Tremor Right>Lafi hand + + + + +
P17 |57 | Tremor Right=Lefi body + + n
Pig|as | Tremor RughtLef imes. - - B -
P19 |48 | L=t amien - - - PISD
P20 |38 | Tremor |_R.gm.m + & + + Fbromyaiga
P21 |65 | Wyocionss | whole + - + Fibromysigia
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Neurology® Clinical Practice W

Functional movement disorders

Five new things
Tamara Pringsheim, MD; Mark Edwards, MD

Abstract

Purpose of review: Functional movement disorders
(FMD) are commonly seen in neurologic practice,
but are associated with poor outcomes. Recent years
have seen a resurgence of interest in this area, with
new developments in pathophysiologic understand-
ing and therapeutic management. Recent findings:
Individuals with FMD are a psychologically heteroge-
neous group, with many individuals having no detect-
able psychopathology on symptom screening
measures, and possibly significant etiologically rele-
vant life events only revealed through in-depth inter-
views. A randomized trial of specialist intensive
physical rehabilitation compared to community-
based neurophysiotherapy in FMD has demon-
strated moderate to large effect sizes for both physical and social functioning outcomes.
Experimental evidence suggests an impairment in the neural systems conferring a sense
of agency over movement in individuals with FMD, and may explain why movements that ap-
pear voluntary are not experienced as such. Summary: The prognosis of individuals with
FMD may be improved with greater access to appropriately organized care and
treatment. Neurol Clin Pract 2017;7:141-147
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.8. Neure Pathophysiologie und Psychopathologie . 9. Zusammenfassung

Ve

Functional movement
disorders: Five new things

m Preferential use of the term functional
movement disorders is proposed as being

T e e e * Psychogene Bewegungsstorungen: immer
. ot moverment noch relativ schlecht untersucht
T » Wenig diagnostische und therapeutische
o hoital m g prvmmcal o Evidenz

social function in individuals with functional . .
moverent disorders * Fehlen von pharmakologisch unterstiitzen
W Experimental evidence suggests that . . .

S o e g s - sl Studien und Lan gzeitstu dien

disorders do not attenuate the sensory

consequences of their actions, and that this

o refioot o lask of sonae. of agency for * Bleibt neurologisches Krankheitsbild mit

their actions.

. Functional MRi during recail of ife evers psychologisch-psychiatrischer Unterstiitzung

Jjudged to be of causal significance in

individuals with conversion disorder reveals e “Rather a Software than a Hardware Problem”’
increased activity in the left dorsolateral

prefrontal cortex, with decreased
hippocampal and parahippocampal activity,
a pattern compatible with memory
suppression.

Al
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