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Abstract
Purpose of Review The purpose of this review is to summarize current approaches to management of functional vision 
disorder (FVD).
Recent Findings Several retrospective studies of FVD in both adults and children have shed light on the range of outcomes 
and the prevalence of psychosocial stressors among FVD patients. While the first line of treatment for FVD is reassurance 
and education, recent case reports highlight the use of additional treatment modalities including psychotherapy, hypnosis, 
and transcranial magnetic stimulation in specific cases.
Summary Although the epidemiology and diagnosis of functional vision disorder are well described, there is limited evidence 
supporting treatment modalities. Nevertheless, the majority of patients improve with conservative management including 
reassurance, education, and appropriate follow-up. Additional approaches such as mental health care referral can be con-
sidered in refractory cases.
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Introduction

Functional vision disorder (FVD) is a condition in which 
patients experience a loss or disturbance to vision for which 
clinical examination and testing are inconsistent with an 
ophthalmic or neurological disease. Vision loss is the most 
common symptom impacting central and or peripheral vision 
in one or both eyes. Illusions such as polyopia or distortion 
can also occur. Efferent presentations are rarer (Table 1). 
It is contrasted with “organic” disease, which is caused by 

physical, measurable disease of the eye or nervous system. 
FVD falls under the umbrella of functional neurological 
disorders (FND) that encompass a wide array of motor and 
sensory disturbances. The occurrence of FVD in ophthal-
mology practices has been estimated to be between 0.5 and 
5% [1]. It is even more common in children, in whom FVD 
can be a transient and self-resolving issue.

Far from being a diagnosis of exclusion, the Diagnostic 
and Statistical Manual of the Mental Disorders, fifth edition 
(DSM V) criteria for FND, also known as “conversion disor-
der,” require that the patient experiences distress or impair-
ment related to visual symptoms, not consistent with known 
neurological disease process, that are not known to be vol-
untary in nature (i.e., either involuntary or unknown) [2]. In 
addition, although not a DSM criteria, any demonstration 
of reversibility of a deficit is characteristic of FND. There 
are several clinical signs and examination maneuvers used 
to specifically diagnose FVD, and they have been reviewed 
widely elsewhere [1, 3, 4••, 5, 6, 7, 8, 9, 10, 11]. The DSM 
V distinguishes FND from somatic symptom disorder, facti-
tious disorder and malingering. Somatic symptom disorder 
may involve symptoms that are due to a known or unknown 
process. The central feature is the patient’s preoccupation 
with and excessive thoughts and feelings about the symp-
toms. Factitious disorder or malingering is diagnosed when 
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there is evidence that the patient is voluntary producing the 
symptoms in order to adopt a sick role or for secondary gain 
(e.g. attention or money), respectively.

Comprehensive reviews of FVD treatment are lacking, 
likely because the evidence for therapeutic approaches is 
limited to retrospective studies and case series (Table 2). 
Even across FNDs, Class 1 evidence supporting treatment 
recommendations is limited with the strongest evidence 
existing for the treatment of functional motor disorder 
(FMD) and functional seizures, also known as psychogenic 
nonepileptic seizures (PNES) [12]. Nevertheless, there are 
numerous reports of successful outcomes in FVD. In this 
review, we summarize current approaches to FVD manage-
ment, considering them in the broader context of FNDs. We 
highlight opportunities for FVD treatment research.

Education and Therapeutic Alliance

It is critically important to take patients who have FND 
(including FVD) seriously and offer them a diagnosis 
promptly, as there is some evidence that the time to recover 
is related to the time to diagnosis. In one study of patients 

with FMD, patients who completely recovered had an aver-
age of 0.7 years to diagnosis compared to 15.2 years for 
patients who did not recover. In this study, no other factor, 
including treatment modality, differed between patients who 
did or did not recover.[27] In another study of functional 
tremor, there was an average difference of 1.4 years in the 
time to diagnosis between patients who improved and those 
who did not [8]. For FVD specifically, it has been observed 
that the majority of patients will experience a full recovery 
with an explanation of the disease and reassurance alone 
[13]. In a study by Lim et al., reassurance alone, without 
additional referrals or therapy, was sufficient to result in 
symptom resolution in 89% of patients [19, 28].

Education and a trusting relationship are the most pow-
erful tools a provider can employ when taking care of any 
FND patient including one with FVD. An accusatory, con-
frontational, or unsympathetic approach will lead to mis-
trust of the provider. Patients should not be told that their 
symptoms are not real or only due to psychological issues. 
Instead, the provider should explain that the patient’s symp-
toms are understood and believed, that it is not “in their 
heads” [6, 29, 30, 31]. It can be helpful to engage patients 
in a discussion of how they conceptualize the functional 

Table 1  Types of functional 
vision disorder symptoms

Afferent pathway Efferent pathway

Monocular visual symptoms
Binocular visual symptoms
Central vision loss (visual acuity)
Peripheral vision loss
Diplopia, polyopia
Distortion

Flutter
Gaze palsy
Spasm of the near reflex (esotropia)
Accommodation spasm (induced myopia)
Accommodation paralysis
Ptosis
Eyelid spasm

Table 2  List of retrospective 
clinical studies of functional 
visual disorder since 1980. 
Studies with n > 10 included

Reference Year Number 
subjects with 
FVD

Focus

Kathol et al. [13] 1983 42 Adults
Catalano et al. [14] 1986 23 Children
Drinnan and Marmor [15] 1991 16 Race/ethnicity, cultural background
Bain et al. [16] 2000 30 Children
Scott and Egan [17] 2003 133 Concurrent organic disease
Taich et al. [18] 2004 71 Children, psychiatric disease and psychosocial stress
Lim et al. [19] 2005 140 Adults vs. children
Ney et al. [20] 2009 17 Idiopathic intracranial hypertension
Toldo et al. [21] 2010 58 Children
Kinori et al. [22] 2011 12 Children
Munoz-Hernandez et al. [23] 2012 30 Children, psychosocial anomalies
O'Leary et al. [24] 2016 49 FVD vs. other patients in neuro-ophthalmology clinic
Somers et al. [25] 2016 85 Children, psychopathology and psychosocial stress
Daniel et al. [26] 2017 85 Children
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symptoms and validate their response. In addition, patients 
should be provided the opportunity to express all of their 
symptoms and complaints, including about prior interactions 
with the healthcare system [2, 29, 31••]. When documenting 
visits, avoid labeling patients as “malingering” or “faking” 
unless there is strong evidence that symptoms are occurring 
only in settings where secondary gain can be obtained (and 
thus a diagnosis of FVD is incorrect [32]). The current diag-
nostic criteria for FND (and FVD) do not require a judge-
ment as to the voluntary nature of the deficits.

Patients should be told that they have an established diag-
nosis, how that diagnosis was made, and, importantly, that it 
is reversible. Stone and Edwards suggest using the metaphor 
that “this is like a software problem rather than a hardware 
problem” [33]. Baker et al. have also provided examples of 
how to describe FND to patients [34]. It can help to dem-
onstrate to patients the physical signs and tests that confirm 
the nervous system is intact. For example, Hoover’s sign can 
be described to patients with functional leg weakness [33]. 
It is beneficial to include family members in the discussion, 
as they may contribute additional observations regarding 
symptoms and behaviors.

A modified SPIKES approach has been proposed for dis-
cussing the diagnosis of FVD with a patient [4••]. Briefly, 
the steps are:

1. Setting up the interview, including preparation by the 
provider, selection of setting, and preparing the patient 
and family

2. assessing the patient’s Perception, insight, and expecta-
tions about their illness

3. Inviting the patient to establish what they would like to 
know and not know

4. providing Knowledge tailored to the patient’s level of 
comprehension including emphasizing that the symp-
toms are real and have a good prognosis

5. responding to expressed Emotions empathically
6. Summarizing including a plan for future care.

Similar to other FNDs, in FVD it is valuable to discuss 
and explain the observations and examination findings that 
led to the diagnosis, and why these observations indicate 
normal neurological function [5]. For example, Yeo et al. 
utilized a YouTube video simulating an optokinetic drum 
to demonstrate to a patient that her eyes were functioning 
normally [5]. They also engaged family members in support-
ing patients through the diagnosis, including discussing with 
patients when they noticed behaviors that would indicate 
intact vision (such as navigating around objects while walk-
ing) [8]. Another example is provided by Moss and Jabbe-
hdari, in which a patient’s symptoms resolved after pattern 
visual evoked potential (VEP) testing provided electrophysi-
ological evidence that her visual pathways was intact [10]. 

It is essential to highlight the positive, reassuring aspects of 
the examination [10, 13] provide reassurance that there is 
no physical disease process, no structural damage to the eye 
or nervous system [19], and that there is no serious or life 
threatening illness [19, 29, 29]. The provider should explain 
that symptoms are caused by a problem with processing of 
visual information in the brain [32] and emphasize that com-
plete recovery and symptom resolution is possible and in 
fact expected [35, 35, 36]. Patients can be directed to online 
resources such as https:// www. neuro sympt oms. org and 
https:// www. fndho pe. org, to supplement provider reassur-
ance and opportunity for follow-up [37••]. Many providers 
are hesitant to prescribe placebo treatments such as eyedrops 
or eyeglasses unless they are specifically indicated, so as to 
not undermine the message that there is no physical disease 
[37, 38, 38, 39]. Kathol et al. found increased rates of recov-
ery with reassurance alone than with reassurance combined 
with placebo treatments [40].

Management of Comorbidities

It is common for people with FVD to also have organic 
ophthalmic or neurological disease [17]. It is important to 
explain the co-existence and differences to the patient and to 
ensure appropriate management of the organic disease [5]. 
In fact, treatment of the organic disease may improve FVD 
symptoms [6, 30] because FVD may be related to experienc-
ing organic disease symptoms or diagnosis [25].

A diagnosis of FVD does not preclude development of 
organic disease, and it is important to continue regular eye 
examinations and appropriate work-up of any new symp-
toms. The pitfalls of failing to do this are highlighted in 
a report of a patient whose organic disease diagnosis was 
delayed due to misattribution of new symptoms to a prior 
diagnosis of FVD [41].

Mental Health Care

Mental health care can be an important component of FND 
management for primary treatment, treatment of concur-
rent mental health disease or symptoms, and management 
of stressors. Kathol et al. reported 22 out of 42 FVD patients 
had a prior psychiatric diagnosis, including personality dis-
order [13]. Lim et al. reported 39% of FVD patients had 
prior psychiatric diagnoses. Diagnosed psychiatric diseases 
should be treated per current guidelines. Barriers to effec-
tive mental health therapy include time and cost, as well 
as patients resisting therapy due to belief that they do not 
have FND or that therapy will not help them [42]. Patients 
may also think they have an organic illness that doctors 
are not able to diagnose, increasing anxiety and leading to 
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higher healthcare utilization through repeated work-ups and 
specialists.

A history of stressful life events is common in people 
with FND. Ludwig et al. found in their meta-analysis of 
FND case–control studies that patients with FND were 
more likely to have experienced stressful life events than 
controls. However, they did note that there was a substan-
tial portion of patients across studies without such events 
[43]. Kozlowska et al. suggested that in children who have 
experienced adverse life events, FND can stem from specific 
patterns of emotional processing—for example, inhibiting 
negative emotions—and that specifically addressing these 
cognitive patterns is important for best outcomes [44]. Lim 
et al. found 36% of adults with FVD reported significant psy-
chosocial stressors [19]. While these studies do not establish 
causation between the stressor and the symptoms, they do 
support trying stressor management as a potential therapeu-
tic approach [31].

Mental health care for FND can start with the diagnos-
ing provider. In fact, some experts have suggested that the 
majority of FVD patients do not require formal mental 
health care [1] [8]. A thorough psychiatric and social his-
tory including past trauma and current stressors should be 
conducted [6]. The patient should be told that stress, anxiety, 
and depression can affect their experience in many ways, 
including through vision loss, and asked if they can think 
of major sources of stress, anxiety and depression in their 
lives [19]. Some patients may object to this explanation or 
feel that it is dismissive, so it is important to reinforce that 
identifying and addressing a stressor that may be contribut-
ing to their symptoms could be helpful and that this stressor 
is not necessary psychological (for instance, it could be a 
reaction to burdensome existing organic disease). This con-
cept can also be framed as “internal conflict” contributing to 
symptoms, which may resonate with patients who are unable 
to acknowledge stress, anxiety or mood issues. It can also be 
helpful to use the strategy of normalizing illness, for exam-
ple, pointing out that the eyes can malfunction in response 
to the pressures of life similar to a gastric ulcer forming. If 
present, include family members in this discussion as well 
[19]. Screening metrics for anxiety and depression may be 
used to identify these symptoms and guide treatment [32••]. 

Referral to a mental health provider should be obtained 
for patients with a known or suspected history of psychiatric 
disease, sexual or physical abuse, or other known trauma [3, 
7]. It may also be helpful for patients with long-term, refrac-
tory symptoms [3, 30]. Psychotherapy may also be needed 
to manage depressive symptoms resulting from the func-
tional vision loss—there is a higher prevalence of reported 
depression and depression symptoms in adults with a loss of 
visual function from any cause [45]. There is a single con-
ference report describing association between improvement 

in symptoms in four FVL patients and treatment with the 
serotonin–norepinephrine reuptake inhibitor duloxetine [46].

While older literature suggests psychotherapy may not be 
efficacious for FVD [3], modern studies suggest otherwise. 
Cognitive behavioral therapy (CBT) is often the approach 
of choice for FND. A randomized controlled trial of CBT 
found a greater reduction in severity scores for patients who 
underwent baseline psychiatric consultation in addition to 
CBT than patients who underwent the baseline consultation 
only [13]. A randomized control trial of CBT for functional 
seizures, a common FND, compared to standard medical 
care found that significantly more patients who underwent 
CBT had reduced functional seizure burden and increased 
functional seizure freedom at 3 months [29]. However, 
while a larger trial conducted in 2020 by the same group 
did not show an improvement in functional seizure burden 
with CBT, it did demonstrate a modest improvement in the 
proportion of patients functional seizure free at 12 months 
(20% vs 12%) as well as improvement in secondary meas-
ures including bothersomeness of seizures and health-related 
quality of life [47]. A randomized control trial of either ser-
traline or placebo in functional seizure patients showed that 
the sertraline-treated arm had significantly more functional 
seizure reduction than the placebo arm (45% versus 8%) 
[48]. A follow-up study randomizing functional seizure 
patients to no treatment, sertraline, CBT, or CBT plus ser-
traline, found improvement in both the CBT arms, but not 
the sertraline only arm [49]. A randomized control trial of a 
CBT-based guided self-help intervention did not show long-
term improvement in overall health, but did reduce symptom 
burden and patient confidence in the possibility of improve-
ment [50]. For FVD, similar to other forms of FND, cogni-
tive behavioral therapy has been suggested as a second line 
treatment [51, 52].

There are additional modalities of mental health care 
that may be effective in FND treatment. Some improve-
ment has been seen in functional motor disorder with psy-
chodynamic psychotherapy (PDT) [53]. One case study 
also reported success with psychodynamic psychotherapy 
in FVD [54].

Hypnosis was studied in 44 FND patients, four of whom 
had either functional blepharospasm or ptosis, who were 
randomized to either an immediate hypnosis treatment or a 
waiting list awaiting future hypnosis therapy. The patients 
who underwent the hypnosis treatment were more likely to 
experience symptom improvement, which was maintained 
at 6-month follow-up [55]. However, when the same group 
conducted a randomized controlled trial comparing inpatient 
psychiatric care with inpatient psychiatric care in addition 
to hypnosis, hypnosis did not confer any additional benefit 
[56]. Greenleaf in 1971 presented a detailed description 
of successful treatment of a patient with “hysterical blind-
ness” with hypnotherapy and discussed other contemporary 
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reports of hypnotherapy for this condition [57]. Yeo et al. 
describe the use of hypnotherapy as one of several treat-
ments for two FVD patients. Both eventually improved, and 
although it is possible that hypnotherapy did not contribute 
to their recovery, both patients had positive reactions to the 
treatment.[35].

Physical Therapy

Physical therapy (PT) is a major component of the treat-
ment for FNDs, especially those that are motor-related. 
The goal of PT in FMD is for patients to be able to per-
form specific activities that will improve their day-to-day 
function. Shifting the patient’s focus of attention from 
their symptoms to functional goals, such as getting up 
from bed or walking, employs the concept of distraction 
leading to symptom suppression in FND [58]. A com-
monly used tool is the “stop and reset” in which mala-
daptive behaviors are stopped and the patient goes back 
to square one, attempting again to carry out a healthy 
movement. This helps patients embody the role of a 
“healthy” rather than a “sick” individual, and resume their 
usual activities [59]. It also helps to re-train any abnor-
mal behaviors that patients may have developed [32••]. 
Rehabilitation should follow a similar course of treat-
ment as in organic disease, as the lives of FND patients 
are impacted by their symptoms to the same degree as 
other patients [60]. In one case–control study of PT for 
FMD, significantly more PT-treated patients experienced 
improvement compared to controls not treated with PT 
(60.4% vs 21.9%). Unfortunately, 87.5% of all patients, 
whether treated with PT or not, did not experience com-
plete resolution of symptoms [61].

There are very limited descriptions of the use of occu-
pational and vision therapy for FVD. The goals of occupa-
tional therapy for vision loss due to FVD may include the 
ability to perform daily activities independently (for exam-
ple, through modifications for light sensitivity), and reduc-
ing compensatory habits that patients may have which 
hinder their recovery [62••]. One patient had success 
(improvement in vision from 20/150 to 20/70) after five 
sessions of optometric vision therapy, including monocu-
lar fixation, pursuits, accommodative work, and binocular 
accommodation and vergence [63••]. In addition, although 
this approach is impractical in most contexts, the military 
previously had success with “retinal rest,” which involved 
patching and covering both eyes and physically isolating 
patients until vision improved [1]. There are no studies 
comparing the efficacy of vision therapy to other lines of 

treatment, and its use in treating FVD is based only on 
anecdotal evidence [6, 7].

Transcranial Magnetic Stimulation (TMS)

There has been evidence for symptom improvement in 
FMD with TMS of the motor cortex to elicit movement. 
It has been proposed that the mechanism of benefit of this 
procedure is the experience of movement by the patient 
in response to the stimulation, thus demonstrating that 
symptom reversal is possible [64]. This is supported by a 
study in which patients received equivalent benefits from 
both TMS and root magnetic stimulation, which induces 
movement but does not stimulate the cortex, and showed 
similar benefit [65].

In a study by Parain and Chastan, ten FVL patients 
(pediatric and adult) were treated with large-field, low-
frequency, repetitive transcranial magnetic stimulation 
centered on the occipito-parietal area. Nine patients expe-
rienced improvement, six of whom completely recovered 
[66]. Yeo et al. describe the use of occipital TMS in two 
patients, both of whom eventually recovered though not 
immediately after the TMS treatment. Similar to what 
has been reported for other FNDs, TMS may have had a 
placebo-like effect on these patients, as they both reported 
that the temporary visual experiences that were triggered 
during the TMS improved their confidence that they could 
regain their vision.[35].

Management of FVD in Children

Although much of the above discussion applies when treat-
ing both adults and children with FVD, there are some 
special considerations in the pediatric population. FVD in 
children is considered to be shorter-lived and requires less 
intervention than in adults.[67] As with adults, most chil-
dren do not have associated psychiatric conditions [68].

When approaching the child’s family, it is important to 
tell the parents that the child is not purposely faking or 
fabricating their symptoms [1]. Providers should instruct 
parents to be supportive and encouraging toward the child, 
especially in regard to their vision, rather than punitive [1, 
6, 9]. Similar instructions should be given to the child’s 
school. An example of a letter to school explaining the 
cause of the child’s visual symptoms is given by Moy et al. 
[10]. It is possible that some children may be feigning vis-
ual symptoms in order to obtain glasses [10, 16, 19]. In 
general, telling the child that this type of visual complaint 
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is common and that return of normal vision is expected 
in a number of weeks, allows children to recover without 
embarrassment [23]. It is especially important in children 
to take a detailed social history and assess for possible 
sources of trauma or stress, including within the family [25, 
25]. Porteous et al. present three cases of medically unex-
plained vision loss in children associated with either physi-
cal abuse, social stress factors, or history of anxiety [40]. 
In children, FVD has been associated with sexual abuse, 
so it is important to appropriately screen for this [69, 70].

In a study by Catalono et al., only one out of 23 patients 
were referred for psychologic therapy, the rest being treated 
with reassurance alone, and 74% of these children had com-
plete resolution of symptoms after two months [14]. School- 
or family-related psychological factors are often triggers for 
FVD in children and should be managed with mental health 
care if necessary [30]. An eight-year-old boy whose bilat-
eral vision loss was attributed to bullying at school, fully 
recovered after discussion of the bullying with parents and 
teachers [71].

In one case series of 85 children and adolescents with 
FVD, all but one resolved with reassurance only [67], con-
sistent with previous reports that FVD symptoms are usually 
milder and shorter-lived in children than in adults, unless 
associated with trauma or abuse [9]. Another retrospective 
study of children with FVD found 85% of patients had full 
recovery within one year of diagnosis, and the time to recov-
ery was not related to psychosocial factors, age of onset or 
time to diagnosis [21]. In another study, 9 out of 12 pediatric 
patients experienced full recovery [22].

Conclusions

Although there is limited evidence for the use of any par-
ticular treatment for FVD, the current literature supports a 
combination of trust-building and careful reassurance for ini-
tial management of most FVD patients, with mental health 
therapy being useful in specific cases. Additional approaches 
such as hypnosis or TMS might be considered in long-stand-
ing refractory cases (Fig. 1).

Although education and reassurance are the first line of 
treatment for FVD, it can be difficult to achieve in the con-
straints of a busy clinic. In a survey of UK ophthalmologists, 
a noted barrier was that they did not have enough time with 
their FVD patients to address all their concerns and that it 
was difficult for their patients to access psychological care 
and other resources [72••]. It might be valuable for future 
prospective studies to focus on approaches to overcom-
ing these barriers, including specific aspects of how and by 
whom education and reassurance is performed, including time 

spent face-to-face with the patient, number of visits, and the 
manner in which the diagnosis was explained. Future studies 
should stratify patients based on whether they have a concur-
rent mental health diagnosis to help identify those likely to 
benefit from mental health care [8]. Finally, a major challenge 
in FVD research is the small numbers of patients included in 
most studies. Multicenter trials or those focused on neuro-
ophthalmology practices which may have higher FVD patient 
volumes can help improve the current state of our knowledge 
on how to best treat FVD.
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