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Owing to the dearth of scholarly works to understand the presence of Functional Neurological Symptom Disorder (FNSD) among mental health patients in Pakistan, this study sought to understand how cultural and religious conflicts are implicated in the aetiology of FNSD. The study recruited 22 participants, comprising five men and 17 women. The participants were recruited from the Department of Psychiatry at Services Hospital, Lahore, Pakistan. Semi-structured interviews were conducted and analyzed through Thematic Analysis. The two main themes identified in this study were cultural and religious values and beliefs about romantic relationships. Within the cultural and religious values theme, subthemes of self-perception, a conviction in religious beliefs, and sexual suppression were identified. Furthermore, the subthemes of beliefs about romantic relationships were family’s approval, engagement against wishes, and fear of exposure. The two main themes are interconnected: beliefs about romantic relationships were interpreted and experienced through the perspective of religion and culture. To summarize, this study concluded that stressors related to culture and religion are significant contributing factors in the development of FNSD. This study has important implications for mental health professionals, as awareness around the interplay of cultural as well as religious beliefs and FNSD will enable them to devise effective and holistic therapeutic intervention.
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Introduction

Functional Neurological Symptom Disorder (FNSD) or Conversion Disorder is a psychiatric disorder in which the symptoms affect voluntary motor and sensory functionality that cannot be explained by a neurological or general medical condition (1). Common symptoms of FNSD include blindness, paralysis, dystonia, psychogenic non-epileptic seizures, swallowing difficulties, motor tics, and difficulty walking (2). The prevalence rate of this disorder varies widely across different cultures. A recent study reported that one in five individuals visiting outpatient psychiatric departments has medically unexplained neurological symptoms (3). According to American Psychiatric Association (4), the estimated yearly prevalence of FNSD is 4–12 cases per 100,000 people. In South Asian countries such as Pakistan, India, and Bangladesh, the prevalence is as high as 31% and twice as common in women than in men (5, 6).

Despite psychodynamic, biological, behavioral, cognitive and socio-cultural theories’ attempts to explain the causal factors of FNSD, its aetiology remains an enigma (7). Each theory explains the development of FNSD relevant to its own understanding. However, an integrated biopsychosocial model of FNSD emphasizes that the interpretation of the physical symptoms experienced by individuals with FNSD are highly influenced by personal experiences, observation of others and socio-cultural factors (2). As the prevalence of FNSD tends to be significantly different in industrialized and developing countries (8), it is assumed that socio-cultural factors tend to play a significant role in the development of FNSD. Thus, FNSD is more common in cultures where direct and honest expression of desires and emotions is discouraged and frowned upon (9).

On the contrary, conformity to religious and cultural norms is deemed virtuous and acceptable. In such cultures, FNSD becomes a strategy for expressing suppressed emotions and desires (5). Furthermore, the prevalence of FNSD is higher among individuals exhibiting higher degree of religiosity, lower levels of literacy and socioeconomic status (1), those who reside in rural areas, individuals of younger ages and women (6). It is also common where physical symptoms are given more importance than psychological symptoms due to lack of psychological sophistication (10). Developmental psychologists propose that adults transmit cultural socialization to the younger generation and that the learned behaviors are internalized and exhibited for certain benefits. This phenomenon may give rise to developmental trajectories that could ultimately contribute toward the onset of FNSD in adults (11).

South Asia is a primary example of an environment where all of the factors mentioned above are widely prevalent in a society deeply tied to cultural and religious traditions and with the low human development of the masses. In particular, Pakistan is a developing country where most people belong to lower socioeconomic status (12) and have a low literacy rate. Apart from these factors, being Muslims, people belonging to Pakistan share a set of cultural and religious beliefs which create their moral compass around culture and religion. The ideal Islamic and cultural teachings include, but are not limited to, respect for elders (13), submissiveness to one’s spouse (especially women respecting their husbands), not being vocal about one’s desires and needs, refraining from having intimate relationships outside of marriage, masturbation, and watching porn (14).

Thus, if one wants to explain the development of FNSD in a country like Pakistan, it is imperative to understand the ambivalence or conflict between the “should self” and “want self” (15). Furthermore, the socio-cultural approach toward FNSD has also emphasized the external environment and the patients’ complex, often unconscious, intra-psychic conflicts. The socio-cultural approach accepts the fundamental idea of the psychodynamic perspective that people with FNSD often experience “forbidden” ideas which are not acceptable in their culture or religion (16, 17). This causes turmoil in one’s mind and disturbs the mental state. If these conflicts are not addressed, they are likely to find an expression in somatic symptoms, as in FNSD (5). Therefore, to understand the complex web of dissonance and ambivalence among patients diagnosed with FNSD, this study aimed to understand the impact of cultural and religious beliefs on the onset of FNSD.



Theoretical framework

Leon Festinger’s theory of Cognitive Dissonance (18) proposed that human beings try to maintain harmony and consistency between their beliefs, attitudes, and behaviors. Cognitive dissonance is created when there is a contradiction between beliefs, attitudes, and behaviors. FNSD is a complex phenomenon. Hence, for a thorough understanding of the subject, i.e., FNSD, it is better to lay out as many details as possible to get a rich perspective. Furthermore, studying FNSD through the dimension of Festinger’s theory of Cognitive Dissonance assumes a vital position when we seek to understand the ambivalence and dissonance inherent in it (19). To better understand the process by which dissonance is created and resolved, Harmon-Jones and Mills (20) suggested examining forms of dissonance using the concept of paradigms from Festinger’s theory. The following paradigms explain the types of dissonance in the accounts narrated by the participants: free-choice paradigm, effort-justification paradigm, belief-disconfirmation paradigm, induced-compliance paradigm, and induced-hypocrisy paradigm are some of the ways to induce cognitive dissonance. In the Free-choice paradigm, people choose a problematic option when presented with evenly attractive and unattractive choices (20).

An example is when a person has to choose between a job that offers stability and starting a business. The latter choice involves some risks. Once the choice has been made, dissonance is likely to occur because of the highlighted negatives of the accepted choice and the positives of the rejected choice (21).

When an individual voluntarily indulges in an unpleasant activity or behavior to achieve the desired outcome, they fit in the effort-justification paradigm (22). For instance, South Asian families spend and show extravagance on weddings to gain social approval. The reason for such behavior is usually attributed to the expectations the family, community or society have of them at the time of an offspring’s wedding.

In the belief-disconfirmation paradigm, individuals only accept the evidence supporting their beliefs and reject the information that does not align with the previous belief system (20, 23). For example, a family on an island amidst a tsunami believes that it will not hit their house because they are spiritual and when their house miraculously evades the tsunami. The disconfirmation further solidifies their belief that their religiosity helped them escape the tsunami.

When a person likes to share information with those with the same beliefs, they act out the belief-disconfirmation paradigm. Festinger’s most ubiquitous concept is the induced-compliance paradigm, which occurs when there is a contradiction between the initial set of beliefs or behaviors and current cognitive patterns or actions (24–26). For instance, an individual engaging in premarital relationships could experience dissonance due to the previously held belief that premarital relationships are wrong.

Individuals try to reduce their cognitive dissonance to align their cognitions with their behaviors through a phenomenon called reduction. The reduction can be made in many ways. For instance, Stangor (27) and McGrath (28) described that an individual reduces the enormity or cognitive dissonance by altering the cognition and bringing changes in one’s behavior to fit the cognition (Behavioral change) (29). Justifying cognition by altering the conflicting behavior is called act rationalization (28, 30). The third form of reduction is attitude bolstering, which justifies cognition by adding new behavior (29, 31). Disagreeing with the information that contradicts the existing perspectives is called Denial of responsibility [(32, 33) as cited in (28, 29)]. Some strategies reduce dissonance temporarily others result in chronic dissonance (Figure 1). Hoshino-Browne et al. (34) proposed that almost all the individuals have one or more of the dissonance reduction strategies, and that these strategies are often culturally driven. The idea behind this concept is that people often use rationalization based on their cultural beliefs. Hence, it can be concluded that cognitive dissonance and its reduction strategies are highly influenced by culture (34, 35). Our mind and body are interdependent; thus, chronic dissonance is likely to cause various mental health problems such as anxiety disorders, depression, and somatoform disorders (36), which can also develop into chronic physical illness.
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FIGURE 1
 The dissonance-reduction and model given by Leon Festinger.


Despite the high prevalence of FNSD in Pakistan, the existing scholarly accounts still need to address the issue adequately. Existing research has yet to focus on factors such as culture and religion in its development and maintenance. This study was designed to fill this critical gap in the literature by unveiling how cultural and religious factors contribute toward the development and maintenance of FNSD.



Method

The study employed a qualitative method to comprehensively understand the impact of cultural and religious factors on FNSD. The very nature of the inquiry, which required that the participants felt comfortable while talking about these sensitive topics, seemed best suited to be situated in the qualitative paradigm. Conversely, the quantitative forms of empiricism would not have been suitable choices in view of the inquiry question. The qualitative method, therefore, became the inevitable choice in this case.


Thematic analysis

The choice of thematic analysis was prompted because it is generally perceived as the foundation method in qualitative research (37). The combination of procedural simplicity with a technical background gives thematic analysis an edge over other qualitative analysis methods, thus making it one of the most widely used qualitative methods. Furthermore, it not only gives a succinct description and interpretation of the themes and patterns from the data (38) but also has the advantage of providing flexibility to the researchers as it is not tied to a particular epistemological or theoretical perspective (39). Thematic analysis in a study can be embedded in an essentialist/realist, constructionist or contextualist method (37). The current study employed the constructionist method as it explored how the participants’ events, realities, meanings and experiences were influenced by their cultural and religious contexts (40).



Data collection method

To gather details of the experiences of individuals regarding FNSD ethology, semi-structured in-depth interviews were conducted. Each participant was interviewed once. The interviews lasted for a duration of 2 h on average. The interviews were conducted conversationally in a quiet and comfortable room to let the participants share the cultural/religious ambivalence in their own lives.



Sampling/participants

The sample consisted of 22 participants (5 men and 17 women) whose ages ranged between 20 and 35 years and they were all single. Regarding occupation, nine participants were doing government or private jobs, six were homemakers, five were students and two were businessmen. The participants were selected through purposive sampling (See Table 1 for demographics).



TABLE 1 The demographic characteristics of the participants.
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Inclusion criteria

In this study, we selected only those participants who fulfilled the diagnostic criteria for FNSD (with psychological stressors) according to DSM-V. As the interviews were conducted in Urdu, the national language thus, fluency in Urdu was a prerequisite for the participants. Interestingly, all the participants were single, which was not a part of the inclusion criteria and hence a mere coincidence. Lastly, the participants with a minimum of 12 years of education were included in the study to exhibit psychological sophistication and adequately answer the main inquiry question. Initially, 25 participants were selected, out of which two withdrew when the aims and objectives were explained to them as they did not wish to talk about cultural and religious conflicts and have it audiotaped, while one had to go out of the station on account of a close death in the family. Thus, the total sample consisted of 22 participants.



Ethical considerations

The Departmental Doctoral Programme Committee approved the study at the Centre for Clinical Psychology, University of the Punjab, Lahore, Pakistan. The first two authors have been part time faculty members at this institute for the past many years, while the third author also served as a lecturer there for a year. Moreover, the first three authors are also alumni of the Centre for Clinical Psychology, University of the Punjab, Lahore. The participants were briefed about the nature and objectives of the research. Informed consent was taken from the participants, who were also briefed about their role in the research. Moreover, confidentiality was ensured, and they were told that they would be assigned fictitious names in the final write-up of the study. Lastly, the participants were informed that they would not be given any monetary incentive for the study. However, if the interview caused stress in them, they would be offered free therapy sessions at Services Hospital, Lahore, Pakistan.



Procedure

Before conducting the interviews, an interview guide (see Table 2) was developed to help the interviewer get detailed information from the participants. At the time, the study was conducted the first author was working as a senior clinical psychologist at the Department of Psychiatry, Services Hospital, Lahore. A meeting was held with all the senior psychiatrists and the psychologists working in the department and they were requested to refer diagnosed patients of FNSD with psychological stressors to the first author, so that they could be screened for inclusion in the study. The total number of clinical psychologists working at the department was four. Although the first author was a part of the care team, she was not the therapist of the participants. All the interviews were conducted by the first author in a comfortable room of the department of psychiatry at Services Hospital, Lahore, Pakistan. The first 15 min were spent developing a rapport which helped to put the participants at ease. It was done by giving factual information regarding the interview process, actively listening, and using appropriate non-verbal communication (41). This paved the path toward unfolding the participants’ narratives in a detailed and comprehensive manner. Furthermore, all interviews were audiotaped with the participants’ permission, and the queries (if any) regarding the audio taping were answered. The central inquiry question was “What role did cultural/religious factors play in the development of your illness?” (See Table 2).



TABLE 2 Interview guide questions.
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Data analyses and verification

Thematic analysis was carried out following the six steps outlined by Braun and Clarke (37). The data obtained through interviews were transcribed, and then the first step was to get familiar with the data by reading, re-reading and taking initial notes. Initial codes were generated in the second step, while the third step comprised of collating the codes into potential themes. These themes were reviewed and later refined and named in the fourth and fifth steps, respectively, and sub-themes were also derived. In the sixth and final step, effective extracts were selected and related to the research question and literature, and the results were formulated and reported. For peer review, the analysis was shared with two experts in the field of psychology and qualitative research. One was an assistant professor working in a government university with 12 years of teaching and research experience.

In comparison, the other peer researcher was the head of the department of a private university with 15 years of experience. They were provided with the transcripts and the extracted themes and subthemes as well as paper trail and memos and were asked to review and assess the thematic clusters derived from the transcripts. Peer researchers assessed whether any point needed to be added or eliminated (42). All the suggestions from the peers were considered, and relevant changes were made accordingly. The respondent validation check was done in two ways. Firstly, the participants were asked to review the transcripts and identify any inaccuracies between the data and their responses during the interview (43, 44). Later, they were asked to review the accuracy and relevance of interpretations made by the researchers from the transcripts (43, 44). The participants suggested minor changes, which were incorporated into the analyses.

The themes in thematic analysis can be theoretical or deductive, driven by the research question, or inductive, which may not display many relations to the specific questions asked and are strongly linked to the data (37, 45). While doing the analysis, we came across an amalgam of deductive and inductive themes. This was an advantage of using a flexible approach, i.e., thematic analysis. As this study was a preliminary attempt to address the ambivalence faced by individuals with FNSD, it seemed best to report whatever was reflected by the data. Our first theme was deductive or theoretical, while our second was inductive.




Results

This section mainly focuses on emergent themes. After careful analyses of the 22 transcripts (see Table 2), two main themes were identified: cultural and religious values and beliefs about romantic relationships. These themes and their subthemes displayed a direct or indirect relationship in the onset of FNSD.


Cultural and religious values

From the very beginning, people are told to behave in a certain way, and this pattern is widely expected in South Asia (46), in which they are given a set of rules or ways of life which they are anticipated to follow. These rules represent their familial, cultural and religious norms and values that guarantee acceptance in their community and ensure affiliation. Cultural and religious values emerged as a significant theme in this study, which displayed a clear connection between the rules set by society and the burden of following them to fit in. Often, practices such as how marriages are arranged, the proper way to show respect for elders, etc., are influenced by familial/cultural norms and the pressure to follow them.

This central theme, cultural and religious values, was further divided into three sub-themes: self-perception, sexual suppression and family environment.


Self-perception

It is imperative for individuals to develop a positive image of themselves to have stable emotional regulation (47, 48). It is believed that perception of one’s behavior is directly linked to emotional adaptation. Participants in this study presented themselves as very religious. Their self-concept reflected their idea of themselves as quite religious, although they did not always follow the daily rituals required by Islam, such as praying five times a day, fasting, etc. They perceived their thoughts and feelings to be aligned with religion; they deemed inner faith superior to the mere practice of rituals.

Samina considered herself religious and even in her dreams, she often saw herself reciting the Holy Quran or preaching. She did not practice daily rituals regularly as she considered human values like not hurting anyone to be superior to rituals:


Let me tell you one thing (chuckled), I don’t pray regularly, and often I feel guilty about it but I consider myself quite religious as I don’t hurt people. I have seen many people, they pray a lot but they hurt people with their words. I think it’s more spiritual to be kind to others.
 

Likewise, Faiza, also perceived herself very religious, said:


I am very religious and have a strong connection with God and feel very guilty if I deviate from this self-image.
 

For Samina and Faiza, it was more important to adhere to the ideals of Islam than to simply practice the rituals of daily prayers.



Conviction in religious beliefs

Muslims believe that to be a good Muslim, one must follow the tenets of Islam in their daily life, such as the five times prayers that are offered daily, the consumption of halal food, modesty in attire, etc. Some people incorporate religious rituals into their daily routines to such an extent that their whole life is governed by them. For example, for Umer, conducting his life strictly according to religion was a way of life. He considered listening to music or watching TV un-Islamic. He said:


I used to switch off the TV. I don’t even remember the images of television. I even ask for forgiveness from God for all the sins I have committed in the past like watching movies, dramas and listening to songs. The thought of punishment for my wrongdoings disturbs me to my core and I try to suppress them by praying.
 

For Maryam, religion effectively dealt with life stressors. Several months ago, at a family event, her aunt told all the present relatives that Maryam had abused her, which was not true. Moreover, she made Maryam apologize to her publicly for this false allegation. Maryam was quite distressed, but she resorted to religion to deal with her stress:


At first, I was really disturbed and started having fits (pseudo seizures). Then I left the matter to God and ultimately, I got over it and found solace. This strengthened my faith in the belief that all matters should be left to God. Consequently, my fits (pseudo seizures) also improved.
 



Sexual suppression

In various cultures/religions, shame is associated with sexual expression. Therefore, people often refrain from explicitly discussing sex, especially with the opposite gender. In this study, all the participants seemed to exhibit suppressed sexual expression and severe guilt. Bilal admitted having sexual thoughts and added: “I spend three days with a jammat (religious group) because it makes me get rid of sexual thoughts for the next 6–7 months.” Additionally, Kashif denied any sexual fantasies even though he had a romantic relationship for almost a year. He said:


I consider having sexual fantasies a sin and a punishment for myself. I don’t see women with a sexual perspective. I don’t know how I got involved, but even in this relationship, I have set a moral standard and never touched her. Whenever such shameful thoughts come to my mind, I get extremely disturbed and I tried to shrug the thoughts off by reciting Kalma (Islamic phrases recited by Muslims).
 

Likewise, Uzair had been involved in a romantic relationship for 2 years and shared:


Let me tell you an incident, one day I was talking to my girlfriend on the phone and the conversation became sexual. I knew it was my mistake so I got very angry at myself and couldn’t believe that I had stooped to that level. I thought that this was not me, this is not what my religious and cultural values teach me. The next morning, I couldn’t speak.
 

Umer, who considered pre-marital relationships haram (Religiously prohibited), mentioned:


One day when I opened my shop a girl came and asked for my phone number, my heart started beating very fast I swear I am not a bad guy.
 




Beliefs about romantic relationships

Every participant in the study was involved in romantic relationships. At the same time, they exhibited fear of disapproval by God, their families, and society around this involvement, which created a state of conflict in them. The predominant sub-themes are listed below (Figure 2):
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FIGURE 2
 The paradigms from CDT in relation to the themes identified in the study. The bubbles in gray represent the reduction strategy used to manage the dissonance within each theme. For example, attitude bolstering was the reduction strategy found in subthemes like self-perception and sexual suppression. At the same time, behavioral change and denial of responsibility were the two reduction strategies used in two subthemes, i.e., family’s approval and engagement against wishes.



Family’s approval

Some participants needed the approval of at least one family member as a “go-ahead” for their romantic involvement before committing. For instance, before sharing her feelings with the person she had fallen in love with, Amina shared her feelings with her mother, who disapproved of the match:


One day I shared with my mother that I really liked a cousin from her family, but she immediately brushed the idea aside saying that the two families had conflicts and would not approve of this marriage. So, I should forget about it and though it was tough, I complied but it caused anger and led to fits (pseudo seizures).
 

Similarly, Ayesha, Tayyaba, and Maliha had strong feelings for their partners. However, their families did not approve, and Sadaf felt guilty for falling in love because she knew that her family would never approve. In some cases, one of the parents may approve, but in Pakistan’s religious and cultural setup, collective family approval is often required. For instance, Asfa mentioned:


When I developed feelings for my cousin, I shared them with my mother and she reassured me that she would convince my father to get me married with him. So, I made a commitment with him but I stayed disturbed knowing how hurt my father would feel on discovering that I was involved with my cousin.
 



Engagement against wishes

Some participants got engaged against their wishes to please their families though they were in a relationship with another person then. For instance, Fariha and Rabia were engaged but expressed their displeasure around it; Fariha mentioned: “my engagement is my main stress, and I have never liked my fiancé, but I am helpless.” Furthermore, Shafiq added:


I knew that if I say “no” to my cousin’s marriage proposal it could lead to a lot of strain between two families. Even though I was in a relationship already, I decided to go along with the family decision for the time being and plan some strategy to break the engagement later. However, this created a lot of mental strain for me, because I knew that I was deceiving my family and couldn’t ditch my girlfriend as well. I was in a constant battle between my own desires and my family’s expectations of me.
 

Similarly, Asfa told:


I stayed quiet at the time of engagement as it would have created an uproar in the family. I wasn’t happy at all because I was in love with someone else, but I hoped that I would later share it with my family and make them understand. It was only an engagement, we were not legally married.
 



Fear of exposure

At times, the participants refrained from getting thoroughly involved in their relationship because they feared that people, especially their families, may find out about it, and this caused fear of dire consequences among them. Sonia explained her feelings and said:


I can’t imagine the humiliation my family would face if they get to know that I love him.
 

Moreover, Maliha shared:


Mustafa said that he wanted to marry me even if my family didn’t agree. He also said that he would ensure that I didn’t get married to anyone else. I was really stressed thinking that he may tell all these things to my future in-laws and tarnish my name. The thought of bringing shame to my family due to a boy disturbed me to my core and impacted my health badly.
 

Likewise, Saman said:


I did not want my father to think that I am immoral. I knew that there is no concept of “love marriages” in my family I was scared that if my father finds out about my relationship he may go to any extent because he would get really hurt and angry. I remained preoccupied and worried by these thoughts and later developed fits (pseudo seizures).
 

Family’s disapproval of involvement in a relationship before getting married instilled fear in Maliha and Saman. The fear was so intense that it distressed them immensely. While a significant number of people marry a person of their own choice, romantic relationships are generally frowned upon by society. Some people consider it unacceptable and a reflection of low moral values.

The two themes, i.e., cultural and religious values as well as beliefs about romantic relationships in this study indicate a state of conflict and dissonance that individuals residing in countries where religion is a strong institution, tend to experience. Pakistan was founded on religious principles resulting in a profound impact of religion on cultural and familial establishments, thus impacting various aspects of the individuals’ lives. An in-depth analysis of the accounts of the participants highlights a glaring conflict that they tend to experience between their personal desires and expectations from culture and religion. This is so because the way religion is mostly practiced at a preliminary level, and the emphasis is on unconditional surrender and conformity. Ironically, unconditional surrender can only come once an individual discovers and strengthens himself through love and spiritual closeness with God (49, 50). Therefore, the need to conform to the authorities of religion and culture in the absence of an acceptable rationale can cause dissonance and lead to FNSD.

The researchers followed a methodology reminiscent of Braun and Clarke’s (37) approach, whereby they conducted an analysis of the participants’ narratives and semantics to comprehend the substance they attributed to their experiences. Subsequently, the researchers delved beyond the narratives to uncover the implicit assumptions and interconnections underlying the participants’ statements, a procedure informed by the scholarly contributions of Smith and Osborn (51), Alase (52) as well as Finlay and Gough (53).





Discussion

This study aimed to gain insights into how the participants experienced the cultural and religious conflicts in their lives and the meanings they attached to them, which were implicated in the etiology of FNSD.

The two main themes that emerged from this study are religious and cultural values and beliefs about romantic relationships. These two themes are interconnected; beliefs about romantic relationships were interpreted and experienced through the perspective of religion and culture. It was evident from the data that religion, Islam in this case, played a significant role in the belief system of the participants. Thus, it was essential to gain an understanding of the participants’ interpretations of Islamic injunctions embedded in the socio-cultural context on which this interpretation was founded. For most people in Pakistan, boundaries between religion, culture, family, and romance are intricately woven together (54, 55). Religious beliefs, or rather the interpretation of religious injunctions, dictate social and familial relationships and underlie most life decisions. In Pakistan, separating religion from culture is not simple, as religion is embedded in cultural practices and vice versa (56, 57).


Cognitive dissonance paradigms

Festinger’s theory of cognitive dissonance best explained the perspectives of the participants regarding the dilemmas they encountered and the way they processed them. According to Festinger’s theory, the process of neutralizing dissonance and reaching consonance is possible through the use of four paradigms: induced compliance, free choice, effort-justification, and belief disconfirmation.

On analyzing the data through the lens of cognitive dissonance theory, it appears there were instances where individuals’ cognitions were not consonant with their prior beliefs. For example, two participants, Samina and Faiza, who had a strong religious inclination, experienced cognitive dissonance when they did not comply with religious practices. This contradiction between belief and behavior refers to the induced compliance paradigm. Similarly, Umer was a strict believer and considered having pre-marital relationships Haram. He faced indirect, induced compliance when a girl asked for his phone number as it threatened his belief.

Efrati (58), who studied sexual suppression among religious and secular individuals, found elevated sexual suppression in religious individuals and that this sexual suppression also led to distress. Sexual suppression based on cultural and religious beliefs gets in the way of romantic relationships, and if they are involved in a romantic relationship, they experience cognitive dissonance (59). The paradigm of induced compliance regarding thought suppression and sexual oppression was seen in Bilal and Uzair, where they experienced denial and guilt regarding sexual thoughts. Similarly, Saman and Sonia knew that love marriage was not allowed in their families; consequently, having a romantic relationship caused cognitive dissonance because it created a contradiction between their beliefs and their current actions. The above examples indicate the induced compliance paradigm.

The free choice paradigm, which is another form of cognitive dissonance, was experienced by the majority of the participants. One of the participants, Kashif, reported that although he had a romantic relationship with a woman, he did not engage in any sexual activity. Likewise, Amina chose to forget about her relationship because she belonged to a conservative family, and her mother did not allow her to marry her cousin. Similarly, Umer considered himself a strict Muslim; he believed that activities such as watching TV and listening to music were prohibited in Islam, so he decided to stop watching TV and listening to music.

The above examples display dissonance emanating from contradictory behaviors because these individuals had to choose difficult options (refrainment from sex, leaving a romantic relationship, abstinence from watching TV and listening to music). The options they chose resonated with their cultural and religious values. All three represent the free-choice paradigm of Festinger’s model.

Yeung et al. (60) reviewed the literature on trends in South Asian living arrangements. They found that most individuals (aged above 18) lived with their parents, and the concept of arranged marriage was still very prevalent in South Asia. Similarly, in this study, all the participants lived with their parents, and their parents made significant decisions. Another paradigm of dissonance, effort justification, was observed in Shafiq and Asfa, who were already in relationships but agreed to get engaged to a person of their parent’s choice to avoid uproar in their families. Similarly, Rabia and Fariha hated being engaged, but they complied with their families. Their involvement in an unpleasant activity (engagement against wishes) to achieve a pleasant outcome (use the strategy to convince the family later on or avoid uproar in the family) referred to the effort justification paradigm.

There were also examples when more than one paradigm was at play simultaneously. Rabia, Fariha, Shafiq and Asfa got engaged under pressure to avoid the turmoil in their families (Rabia and Fariha’s case) and planned the strategy to end the engagement later on (Shafiq and Asfa’s case) was effort justification. At the same time, they were indulging themselves in something contradictory to their beliefs, referred to as the induced-compliance paradigm.



Reduction

Dissonance creates discomfort, which leads to a person’s attempt to reduce the discomfort and hence the dissonance. Likewise, the discomfort from dissonant situations motivates these individuals to reduce their cognitive dissonance. The maladaptive ways to achieve consonance between cognition and behavior were seen as a constant pattern in the participants. Kashif denied any sexual behavior toward his girlfriend and even denied having any sexual thoughts because such behaviors or thoughts were not accepted in his religion. He reduced his cognitive dissonance through the recitation of kalma.

Similarly, Samina confessed that she did not pray five times a day but was kind to other people. Adding another behavior or action to reduce dissonance refers to attitude bolstering. Adding another behavior instead of directly addressing the conflicting behavior can cause chronic mental health illnesses (61, 62). However, Bilal admitted to having sexual thoughts and mentioned that he spent a few days with an Islamic group to get rid of the sexual thoughts.

Amina was asked by her mother to forget about her intimate relationship, and she complied under family pressure. Likewise, Bilal spent 3 days with an Islamic group to eliminate his sexual thoughts. This type of reduction refers to behavioral change. This maladaptive behavioral change caused anger and eventually led to Amina’s pseudo-seizures.

Denial of responsibility was seen in Shafiq and Asfa, who got engaged to people chosen by their parents due to family pressure, even though Shafiq and Asfa were in love with someone else. In this particular case, cognitive dissonance was reduced temporarily and maladaptively because they planned to end the engagements later.

To summarize, this study sought to understand individuals diagnosed with Functional Neurological Symptom Disorder (FNSD) using the dissonance-reduction process of Festinger’s model. The participants displayed the following paradigms of cognitive dissonance: induced compliance, free choice, and effort justification.

Cognitive dissonance was reduced through attitude bolstering, behavioral change, and denial of responsibility. It was found that dissonance and maladaptive ways to reduce the dissonance mutually resulted in stress and poor mental health in individuals.



Implications, limitations, and conclusion

This study highlighted significant factors contributing to the development of symptoms of FNSD. The two main interrelated themes were cultural and religious values and beliefs about romantic relationships. The results from these themes suggest that cognitive dissonance and maladaptive ways to reduce dissonance have adverse consequences in patients diagnosed with FNSD. This research has important implications in the formulation of therapeutic interventions for patients diagnosed with FNSD, particularly those located in South Asian countries and also those who have a solid religious leaning. Insights into patients’ cultural and religious values can help understand how patients make meaning of their experiences and how they associate them with developing symptoms of FNSD.

One limitation of this study was the sample size. The sample consisted of 22 participants (5 men and 17 women). In order to increase the generalizability, future studies should consider a larger sample and replication of the study with a variety of populations. This may also deepen our understanding of FNSD, its etiology and variations in different populations.

Since the respondents of this study were primarily women participants and few men, one possible implication for future research on the topic could be to study patriarchal structures which do not necessarily emanate from cultural and religious norms and how they affect the development of FNSD among women. Another dimension vital to understanding FNSD is how patriarchal norms of submissiveness in women and patterns of contradictory behaviors could make women more vulnerable to the development of FNSD. Moreover, future research could also focus on the general dearth of mental health education in South Asian countries coupled with the religio-cultural boundedness in these societies and how they implicate FNSD-related problems among the population.
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