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CONVERSION DISORDER

Conversion disorder is a mental disturbance in which
patients present with neurological symptoms such as
paralysis, numbness, or blindness, but for which no
neurological or other organic explanation can be iden­
tified. Instead, psychological mechanisms are believed
to cause the symptoms. Conversion symptoms were
initially described in the context of hysteria. The term
"conversion disorder" was originated by the physicians
Josef Breuer and Sigmund Freud, who suggested that
negative emotions were repressed and "converted" into
physical symptoms. Other adjectives frequently used
to describe conversion symptoms are "psychogenic,"
"pseudoneurological," or "medically unexplained" bodily
symptoms. Known for millennia, this disorder has always
been subject to debate and conceptual confusion. This is



 

reflected, for example, in the manner in which the disor­
der is currently classified within the two major current
nosologies. In the In1ernatiolUIl Statistical Classification of
Diseases and Related Health Problems (ICD-10: WHO, 1992)
conversion disorder b a dissociative disorder; in the
Diagnmtic and Statistical Manunl ofMental Disorders (DSM­
IV-TR: APA, 2000) it is a type of somatoform disorder.

Characteristics

Definition

The diagnostic criteria for conversion disorder according
to the DSM-IV-TR are as follows:

• The patient has one or more symptoms or deficits
affecting voluntary motor or sensory function suggest­
ing a neurological or other general medical condition.

• Psychological factors are judged to be associated with
the symptoms because conflicts or other stressors pre­
cede the initiation or exacerbation of the symptoms.

• The symptom is not intentionally produced or feigned
(as in factitious disorder or malingering).

• The symptom, after appropriate investigation, cannot
be fully explained by a medical condition, substance
intake, or as a culturally sanctioned behavior.

• The symptom causes clinically significant distress or
impairment in social, occupational, or other important
areas of functioning or warrants medical evaluation.

• The symptom is not limited to pain or sexual dys­
function, does not occur exclusively in the context of
somatization disorder, and is not better accounted for
by another mental disorder.

Symptom Presentation

The presentation of conversion symptoms mimics a broad
spectrum of neurological disorders. The most common
conversion symptoms are motor symptoms, such as paral­
ysis, weakness, gait disturbances, and tremor. The second
most common symptom cluster consists of sensory symp­
toms that may involve loss of sensation, blindness, and
sometimes deafness. Another cluster of symptoms involve
psychogenic non-epileptic insults. There can also be a
mixed presentation in which there are motor, sensory, and
seizure-like symptoms.

Demographics

The lifetime prevalence rates of conversion disorder in
the general V.S. population are estimated to fall between
11 and 300 per 100,000 people. In clinical populations,
the rates vary between 5% and 14% of general hospi­
tal patients; 1%-3% of outpatient referrals to psychia­
trists; and 5%-25% of psychiatric outpatients. However,

in neurological settings, up to 30% of the patients present
with symptoms that are only somewhat or not at all
explained by disease (Carson et aI., 2000). Because only
a few of these patients are referred for additional psy­
chiatric evaluation, it remains unknown how many of
these patients meet the diagnostic criteria for conversion
disorder. Prevalence rates are higher in rural and lower
socio-economic groups, and conversion disorder is more
common in females than males, with a female-to-male
ratio varying between 6:1 and 2:1. Although conversion
disorder may present at any age, symptom onset is most
frequently between age 30 and 40.

Psychiatric and Neurological Comorbidity

Psychiatric comorbidity is common in conversion disorder.
Depression and anxiety disorders are present in 22%-75%
of the patients. Personality disorders are observed in
37-59% of the patients. Although histrionic personality
disorders have been observed, other types of disorders
such as avoidant and dependent personality disorder are
far more common. Conversion symptoms are, by defini­
tion, not attributable to a neurological or other organic
pathology. Nevertheless, neurological comorbidity is com­
mon, with rates varying between 3% of the patients in
psychiatric settings and up to 50 r/r. in neurological settings.

Diagnostic Issues

Major difficulties in diagnosing conversion disorder are (l)

the exclusion of neurological disease, (2) the exclusion of
feigning, and (3) the identification of psychological mech­
anisms. With respect to excluding neurological disease,
Slater and Glithero (1965) published an alarming report
that at follow-up one third of their patients appeared to
have developed neurological disease. Later authors argued
that this study was biased and published studies report­
ing rates around 4%, which is comparable to the rate
of neurological disorders in general. Some signs like the
Hoover's sign (the involuntary extension of a paralyzed
leg when the "good" leg is flexing against resistance) may
be beneficial in discriminating conversion from neurolog­
ical disorder (Ziv et aI., 1998). However, signs formerly
taken as indicative of conversion disorder, such as "la belle
indifference" (a relative lack of concern about the nature
or implications of the symptoms), appear to be unreliable
and equally common in neurological disorder.

Feigning or malingering is difficult to detect in persons
with physical complaints, and clinicians should be sus­
picious when patients are involved in legal or insurance
procedures. An increasing number of neurophysiological
studies have shown that, at least in a research setting,
feigning can be differentiated from conversion disorder, as
evidenced by discrete brain activation in cases of motor
and sensory conversion disorder (e.g., Spence et aI., 2000).
In clinical settings video observations may be helpfuL



 

Despite the difficulties of excluding neurological disorder
and feigning, experts state that conversion disorder can
be diagnosed with a fair amount of reliability provided
that standard diagnostic protocols are carefully followed
CHalligan, Bass, & Marshall, 2001).

The third and perhaps most controversial step in diag­
nosing conversion disorder is the identification of a psy­
chological stress factor that, according to the DSM-IV,
should precede the onset or exacerbation of the symp­
toms. Childhood trauma and subsequent life-events have
indeed been linked to conversion and somatization symp­
toms. Nevertheless, several authors have questioned the
necessity of identifying psychosocial precipitants in order
to make a firm diagnosis of conversion disorder. Although
clear environmental precursors are often found, they can
be absent in some cases (see Roelofs & Spinhoven, 2007,
for a review).

History and Theoretical Models

In the nineteenth century, Jean-Martin Charcot and Paul
Briquet in France and JosefBreuer in Vienna were investi­
gating what was then called hysteria, a disorder primarily
affecting women (the term "hysteria" comes from the Greek
word for uterus or womb). Women diagnosed with hyste­
ria had frequent emotional outbursts and presented with
a variety of pseudo-neurological symptoms. Descriptions
of arc-de-cercle (a bizarre posture in which patients arched
their body backwardly) stem from this time. Pierre Janet,
a French psychiatrist and student of Charcot, suggested
that hysteria resulted from psychological trauma and pro­
posed that patients suffering from hysteria presented with
an altered state of consciousness, described as a state of
dissociation (Janet, 1907).

Despite the variety of manifestations of conversion
symptoms, the symptoms share one important feature,

that is, the patient's symptom presentation is charac­
terized by marked dissociation between voluntary (more
conscious or explicit) and automatic (more unconscious or
implicit) functions, whereby the voluntary motor and sen­
sory processes fail and the automatic more unconscious
processes remain intact (Kihlstrom, 1992). Systematic

investigations have shown, for example, that patients
with conversion blindness could modify their behavior
in response to visual information they deny seeing. In
the case of conversion paralysis, the patient is unable to
intentionally move one or more parts of the body, whereas
under less controlled or intentional circumstances, such
as during sleep, hypnosis, or during tests like the Hoover's
test, the patient may show some movement in the affected
area (Ziv et aI, 1998). These discrepancies between vol­
untary and automatic motor as well as sensory functions
have raised considerable confusion in clinical practice. The
question ofwhat accounts for these contradictory phenom­
ena has intrigued and preoccupied philosophers, psychia­
trists, and neurologists throughout history. Roughly, three

categories of explanatory models can be distinguished
(Roelofs & Spinhoven, 2007).

Psychodynamic Models

According to psychodynamic models stemming from
Freud's theories, conversion symptoms reflect repressed
emotions that have been converted to bodily symptoms.
Freud later argued that the repressed experiences
were sexual or aggressive in nature. In his view, the
primary gain from conversion symptoms is the negative
emotions associated with these experiences becoming
unconscious and no longer felt. However, high comorbidity
of anxious and depressed mood in conversion disorder
question the validity of this theory by indicating that
patients with conversion symptoms may continue feeling
distressed.

Dissociation Models

Dissociation theory, initially developed by Pierre Janet
(1859-1947), assumes that under the influence of over­

whelming psychological stress, individuals experience a
spontaneous narrowing of attention. This attentional nar­
rowing limits the number of sensory channels that can
be attended to simultaneously and results in the loss of
deliberate attentional control over unattended channels.

However, information in the unattended channel is still
processed outside of awareness and leads to so-called neg­
ative dissociative symptoms (e.g., loss of motor control or
somatosensory awareness). Moreover, attentional narrow­
ing precludes full awareness of aspects of the traumatic
event and prevents integration of new memories with
existing autobiographical memories. However, trauma
reminders can trigger these dissociated traumatic memo­
ries (also described as fixed ideas) and produce so-called

positive dissociative symptoms (e.g., sensory distortions or
pain). More recent dissociation models (Kihlstrom, 1992)
are still influential in explaining conversion disorder, but
they cannot adequately specify when, why, and at what
level information processing will fail.

Cognitive Integrative Models

More recently cognitive theories have been developed that
build on dissociation theory but regard dissociation as a
non-pathological "normal" psychological process. In these
models, the term dissociation is used descriptively rather

than mechanistically, and traumatic experiences are no
longer incorporated as a necessary causal factor in the
development of dissociative symptoms. Brown (2004), for
example, emphasizes the role of illness-related cognitive
representations that may develop and become increas­
ingly activated under the influence of a variety of cognitive

and environmental factors, including psychological stress,



 

self-suggestion, and self-focused attention. Cognitive mod­
els can adequately account for the fact that conversion
symptoms are experienced as non-volitional, but they lack
integration with current neurophysiological findings.

Neurophysiological Findings

Several neurophysiological and neuropsychological
studies support the view that higher-level voluntary
motor and sensory control functions are disturbed in
conversion disorder, while elementary stages of sensory
or motor processing remain intact. Using a variety of
brain imaging techniques, these studies have attempted
to identify specific neural correlates associated with con­
version symptoms. In an exhaustive review, Vuilleumier
(2005) concluded that striato-thalamo-cortical circuits
controlling sensorimotor function and voluntary behavior
may play an important role in the manifestation of
conversion symptoms. Most of the findings fit theo­
ries proposing that the sensorimotor representations
may be modulated by stress-related factors, perhaps
involving primitive reflexive defense mechanisms and
hyperalertness that are partly independent of conscious
control (Vuilleumier, 2005). However, the variability
in results, methods, and populations in these studies
prohibit definite conclusions on the neurophysiolog­
ical correlates of conversion symptoms. Moreover it
remains a question whether the neurophysiological
and neuropsychological alterations reflect causative,
maintaining, or consequential factors of conversion
symptoms.

Treatment

Controlled single case studies suggest that various treat­
ments, including cognitive-behavioral, operant, cue condi­
tioning, and symptom-focused approaches, may be effec­
tive in treating conversion disorder. However, controlled
clinical group trials providing information on the suc­
cessful treatment of longstanding conversion disorders
and long-term treatment outcome are very few in num­
ber. Only two randomized-controlled group studies on the
treatment of conversion disorder have been published,
both demonstrating the efficacy of an eclectic multi-modal
approach that includes hypnotic techniques in both inpa­
tients and outpatients with conversion disorder (Moene
et aI., 2002). Important elements of the treatment are a
clear explanation, application of symptom-reduction tech­
niques, physiotherapy where appropriate, treatment of
comorbid depression or anxiety if present, and teach­
ing learning to cope with stressful events if applicable.
The explanation should emphasize that the symptoms
are genuine, common, and potentially reversible. Giving
a rational for the symptoms that is acceptable for the
patient as well as the environment of the patient is help­
ful in preventing the patient from losing face. In addition,

symptom-reduction techniques using indirect suggestions,
such as hypnosis and imagery, are thought to be helpful
by virtue of by-passing the voluntary (impaired) functions
(Moene et aI., 2002).
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