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Abstract

Background: Conversion disorder, a mental disorder characterized by the presence of multiple medically unex-
plained neurological symptoms and signs precipitated by psychological stress, occurs in childhood. Conversion
disorder is more common in lower socioeconomicclass individuals who are medically naive. Objective: To
demonstrate the salient features of conversion disorder in childhood and to identify needs for future research.
Method: The report of a nineyear-old girl with medically unexplained neurological complaints following -
peated severe psychosocial stressors is presented. Results: The subject presented symptoms suggesting blindness,
deafness, and seizures while experiencing chronic child abuse and neglect. Conclusions: Conversion symptoms
often occur in cases of severe psychosocial stress including sexual abuse. The presentation of conversion disorder
in childhood may convince examining clinicians to institute medical and surgical interventions. Prompt identi-
fication of the condition and institution of appropriate treatment facilitates speedy recovery. Vigorous search
for treatable neurological and medical diseases is indicated. Mood and anxiety disorders are likely to develop
in individuals with conversion disorders in childhood and adolescence. Proactive involvement of child protec-
tive services may be required to prevent further child abuse and neglect (German J Psychiatry 2002;5(2):54-
61).
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P spells may occur in conversion disorder. Medically naive
Introduction individuals may produce conversion symptoms that fla-
grantly violate the established principles of anatomy and
physiology evaluation (American Psychiatric Association,
2000). The subject does not fabricate the symptoms re-
ported in conversion disorder. On the contrary people with
conversion disorder sincerely believe the accuracy of their
reported experiences. The symptoms and signs of conver-
sion disorder are not due to neurological or medical condi-

onversion disorder is characterized by the presence of
C(A) apparent dysfunction of the sensory and motor
systems consistent with neurological and medical
conditions and (B) psychological conflicts and psychosocial
stressors (Lazare, 1981). Seizures, convulsions, and other
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tions or the administration of substances. The symptoms
and signs of conversion disorder are not consistent with the
culture of the subject. Thus, conversion disorder is not
diagnosed for perceptions of deceased persons that are
commonplace occurrences accepted as normal in some
communities. Conversion disorder is diagnosed only if the
manifestations of the condition result in marked distress,
impairment in functioning, or medical evaluation (Ameri-
can Psychiatric Association, 2000). Care must be taken to
avoid diagnosing conversion disorder in persons who actu-
ally have neurological illnesses, particularly demyelinating
disease, myasthenia gravis, dystonia (American Psychiatric
Association, 2000), sensory (Lesser et al., 1983) and com-
plex partial seizures (Drake and Coffey, 1983), systemic
lupus erythematosus, syphilis, hyperparathyroidism, and
chronic meningo-encephalitis including tuberculosis. Dete-
rioration in the level of academic work is a common feature
of children with neurological symptoms due to neurological
disorders (Rivinus et al., 1975). Conversion disorder is
commonly associated with rural settings, lower socio-
economic status, and absences of a sophisticated under-
standing of medical and psychological concepts (Abdur-
Rahim et al., 1996; American Psychiatric Association,
2000). In both adult and child populations, conversion
disorder is more common in females (American Psychiatric
Association, 2000; Goodyer, 1981; Yang et al., 1996). Con-
version disorder is more common in relatives of people
with conversion disorder (American Psychiatric Associa-
tion, 2000). Although estimates of the prevalence of con-
version disorder vary widely (Trott et al., 1996), as many as
3% of patients referred to outpatient psychiatric clinics may
have conversion disorder (American Psychiatric Associa:
tion, 2000).

Conversion disorder is characterized by the presence of
symptoms and signs suggesting dysfunction of the nervous
system without involvement of other organ systems. The
absence of symptoms and signs outside the nervous system
differentiates conversion disorder from other somatoform
disorders. Somatoform disorders are characterized by the
presence of physical symptoms that cannot be explained by
medical or mental disorders including substance use
(American Psychiatric Association, 2000; Goodwin and
Guze, 1996). Persons with conversion disorder must be
fully interviewed and examined to rule out somatization
disorder, a condition characterized by medically unex-
plained somatic complaints in many organs in addition to
neurological symptoms (Brasic, 1978; Goodwin and Guze,
1996). Somatization disorder, a somatoform disorder be-
ginning before thirty years of age, is characterized by re-
peated, multiple somatic complaints without physical ®-
normalities. People with somatization disorder usually
exhibit conversion complaints including blindness, deaf-
ness, aphonia, paralysis, and spells, gastrointestinal, repro-
ductive, sexual, and cardiopulmonary symptoms. The con-
dition occurs predominantly in women. Anxiety and anti-
social personality disorders can also often be diagnosed in
the patients. Usually symptoms begin in the teens, but

rarely in childhood (Robins and O’Neal, 1953). Approxi-
mately one percent of females have this disorder; it occurs
rarely in men. Family members of patients may have antiso-
cial personality disorder as well as somatization disorder
(Brasic, 1978; Goodwin and Guze, 1996). Somatization
disorder in women receives a less severe societal reaction
because the sick role may not be considered markedly devi-
ant in women (Rosenfeld, 1982).

The purpose of this paper is to review conversion disor-
der in childhood, to present a case report of a young girl
with conversion disorder and severe chronic psychosocial
stress, and to point out areas for future research on conver-
sion disorder and related conditions.

Methods

Subject

On the day before her ninth birthday a prepubertal girl of
low socio-economic class residing in an urban minority
neighborhood was taken to the emergency room of a terti-
ary-care voluntary teaching hospital in a city on the Atlantic
coast of North America for her first psychiatric contact with
the chief complaint of “lI can't see” for the preceding
twenty-four hours.

History of present illness

One week before her emergency room visit a girl at
school punched her in her eye. Her subsequent complaints
of poor vision resulted in her being led around by class-
mates, her being seated by her teacher at the front of the
classroom near the blackboard, and her teacher’s advising
her mother to get her eyeglasses. Despite these interven-
tions, she complained of progressive deterioration of vision.

The day before her emergency room visit the subject be-
gan complaining of difficulty hearing. This occurred when
her mother’s boyfriend threatened to leave during an inten-
sification of the chronic arguments between her mother
and her mother’s boyfriend.

On the day of the emergency room visit her mother took
her to the hospital because she complained of blindness
and deafness for the preceding day.

Past medical history

She always had poor articulation and stuttering.

At the age of five years she was admitted to the hospital
for a thoracotomy after being shot in the left thorax and the
left arm at the distance of two feet reportedly as a accident
on a street corner by a stranger. The family did not explain
the four-hour delay between the subject’s injury and her



being taken to the hospital. Subsequently she had chronic
nightmares about being followed and killed by strange men.
Psychiatric consultation was not obtained.

Family history

Her mother, 24, reportedly had suffered from a convul-
sive seizure disorder since the age of 13, treated with phe-
nobarbital by a neurology clinic. Her mother claimed that
she had experienced no seizures for the preceding year
without neurologic treatment off medication following an
intense religious experience.

Her mother had not seen the subject’s genetic father, 23,
whose personal and family histories are unknown, since she
was two months pregnant with the subject. They never
married.

The subject’s mother’s boyfriend, 24, lived intermittently
with the subject and her mother for seven years. He worked
steadily as a deliveryman. The subject’s mother argued with
him for staying out late at night, drinking alcohol exces-
sively, and entertaining other women at home.

A half-brother, 6, and a halfsister, 4, live with their &-
ther, the mother, and the subject.

Physical examination

Although she claimed that she could neither hear nor
see, she shook hands and looked at the examiners. She
readily responded to questions asked in a conversational
tone in the noisy emergency room. Physical examination
was unremarkable.

Mental status examination

She is a slender, well-developed, well-nourished young
girl who is neatly and appropriately dressed. She appears
her stated age. She is in no acute respiratory distress. She is
awake and alert. She is cheerful and cooperative. She does
not display the expected concern when describing her
symptoms. She maintains fair eye contact during the inter-
view. Speech is slow and soft. She displays paucity of
speech. She slurs consonants resulting in unclear articula-
tion. There is mild latency of response of movement and
speech. Although she claims that she cannot hear, she an-
swers questions asked by the examiner in a soft voice in the
din of the admitting ward. Similarly, although she claims
that she cannot see, she looks at objects and identifies them
by name. Mood is mildly depressed. She states that she
wants her parents to stop fighting. She expresses the fear
that “my Daddy will leave us.” The examination is other-
wise unremarkable.

Psychological examination

On the Wechsler Intelligence Scale for Children-Revised
(WISC-R) (Wechsler, 1974), she scored a fullscale intelli-

gence quotient (1Q) of 78, a verbal 1Q of 67, and a per-
formance 1Q of 92. On the Wide Range Achievement Test
(WRAT) (Jastak et al., 1978) performed when she was at the
actual grade level of 3.7, her word recognition was at the
grade level of 4.0 with a standard score of 97, her spelling
was at the grade level of 3.3 with a standard score of 90,
and her arithmetic ability was at the grade level of 3.5 with
a standard score of 93. On the Gray Oral Reading Test
(Gray and Robinson, 1967, cited in Harber, 1982) her
accuracy was at the grade level 2.9 and her comprehension
was at the grade level 2.1. On the Peabody Picture Vocab u-
lary Test (PPVT) (Dunn, 1965) her mental age was six years
eight months which is 8% in her age group.

Course

The subject came intermittently with her family to the
child psychiatry clinic. In the child psychiatry clinic she
correctly identified that the examiner’s pants were brown
when she used her eyeglasses. Without ter eyeglasses she
said that the pants were blue.

At her teacher’s suggestion, her mother got eyeglasses for
her. The teacher reported that she did well in school &
though she often did not use her eyeglasses.

A few weeks after the emergency room visit she could
hear and see normally.

A few months later, on the bus going to school, two boys
allegedly raped her. Her mother did not take her for evalua-
tion after this episode.

The subject then began having episodes of twisting her
mouth to the right, shaking of the body, and frothing at the
mouth followed by confusion and sleepiness. This led to an
emergency room visit when her medical record was unavail-
able resulting in the initiation of treatment with phenobar-
bital 100 milligrams by mouth twice daily for an goparent
convulsive seizure disorder.

The mother’s boyfriend allegedly accidentally hit the sub-
ject on the head with a glass coffee table during an argu-
ment with the mother while he was intoxicated. The subject
was not taken to the emergency room until the following
day due to abrasions and headaches. Suspected child abuse
was reported to the authorities.

The patient and her half-brother played with matches
kept by her mother in a dresser drawer. The brother set a
fire in the closet while the subject was sleeping and the
mother was out. Neighbors called the fire department to
extinguish the blaze before the mother returned.

The family moved without providing the correct forward-
ing address to the clinic or the school. Despite multiple
reports to authorities of suspected child abuse and neglect,
the subject and her family were not located and were lost to
follow-up.
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Table 1. Diagnoses Resulting from the Diagnostic and
Statistical manual of mental disorders, fourth edition,
text revision (DSM-IV-TR™; American Psychiatric As-
sociation, 2000), Multiaxial Evaluation

Axis | 300.11  Conversion disorder with mixed pres-

entation
315.39
V62.89

Phonological disorder
Axis I
Axis Il

Borderline intellectual functioning

Status post thoracotomy for gunshot
wound of left thorax

Status post gunshot wound of left arm
Status post rape
Axis IV Abandonment by genetic father

Chronic physical altercations between
her mother and her mother's boy-
friend

Fire setting by half brother
Victim of child neglect
Victim of rape

Axis V GAF = 53 (highest level last year)
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Discussion

The case illustrates the development of conversion disor-

der by a young girl following repeated severe psychosocial
stressors. Conversion symptoms in children and adolescents
frequently follow family and other environmental stress (Al
Jeshi et al., 1998; Maloney, 1980; Yang et al., 1996). A
remarkable feature is the absence of psychotic symptoms
despite her marked chronic psychosocial stresses. Other
traumatized children who experience psychosocial stress
develop psychotic symptoms (Andrade and Srinath, 1986;
Bradic and Perry, 1997a, b). Children with brain injury

have particular vulnerability to develop a variety of neuro-

logical and psychological conditions (Shaffer, 1974; Shaffer
etal., 1975).

Another salient feature of this subject is the failure of the
authorities to provide the needed psychiatric, neurological,
and medical interventions despite the chronic history of
many episodes of apparent child neglect and child abuse.
Since children with conversion disorders often drop out of
clinic treatment (Lehmkuhl et al., 1989), the elicitation of
assistance through reports to child protective services is
appropriate. Administration of procedures to document
that families follow the medical recommendations for their
children, like the Family Compliance Checklist (Brasic et
al., 1998, 2001), helps to identify early evidence of lack of

following necessary instructions and the need to refer fami-

lies for child protective services.

The subject manifests symptoms consistent with recur-
rent conversion disorder, such as the classic neurological
symptoms of blindness (Fennig and Fennig, 1999), deaf-
ness, intractable sneezing (Fochtmann, 1995), and seizures
(American Psychiatric Association, 1987; Yang et al., 1996).
Conversion disorders do not consistently demonstrate a
predominant lateralization (Roelofs et al., 2000). The con-
sistently normal physical examination is evidence against a
neurological or medical disorder. Psychological influences
clearly precipitate and aggravate the conversion symptoms
of this unfortunate child (American Psychiatric Association,
1987; Friedman, 1973). The reported cure of the mother’s
seizure disorder following a religious experience suggests
that the mother may also have a conversion disorder. The
development of symptoms consistent with a convulsive
seizure disorder in this subject whose mother also had a
history of a convulsive seizure disorder since adolescence
suddenly remitting after a religious experience suggests the
presence of imitation of the mother’s likely conversion
symptom in this situation (Goodyer, 1981). Children pre-
senting with conversion symptoms, such as back pain and
stiffness (Grattan-Smith et al., 2000), may eventually exhibit
evidence of neurological and medical disorders (Andriola
and Ettinger, 1999; Rivinus et al., 1975), so clinicians must
remind themselves to seek evidence of physical illness
throughout the course of treatment of children with con-
version symptoms (American Psychiatric Association, 1987;
Andriola and Ettinger, 1999; Grattan-Smith et al., 2000;
Yang et al., 1996).

The need to differentiate conversion disorder from spe-
cific neurological conditions (Goodyer, 1985; Lehmkuhl et
al., 1989; Maloney, 1980; Massey and McHenry, 1986;
Moene et al., 2000; Stevens and Milstein, 1970; Yang et al.,
1996) merits emphasis. Partial seizures with complex symp-
tomatology (Drake and Coffey, 1983; Wakai et al., 1994)
and sensory seizures (Andriola and Ettinger, 1999; Lesser et
al., 1983) may present with behaviors that suggest conver-
sion disorders (Goodyer, 1985). Electroencephalography
and neurological consultation are warranted for patients
with episodic behavioral phenomena (Andriola and Et-
tinger, 1999; Stevens and Milstein, 1970; Stores, 1985;
Wakai et al., 1994; Yang et al., 1996). In particular the
presence of language disorders increases the likelihood of
the presence of epilepsy and related phenomena (Ballaban-
Gil, 1996. An additional challenge is presented by subjects
with both epileptic and nonepileptic seizures (Devinsky and
Gordon, 1998; Herskowitz and Rosman, 1985; Parraga and
Kashani, 1981). Simultaneous video-electroencephalogra-
phic monitoring during spells may be useful to identify
subjects with epileptic seizures, nonepileptic seizures, and
both epileptic and non-epileptic seizures (Bowman and
Coons, 2000).

The presence of conversion symptoms requires not only
exclusion of neurological and medical disorders, but also
other psychiatric conditions. Depression (Trott et al., 1996;
Weller and Weller, 1983) and dissociative disorders (Bow-
man and Coons, 2000) must be ruled out in the evaluation



of a child with conversion symptoms. Since neurological
symptoms are a hallmark of somatoform disorders (Ameri-
can Psychiatric Association, 2000; Blanz and Lehmkuhl,
1986; Perley and Guze, 1062), clinicians must rule out
medical complaints in other organ systems (Brasic, 1978).
In addition to other somatoform disorders, conversion
disorder must be differentiated from factitious disorders
and malingering (Tuckman, 2002). People with conversion
disorders and other somatoform disorders believe the symp-
toms that they report to examiners. On the other hand
people with factitious disorders and malingering realize that
the symptoms that they describe are false (Grady, 1999).
Malingering is characterized by the fabrication of symptoms
for secondary gain, e. g., to receive drugs, to obtain insur-
ance, and to avoid work or jail (Grady, 1999; Jauhar, 1999;
Tuckman, 2002). In contrast to malingerers, people with
factitious disorders fabricate symptoms to get attention
(Grady, 1999; Jauhar, 1999). Careful motor assessment may
facilitate the differentiation of feigned motor impairments
from conversion disorder (Maruff and \&lakoulis, 2000;
Roelofs et al., 2002). Some individuals with factitious dis-
orders manifest Munchausen syndrome in which elaborate
stories are reported (Grady, 1999; www.munchausen.com).
Of particular relevance in the assessment of children is the
diagnosis of Munchausen syndrome by proxy, a potentially
fatal condition in which a guardian fabricates illness in
another, typically a child (Schreier, 1992).

A biobehavioral family model incorporating the roles of
biological, behavioral, psychological, and family influences
on the development of conversion disorder is a useful
framework with which to identify the systems contributing
to the development and maintenance of the symptoms in
the child (Wood, 2001). This case also illustrates the thera-
peutic effect of the provision of eyeglasses to a child with a
visual conversion symptom (Langmann et al., 2001). Psy-
chotherapeutic interventions with children and adolescents
with conversion disorder may be facilitated by identification
of separation and dependency conflicts (Eggers, 1998).
Similarly treatment of conversion disorders in children
typically requires the coordinated efforts of many specialists
(Keemink et al., 1993; Maloney, 1980). The need for pe-
tient education about conversion disorder (Abdur-Rahim et
al., 1996) can be addressed by a multidisciplinary treatment
team (Fennig and Fennig, 1999) including psychiatry, psy-
chology, pediatrics (Friedman, 1973; Woodbury et al.,
1992), family practice (Friedman, 1973), general practice
(Friedman, 1973), neurology, nursing, social work, physical
therapy (Brazier and Venning, 1997), child protective ser-
vices, and special education. Written pamphlets (Benbadis,
1997), audiotapes, and videotapes (Lesser, 1997) are useful
to help education patients with conversion seizures and
their families.

An additional feature of this case is the association of low
socio-economic status with the presentation of conversion
symptoms. The expression of psychological distress by
physical symptoms is more common in individuals of lower
socioeconomic class (Chandra et al., 1993; Crandell and

Dohrenwend, 1967; Kadushin, 1967) and in developing
countries (Abdur-Rahim et al., 1995). Members of lower
class communities may be less likely to seek help for emo-
tional symptoms alone. Limited resources and overwhelm-
ing daily needs may prevent lower class individuals from
requesting assistance for psychological concerns. Instead, as
in this case, behavioral problems may be ignored until seri-
ous crimes, such as arson and rape, occur. Prevention of
sexual abuse (Green, 1995) is crucial due to the likelihood
the of development of chronic conversion disorders (Singh
and Lee, 1997) including nonepileptic seizures (Wyllie et
al., 1999). Even then, the individuals may present to psy-
chiatric clinics only when coerced by authorities. If psychi-
atric intervention is obtained early, perhaps the violent
manifestations of behavioral disorders can be aborted. Lack
of appropriate intervention by child protective services may
lead to the deaths of this girl and her siblings. The delays of
the family to bring her to the emergency room after she
experienced seizures, head trauma, and gunshots to the
chest and the arm and the complete absence of seeking help
after she was raped are clear evidence of medical neglect.
Further evidence of neglect is provided by the mother’s
absence when the brother started a fire in the apartment
while the subject was sleeping requiring intervention by
neighbors to summon the fire department. All the children
in this family are at risk of death due to the absence of
responsible supervision. The failure of the mother to com-
ply with recommended psychiatric treatment suggests that
effective interventions may include the removal of all the
children from her care and their placement in foster care.
Decisive intervention by child protective services is needed.
Lack of appropriate responses by the child protective ser-
vices workers may require calls to supervisors up the chain
of command until needed actions occur. The lives of the
three children in the family are at risk.

Further research is need on conversion disorder in child-
hood to determine the incidence and prevalence around
the world. The widely differing estimates of prevalence of
conversion disorder in childhood (Abdur-Rahim et al.,
1996; Goodyer, 1981; Robins and O’Neal, 1953; Trott et
al., 1996) suggest that diagnostic procedures are both inva-
lid and unreliable. Many cases of conversion disorder in
childhood may be undiagnosed or misdiagnosed. Develop-
ment of valid and reliable diagnostic protocols (Brasic and
Young, 1994) is needed. Follow-up studies are needed to
determine effective interventions.

Conclusions

Conversion disorder in childhood is a condition charac-
terized by the presence of medically unexplained neurologi-
cal symptoms and signs in a child experiencing psychologi-
cal distress. Since children with the diagnosis of conversion
disorder may have physical disorders, continued search for
neurological and medical bases for the complaints is war-
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ranted. Amelioration of symptoms of conversion disorders
is likely to follow the prompt institution of appropriate
interventions (Pehlivanturk and Unal, 2002; Zeharia et al.,
1999). Children with conversion disorders are likely to
develop mood and anxiety disorders (Pehlivantirk and
Unal, 2002). Sexual and physical abuse of children is likely
in conversion disorder so referral to child protective ser-
vices may be warranted. Follow-up by clinicians familiar
with conversion disorder is desirable to foster appropriate
interventions and to avoid unnecessary procedures (Crim-
lisk et al., 2000).

References

Abdur-Rahim F E-A, Al-Hamad AR, Chaleby K, Al-Subaie
A. A survey of a child psychiatry clinic in a teaching
hospital in Saudi Arabia — clinical profile and cross-
cultural comparison. Saudi Medical Journal
1996,;17:3641

Al Jeshi A, Saleh F, Al Shawaf N. Unusual presentation of a
child with conversion disorder. Can J Psychiatry
1998;43(1):83 [letter]

American Psychiatric Association. Diagnostic and statistical
manual of mental disorders, fourth edition, text re-
vision (DSM-IV-TR™). Washington, DC: American
Psychiatric Association; 2000

American Psychiatric Association. Diagnostic and statistical
manual of mental disorders, third edition, revised
(DSMHII-R). Washington, DC: American Psychiatric
Association; 1987

Andrade C, Srinath S. True auditory hallucinations as a
conversion symptom. Br J Psychiatry 1986;148:100-
102

Andriola MR, Ettinger AB. Pseudoseizures and other ro-
nepileptic paroxysmal disorders in children and ado-
lescents. Neurology 1999;53 (supplement 2):589-S95

Ballaban-Gil K. Language disorders and epilepsy. Brazilian
Journal of Epilepsy and Clinical Neurophysiology
1996; 2 (1):13-20

Benbadis SR. Psychogenic seizures. Neurology 1997;48:788
[letter]

Blanz B, Lehmkuhl G. Konversionssymptomatik im Kindes-
und Jugendalter [Conversion symptoms in child-
hood and adolescence]. Fortschr Neurol Psychiatr
1986;54:356-363

Bowman ES, Coons PM. The differential diagnosis of epi-
lepsy, pseudoseizures, dissociative identity disorder,
and dissociative disorder not otherwise specified.
Bulletin of the Menninger Clinic 2000;64:164-180

Bradic JR. Hysteria: diagnosis and treatment. In: Levy RA
(ed) Proceedings of the twenty-fifth annual confer-
ence of air force behavioral scientists. Brooke Air
Force Base, Texas: United States Air Force School of

Aerospace Medicine, Aerospace Medical Division
(AFSC); 1978: 8-16

Bradic JR, Nadrich RH, Kleinrock S, Brathwaite C. Do
families comply with child and adolescent psy-
chopharmacology? Child and Adolescent Psy-
chopharmacology News 2001;6(2):6, 7, and 10

Brasic JR, Perry R: Unilateral auditory hallucinations in a
boy with ipsilateral conductive hearing loss. J Neurol
Neurosurg and Psychiatry 1997a;62:302 [letter]

Bradic AR, Perry R: Unilateral auditory hallucinations: ear
or brain? Brasicand Perry reply. J Neurol Neurosurg
and Psychiatry 1997b;63:814-815 [letter]

Brasic JR, Will MV, Ahn SC, Nadrich RH, McNally G: A
review of the literature and a preliminary study of
family compliance in a developmental disabilities
clinic. Psychol Rep 1998;82:275-286

Bradic JR, Young JG: Research design, measures, and statis-
tics. In: Robson KS (ed) Manual of clinical child and
adolescent psychiatry, revised edition Washington,
DC: American Psychiatric Press, Inc.; 1994: 435-463

Brazier DK, Venning HE. Conversion disorders in adoles-
cents: a practical approach to rehabilitation. British
Journal of Rheumatology 1997;36:594-598

Chandra R, Srinivasan S, Chandrasekaran R, Mahadevan
S. The prevalence of mental disorders in schoolage
children attending a general paediatric department
in  southern India. Acta Psychiatr Scand
1993;87:192-196

Crandell DL, Dohrenwend BP. Some relations among
psychiatric symptoms, organic illness, and social
class. Am J Psychiatry 1967;123:1527-1537

Crimlisk HL, Bhatia KP, Cope H, David AS, Marsden D,
Ron MA. Patterns of referral in patients with medi-
cally unexplained motor symptoms J Psychosom Res

2000;49:217-219

Devinsky O, Gordon E. Epileptic seizures progressing into
nonepileptic  conversion  seizures.  Neurology
1998;51:1293-1296

Dunn LM. Peabody Picture Vocabulary Test. Circle Pines,
Minnesota: American Guidance Service; 1965

Drake ME, Jr., Coffey CE. Complex partial status epilepti-
cus simulating psychogenic unresponsiveness. Am J
Psychiatry 1983;140:800-801

Eggers C. Konversionssymptome im Kindes- und Jugendal-
ter [Conversion symptoms in childhood and adoles-
cencel. Prax  Kinderpsychol  Kinderpsychiatr
1998;47:144-156

Fennig S, Fennig S. Diagnostic delays and dilemmas: man-
agement of affected patients in the psychiatric inpa-
tient unit of a general children’s hospital. Gen Hosp
Psychiatry 1999;21:122127

Fochtmann LJ. Intractable sneezing as a conversion symp-
tom. Psychosomatics 1995;36:103-112

Friedman SB. Conversion symptoms in adolescents. Pediatr
Clin North Am 1973;20:873-882

Goodwin DW, Guze SB. Psychiatric diagnosis, fifth edition.
New York: Oxford University Press; 1996



Goodyer I. Hysterical conversion reactions in childhood. J
Child Psychol Psychiatry 1981;22:179-188

Goodyer IM. Epileptic and pseudoepileptic seizures in
childhood and adolescence. Journal of the American
Academy of Child Psychiatry 1985;24:3-9

Grady D. A great pretender now faces the truth of illness.
The New York Times July 20, 1999 page F5

Gray WS, Robinson HM. Gray Oral Reading Test. Indian-
apolis, Indiana: Bobbs-Merrill; 1967 (Cited in Har-
ber, 1982)

Grattan-Smith PJ, Ryan MM, Procopis PG. Persistent or

severe back pain and stiffness are ominous symp-

toms requiring prompt attention. J Paediatr Child
Health 2000;36:208-212

Green AH. Comparing child victims and adult survivors:
clues to the pathogenesis of child sexual abuse. J Am
Acad Psychoanal 1995;23:655-670

Harber JR. Accepting dialect renderings of extant materials
on black English-speaking children’s oral reading
scores. Education and Treatment of Children
1982;5(3):271-282

Herskowitz J, Rosman NP. Pseudoseizure in a child with
epilepsy. Am J Psychiatry 1985;142:390-391 [letter]

Jastak JF, Bijou SW, Jastak S. Wide Range Achievement
Test. Wilmington, Delaware: Jastak Associates; 1978

Jauhar S. When the truth is as elusive as the cure. The New
York Times June 29, 1999 page F8

Kadushin C. Discussion. Am J Psychiatry 1967;123;1537-

1538

Keemink Y, Koopman JP, Vecht-van der Bergh R, Brouwer
OF, Peters AC. Neurologische conversiestoornissen
bij oudere kinderen [Neurological conversion disor-
ders in older children] Ned Tijdschr Geneeskd
1993;137:1819-1822

Lazare A. Conversion symptoms.
1981;305:745-748

Langmann A, Lindner S, Kriechbaum N. Funktionelle
Sehstorung als Konversionssymptom im Kindes- und

N Engl J Med

Jugendalter [Functional reduction of vision and vis-
ual conversion reaction in childhood and adoles-
cence]. Klin Monatshl Augenheilkd 2001;218:677-

681
Lehmkuhl G, Blanz B, Lehnmkuhl U, Braun-Scharm H.

Conversion disorder (DSM-I11 300.11): symptomato-

logy and course in childhood and adolescence.
European Archives of Psychiatry and Neurological
Sciences 1989;238:155-160

Lesser RP. Psychogenic seizures. Neurology 1997;48:788
[letter]

Lesser RP, Lueders H, Conomy JP, Furlan AJ, Dinner DS.
Sensory seizure mimicking a psychogenic seizure.
Neurology 1983:33:800-802

Maloney MJ. Diagnosing hysterical conversion reactions in
children. J Pediatr 1980;97:1016-1020

Maruff P, Velakoulis D. The voluntary control of motor
imagery. Imagined movements in individuals with
feigned motor impairment and conversion disorder.
Neuropsychologia 2000;38:1251-1260

Massey EW, McHenry LC, Jr. Hysteroepilepsy in the nine-
teenth century: Charcot and Gowers. Neurology
1986:36:6567

Moene FC, Landberg EH, Hoogduin KAL, Spinhoven P,
Hertzberger LI, Kleyweg RP, Weeda J. Organic syn-
dromes diagnosed as conversion disorder: identifica-
tion and frequency in a study of 85 patients. J Psy-
chosom Res 2000;49:7-12

Parraga HC, Kashani JH. Treatment approach in a child
with hysterical seizures superimposed on partial
complex seizures. Can J Psychiatry 1981;26:114-117

Perley MJ, Guze SB. Hysteria-the stability and usefulness of
clinical criteria. A quantitative study based on a fol-
low-up period of six to eight years in 39 patients. N
Engl J Med 1962;266:421-426

Pehlivanturk B, Unal F. Conversion disorder in children
and adolescents: a 4year follow-up study. J Psycho-
som Res 2002;52:187-191

Rivinus TM, Jamison DL, Graham PJ. Childhood organic
neurologic disease presenting as psychiatric disorder.
Arch Dis Child 1975;50:115-119

Robins E, O’Neal P. Clinical features of hysteria in chil-
dren, with a note on prognosis. A two to seventeen
year follow-up study of 41 patients. The Nervous
Child 1953;10:246-271

Roelofs K, Naring GWB, Moene FC, Hoogduin CAL. The
question of symptom lateralization in conversion di-
sorder. J Psychosom Res 2000;49:21-25

Roelofs K, van Galen GP, Keijsers GPJ, Hoogduin CAL.
Motor initiation and execution in patients with con-
version paralysis. Acta Psychol (Amst) 2002;110:21-
34

Rosenfeld S. Sex roles and societal reactions to mental
illness: the labelling of “deviant” deviance. J Health
Soc Behav 1982;25:1824

Schreier HA. The perversion of mothering: Munchausen
syndrome by proxy. Bull Menninger Clin
1992;56:421-437

Shaffer D. Psychiatric aspects of brain injury in childhood:
a review. In: Chess S, Thomas A (eds) Annual Pro-
gress in Child Psychiatry and Child Development.
New York: Brunner/Mazel; 1974: 263-276

Shaffer D, McNamara N, Pincus JH. Controlled observa-
tions on patterns of activity, attention, and impulsiv-
ity in brain-damaged and psychiatrically disturbed
boys. In: Chess S, Thomas A (eds) Annual Progress
in Child Psychiatry and Child Development. New
York: Brunner/Mazel; 1975: 281-310

Singh SP, Lee AS. Conversion disorders in Nottingham:
alive, but not kicking. J Psychosom Res 1997;43:425-
430

Stevens JR, Milstein V. Severe psychiatric disorders of
childhood: electroencephalogram and clinical corre-
lates. Am J Dis Child 1970;120:182-192

Stores G. Clinical and EEG evaluation of seizures and
seizure-like disorders. Journal of the American Aca-
demy of Child Psychiatry 1985;24:10-16

60



61

Trott G-E, Friese HJ, Wirth S, Nissen G. Somatoforme und
konversionelle Syndrome bei Kindern und Jugendli-
chen und ihre Therapie [Somatoform and conversi-
on disorders in children and adolescents and their
treatment]. Monatsschrift Kinderheilkunde
1996;144;544-551

Tuckman A. Malingering. Synapse: The Western Hudson
Psychiatric Society Newsletter. January-February
2002, 23

Wakai S, Yoto Y, Higashidate Y, Tachi N, Chiba S. Benign
partial epilepsy with affective symptoms: hyperki-
netic behavior during interictal periods. Epilepsia
1994;35:810-812

Wechsler D. Manual for the Wechsler Intelligence Scale for

Children-—Revised. New York: Psychological Corpo-

ration; 1974

Weller EB, Weller RA. Case report of conversion symptom
associated with major depressive disorder in a child.
Am J Psychiatry 1983;140:1079-1080

Wood BL. Physically manifested illness in children and
adolescents: a biobehavioral family approach. Child
Adolesc Psychiatr Clin N Am 2001;10:543562

Woodbury MM, DeMaso DR, Goldman SJ. An integrated
medical and psychiatric approach to conversion
symptoms in a four-year-old. ) Am Acad Child Ado-
lesc Psychiatry 1992;31:1095-1097

Wyllie E, Glazer JP, Benbadis S, Kotagal P, Wolgamuth B.
Psychiatric features of children and adolescents with
pseudoseizures.  Arch  Pediatr  Adolesc Med
1999;153:244-258

Yang CH, Lee Y-C, Lin CH, Chang K. Conversion disor-
ders in childhood and adolescence: a psychiatric
consultation study in a general hospital. Zhonghua
Min Guo Xiao Er Ke Yi Xue Hui Za Zhi (Acta Pae-
diatrica Sinica) 1996;37:405-409

Zeharia A, Mukamel M, Carel C, Weitz R, Danziger Y,
Mimouni M. Conversion reaction: management by
the paediatrician. Eur J Pediatr 1999;158:160-164.

The German Journal of Psychiatry - ISSN 1433-1055 - http:/www. gjpsy.uni-goettingen.de
Dept. of Psychiatry, The University of Gottingen, von-Siebold-Str. 5, D-37075 Germany; tel. ++49551-396607; fax:
++49-551-392004; e-mail: gjpsy@gwdg.de



