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Aconversion disorder is a disturbance of bodily
functioning that does not conform to the current

concepts of anatomy and physiology of the central or
the peripheral nervous systems. Typically, a conversion
disorder occurs in a stressful setting and produces con-
siderable dysfunction.

Patients who suffer from conversion disorder are
often caught up in the complex interplay of the mind-
body dynamic. These patients are particularly vulnera-
ble to misdiagnosis and endure unnecessary testing,
hospitalization and even surgeries, which can exacer-
bate an untreated, albeit undefined, disease.

The Diagnostic and Statistical Manual of Mental
Disorders IVTest Revision defines conversion disorder
as being characterized by the presence of one or more
neurological symptoms that cannot be explained by a
known neurological or medical disorder. In addition,
the diagnosis requires the association of psychological
factors with the initiation or exacerbation of the symp-
toms (Table 1).

Conversion disorder is considered to be a diagnosis
of exclusion, as patients present with a symptom that
appears to represent an organic disease (a disease
process which occurs as the result of a demonstrable
anatomic or physiologic abnormality). Etiology

The etiology and pathogenesis of conversion disor-
der is poorly understood. Pierre Flor-Henry argued
how the hypofunction of the dominant hemisphere
of the brain can cause defects in the processing of
endogenous somatic signals and the integration of
sensorimotor signals.

This dysfunction of neuroprocessing can cause
patients to misinterpret external environmental cues
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Meet Derek

Derek, presents to the ED with a sudden onset of
bilateral visual loss.

He had been in relatively good health until the day
before when he “woke up blind.” He has no insight
into what triggered the blindness, as no significant
stressor was identified.

Medical history, physical exam and investigations
were unremarkable—except for having hemorrhoids.

A clinical evaluation by a neurologist and
ophthalmologist revealed no organic etiology.

Derek has a previous history of depression, suicidal
attempts and substance abuse.

He also has a previous history of multiple sexual
partners with both sexes.

The only unusual event Derek could remember
occurred on the evening before he lost his vision
while examining his severely painful hemorrhoids in
the mirror. The sight of the enlarged veins protruding
from his rectum shocked and scared him.

For more on Derek, read on...
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and internal somatic changes. There has been
evidence of impaired vigilance-attention, short-
term memory, as well as higher distractibility
and field dependence in conversion disorder
patients.

It has been argued that although the biologic
theories offer an explanation for the “how” of
conversion disorders, there still needs to be an
explanation for the “what” and the “why.”

The classic explanation behind conversion
disorder involves the psychoanalytic theory of
how it is the physical manifestation of intrapsy-
chic conflict. This theory was first elucidated by
Sigmund Freud who described conversion dis-
order as being the result of having unacceptable
desires which conflict with ego defenses. These
desires often involve forbidden sexual fantasies
and; therefore, conversion could be the psycho-
logical punishment for engaging in unaccept-
able behaviour (Figure 1).

In Derek’s case, it was difficult to determine
the inciting event. He was scared when he saw
the hemorrhoids and this possibly resulted in a
homosexual panic. Consequently, to find a more
acceptable reason to avoid his homosexual
impulse, Derek became blind.

In the great majority of cases, it is not possi-
ble to establish the point of origin by a simple
interrogation of the patient; however, with a thor-
ough investigation, this point may be determined.

Table 1

DSM IV diagnostic criteria for
conversion disorder

• One or more symptoms or deficits affecting
voluntary motor or sensory function that
suggest a neurological or other general
medical condition

• Psychological factors are judged to be
associated with the symptom or deficit
because the initiation or exacerbation of the
symptom or deficit is preceded by conflicts
or other stressors

• The symptom or deficit is not intentionally
produced or feigned

• The symptom or deficit cannot, after
appropriate investigation, be fully explained
by a general medical condition, or by the
direct effects of a substance, or as a culturally
sanctioned behaviour or experience

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

• The symptom or deficit is not limited to pain
or sexual dysfunction and does not occur
exclusively during the course of somatization
disorder. Is not better accounted for by another
mental disorder

DSM IV: Diagnostic and Statistical Manual of Mental Disorders IV

Table 2

Psychological management of
conversion disorder

• Avoid confrontation with the patient

• Avoid reinforcing or trivializing their symptoms

• Review the results of tests and exams and
create an expectation of recovery

• Educate the patient by providing a benign
explanatory model of symptoms

• Evaluate the patient’s emotional adjustment

• Refer the patient for psychotherapy when
possible

* Adopted from Silver FW: Management of Conversion Disorder.
Am J Phys Med Rehabil 1996; 75(2).

Early theorists proposed
that conversion

disorder symptoms were
removed by suggestion;
however, many patients
who are treated with
suggestion alone are not
relieved of their symptoms.
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In Derek’s case this is partially due to the sensitive
nature of the experience, but principally because he
was genuinely unable to recollect the experience.
Most patients often have no suspicion of the casu-
al connection between the precipitating event and
the pathological phenomena.

The removal of psychogenic
symptoms

Suggestion
Early theorists proposed that conversion disorder
symptoms were removed by suggestion, however;
many patients who are treated with suggestion
alone are not relieved of their symptoms.

Psychoanalytic method

Freud argued that “each individual hysterical
symptom immediately and permanently disap-
peared when we had succeeded in bringing
clearly to light the memory of the event by
which it was provoked and in arousing its
accompanying effect and when the patient had
described that event in the greatest possible
detail and had put the effect into words.”
Overall, increased expression of affect during
the amobarbital interview provides the avenue
for symptom relief.

Use of physical procedure

Since Derek is convinced that he is physically
and not psychologically ill, the use of a physical
procedure, such as parental infusion of a solu-
tion, should allow him to recover function, inde-
pendent of the use of amobarbital.

Figure 1. Freud's sequence of events in the formation of conversion symptom. (1) An impulse presses for discharge. (2) The impulse is in some way
psychically intolerable and a counter impulse develops to prevent the discharge of the impulse. (3) Intra-psychic conflict ensues between the
impulse and counter-impulse. (4) The impulse is pushed back into the unconscious. (5) The psychic impulse continues to press for discharge. (6) This
is a symbolic expression of the original impulse leading to the conversion symptom.

1. Impulse pressing
for discharge

4. Repressed impulse 5. Still pressing for
discharge and leads to:

2. Resistance to
expressing the
impulse

6. Conversion
symptom

3. Conflict

Derek’s case cont’d

250 mg of amobarbital was given by IV while
the psychiatrist interviewed Derek and
suggested that this injection would make him
see again (Tables 2 and 3)

Within a few minutes, Derek described being
able to distinguish light, then colours and finally
faces and figures

He was also able to identify people from whom
he had received care, even without having
heard them speak

Derek was discharged three days later

Most patients often
have no suspicion of

the casual connection
between the precipitating
event and the pathological
phenomena.



The Canadian Journal of CME / August 2007 23

Amobarbital, a barbiturate may facilitate certain
psychotherapeutic elements, such as:
• Allowing the traditional psychotherapeutic

approach to move more quickly toward
symptom resolution

• Freeing-up a highly defended traumatic
experience as well as aids in the
reintegration of dissociated ideas and affect.

• Reducing the excitatory stimuli. Linn
proposed a model for catatonia that can be
applied to conversion symptomatology. He
argued that normal excitatory stimuli, when
raised to a level of sufficient intensity,
became inhibitory, giving rise to states of
catatonia (or conversion symptoms). By
reducing the level of consciousness with
amobarbital, incoming stimuli becomes
muted and consequently, they once again
become excitatory
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Table 3

Common psychiatric uses of amobarbital

Diagnostic uses Therapeutic uses

• To illicit new diagnostic information from • To aid the removal of conversion
patients symptomatology

• To evaluate mute patients • Facilitate hypnotherapy

• To distinguish catatonic stupor from • To calm violently psychotic patients
retarded depression

• To differentiate functional from organic
disease

• To increase the speed and yield of
psychiatric evaluation

• To detect malingering

• To determine the likelihood of patient
response to drug-induced shock or
electroconvulsive therapy

• To treat neurosis

Take-home message
1. Conversion symptoms represent a socially

acceptable compromise between a
psychological impulse and a counter impulse

2. Conversion disorder is considered a
diagnosis of exclusion, as patients present
with a symptom that appears to represent an
organic disease

3. Amobarbital may be used as a diagnostic
tool for conversion disorder

For references, please contact: ccmmee@@ssttaa..ccaa

Increased expression
of affect during the 

amobarbital interview
provides the avenue for
symptom relief.


