
PSYCHOLOGICAL SCALES scales.arabpsychology.com

Conversion Disorder

Authored by

mohammad looti

September 24, 2025

RECOMMENDED CITATION

mohammad looti (2025). Conversion Disorder. PSYCHOLOGICAL SCALES. Retrieved from

https://scales.arabpsychology.com/?p=28023

ARABPSYCHOLOGY.C
OM

https://scales.arabpsychology.com/?p=28023
https://scales.arabpsychology.com/?p=28023
https://scales.arabpsychology.com
https://scales.arabpsychology.com


Conversion Disorder 2

PSYCHOLOGICAL SCALES scales.arabpsychology.com

Conversion Disorder

Primary Disciplinary Field(s): Psychiatry, Neurology, Psychology

1. Core Definition

Conversion disorder, now more commonly referred to as Functional Neurological Symptom

Disorder (FND) in the Diagnostic and Statistical Manual of Mental Disorders, Fifth Edition

(DSM-5), represents a complex and often misunderstood condition within the broader spectrum of

somatoform disorders. Fundamentally, it is characterized by the presence of specific, genuine,

physical symptoms affecting voluntary motor or sensory function that cannot be explained by a

known neurological or other medical condition. These symptoms are authentic and involuntary

experiences for the individual, despite the absence of a discernible physiological pathology that

would account for their presentation. The essence of the disorder lies in this perplexing disconnect:

the body exhibits a real physical impairment, yet comprehensive medical investigation fails to

identify a biological origin for it.

The term "conversion" itself stems from the historical psychoanalytic theory, particularly associated

with Sigmund Freud, which posited that psychological distress or unconscious conflict is

"converted" into physical symptoms. While the underlying theoretical frameworks have evolved

significantly, the clinical presentation remains consistent: individuals experience debilitating

symptoms such as paralysis, blindness, aphonia, or non-epileptic seizures, which are not

consciously feigned or malingered. The impact on the individual's daily functioning can be

profound, often leading to significant distress and impairment in social, occupational, or other

important areas of life. The challenge for clinicians and patients alike is navigating this boundary

between mind and body, where psychological factors manifest through neurological pathways

without direct structural damage.

2. Etymology and Historical Development

The roots of understanding what is now known as Conversion Disorder stretch back into antiquity,

with symptoms akin to those described in the disorder historically labeled as hysteria. Ancient

Egyptian and Greek texts mention wandering wombs as the cause of various female ailments, a

concept later refined by figures like Hippocrates. However, it was during the late 19th century that

a more systematic clinical approach to these perplexing symptoms began to emerge. Jean-Martin

Charcot, working at the Salpêtrière Hospital in Paris, conducted extensive studies on patients

presenting with hysterical paralyses, anesthesias, and convulsions. He famously demonstrated the

potential for psychological factors, including hypnosis, to induce or alleviate these symptoms,

thereby laying groundwork for understanding a non-organic basis for physical dysfunction.
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Sigmund Freud, a student of Charcot, further developed these ideas into his theory of conversion,

suggesting that hysteria (which he later distinguished into conversion and anxiety hysteria) arose

when unresolved psychological conflicts or traumatic memories were "converted" into physical

symptoms to alleviate psychic distress. This psychodynamic perspective dominated the

understanding of conversion disorder for much of the 20th century, cementing its place as a

somatoform disorder rooted in unconscious psychological processes. Over time, as neurological

understanding advanced, the focus shifted from a purely psychoanalytic explanation to a more

integrative biopsychosocial model, recognizing the interplay of psychological, biological, and social

factors. The evolution of diagnostic manuals, from early DSM editions to the current DSM-5,

reflects this shift, with the disorder being renamed to Functional Neurological Symptom

Disorder to reduce stigma and emphasize the neurological rather than purely psychological

aspects of the dysfunction, while still acknowledging the lack of an identifiable organic cause

(American Psychiatric Association).

3. Key Characteristics

The hallmark of Conversion Disorder (Functional Neurological Symptom Disorder) is the presence

of one or more symptoms affecting voluntary motor or sensory function, which are clinically

inconsistent with recognized neurological or medical conditions. These symptoms can be highly

varied and often mimic known neurological disorders, creating significant diagnostic challenges.

Common motor symptoms include partial or complete paralysis of a limb, localized weakness, gait

disturbances (such as astasia-abasia), abnormal limb posturing, tremors, or even seizure-like

episodes (known as non-epileptic seizures or psychogenic non-epileptic seizures). These motor

dysfunctions are typically inconsistent in their presentation, showing variability that does not align

with fixed neurological lesions.

Sensory symptoms are equally diverse and can involve disturbances in touch, vision, or hearing.

Patients might experience anesthesia (loss of sensation), paresthesia (tingling or numbness), or

even blindness, double vision, or deafness. A classic, though controversial, characteristic

historically associated with conversion disorder is "la belle indifférence," where patients appear

unconcerned or indifferent to their severe symptoms, despite their debilitating nature. However,

this feature is not consistently present and its diagnostic utility is debated, as many patients with

FND experience significant distress. Other characteristics include aphonia (inability to speak),

globus hystericus (a sensation of a lump in the throat), or even syncope (fainting spells). Crucially,

these symptoms are not intentionally produced or feigned, distinguishing FND from malingering or

factitious disorder, and they invariably lead to significant distress or functional impairment in the

individual's life.
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4. Significance and Impact

The significance of Conversion Disorder extends beyond its individual impact, challenging

fundamental medical paradigms and highlighting the complex interplay between the mind and

body. For individuals afflicted, the impact can be devastating, encompassing severe functional

impairment in daily activities, inability to work or maintain social relationships, and profound

emotional distress. The lack of an identifiable organic cause often leads to a prolonged diagnostic

odyssey, with patients undergoing numerous specialist consultations, expensive tests, and

sometimes unnecessary or invasive procedures. This journey can be frustrating and demoralizing,

frequently leaving patients feeling invalidated, disbelieved, or even accused of fabricating their

symptoms.

From a clinical perspective, Conversion Disorder presents a formidable diagnostic challenge. It

requires a meticulous process of exclusion, ensuring that all possible neurological or medical

conditions have been thoroughly ruled out before a diagnosis of FND can be made. This process

demands a high level of clinical acumen and an understanding of the subtle inconsistencies that

differentiate functional symptoms from organic disease. Furthermore, the stigma associated with a

diagnosis that has historically been linked to "mental illness" or even malingering can exacerbate

patient distress and impede treatment engagement. The disorder compels healthcare providers to

adopt a holistic, patient-centered approach, emphasizing the legitimacy of the patient's symptoms

while simultaneously addressing the underlying psychological and neurological mechanisms that

contribute to their manifestation. The renaming to Functional Neurological Symptom Disorder in

DSM-5 was a deliberate attempt to mitigate this stigma and improve the clinical perspective,

promoting a more neutral and neurologically-grounded understanding of the condition.

5. Debates and Criticisms

Historically and contemporaneously, Conversion Disorder has been the subject of considerable

debate and criticism, primarily concerning its diagnostic reliability, its classification, and the stigma

associated with its etiology. One long-standing criticism centers on the concept of diagnosis by

exclusion. Since the diagnosis hinges on the absence of a discernible organic cause, there is an

inherent risk of misdiagnosis--either diagnosing FND when an underlying medical condition is

present but undetected, or conversely, attributing symptoms to an organic cause when they are

purely functional. Advances in neuroimaging and diagnostic techniques constantly refine our ability

to detect subtle organic pathologies, challenging previous "unexplained" cases.

Another significant area of contention has been the psychological underpinnings of the disorder.

While the original Freudian concept of "conversion" of psychological conflict into physical

symptoms provided a theoretical framework, it has been criticized for being overly psychologizing

and difficult to empirically validate. This has led to the perception among some that the symptoms
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are "all in the head" or that patients are consciously feigning illness, perpetuating significant

stigma. The debate over whether to classify it as a psychiatric disorder, a neurological disorder, or

a psychosomatic condition continues, although the DSM-5's move to Functional Neurological

Symptom Disorder attempts to bridge this gap by emphasizing the neurological presentation while

acknowledging the role of psychological stressors. The term "functional" itself, while intended to be

less stigmatizing than "conversion," still evokes questions about the precise mechanisms by which

brain function is altered without structural damage, keeping the disorder at the forefront of

discussions about the mind-body connection in medicine (Nielsen & Zandbergen, 2022).

6. Diagnostic Criteria

The diagnosis of Functional Neurological Symptom Disorder (formerly Conversion Disorder)

according to the DSM-5 requires careful clinical assessment and adherence to specific criteria.

Firstly, the presence of one or more symptoms affecting voluntary motor or sensory function is

necessary. These symptoms can be highly diverse, ranging from paralysis or weakness to

abnormal movements, dysphagia, speech difficulties (e.g., aphonia), seizures, or sensory loss

(e.g., blindness, deafness, anesthesia). The clinical presentation must indicate an incompatibility

between the symptom and recognized neurological or medical conditions. This incompatibility is

crucial and often determined by specific positive clinical signs (e.g., Hoover's sign for functional leg

weakness, specific tremor characteristics, or inconsistent sensory deficits) that are inconsistent

with organic disease.

Secondly, the symptoms must not be better explained by another medical or mental disorder. This

necessitates a thorough medical work-up to rule out any underlying neurological or general

medical conditions that could account for the symptoms. This exclusionary process is vital to

ensure an accurate diagnosis and prevent misattribution of potentially treatable organic conditions.

The diagnosis also requires that the symptom or deficit causes clinically significant distress or

impairment in social, occupational, or other important areas of functioning, or warrants medical

evaluation. It is important to note that the presence of a psychological stressor is no longer a

mandatory criterion for diagnosis in DSM-5, although psychological factors are often present and

contributing. The emphasis has shifted towards observable clinical signs of incongruity with organic

pathology and the impact on the individual's life, rather than solely on presumed psychological

mechanisms (American Psychiatric Association, 2013).

7. Etiology and Risk Factors

The etiology of Functional Neurological Symptom Disorder is understood through a complex

biopsychosocial lens, acknowledging the interplay of biological predispositions, psychological

vulnerabilities, and social or environmental stressors. While no single cause has been identified,

research suggests that individuals with FND may have altered neural processing that contributes to
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their symptoms. This can involve dysfunctional connectivity within brain networks responsible for

motor control, sensory processing, and emotional regulation. For instance, studies have implicated

abnormalities in brain regions involved in self-agency, attention, and the integration of sensory and

motor information, leading to a disruption in the normal execution of voluntary movements or

perception of sensory input (Pareés et al., 2019).

Psychological factors play a significant, though not exclusive, role. A history of psychological

trauma, such as childhood abuse, neglect, or other adverse life events, is frequently reported in

individuals with FND and is considered a major risk factor. Acute or chronic stress, anxiety

disorders, and depressive disorders can also precipitate or exacerbate symptoms, suggesting that

emotional distress can be a powerful mediator in the manifestation of physical symptoms. Certain

personality traits, such as high levels of suggestibility or a tendency toward alexithymia (difficulty

identifying and describing emotions), have also been proposed as potential contributing factors.

Furthermore, individuals with a history of other functional disorders (e.g., fibromyalgia, irritable

bowel syndrome) or those with a personal or family history of neurological disease may be at an

increased risk, possibly due to shared biological vulnerabilities or learned illness behaviors. The

presence of these factors, however, does not diminish the genuine nature of the symptoms, but

rather helps to explain the complex pathway through which they emerge.

8. Management and Treatment

Effective management of Functional Neurological Symptom Disorder typically requires a

multidisciplinary approach, integrating neurological, psychiatric, and rehabilitative interventions.

The initial step involves a clear and empathetic diagnosis, explaining to the patient that their

symptoms are real and not imagined, while also clarifying that they are reversible and not due to

underlying structural disease. This psychoeducation is crucial for establishing trust and reducing

stigma, paving the way for engagement in treatment. The core of treatment often involves

psychotherapy, with cognitive behavioral therapy (CBT) being a leading evidence-based approach.

CBT helps patients identify and challenge maladaptive thoughts and behaviors related to their

symptoms, develop coping strategies for stress, and address any underlying psychological

stressors or traumas. Psychodynamic therapy can also be beneficial, particularly for individuals

where unresolved psychological conflicts or past trauma are prominent.

Physical and occupational therapy are vital for addressing specific motor and sensory symptoms.

For example, a physical therapist can work with a patient experiencing functional weakness or gait

disturbance to retrain movements, break abnormal movement patterns, and build confidence in

their physical capabilities. The focus is often on re-establishing normal movement patterns rather

than compensating for a deficit. Speech and language therapy may be required for individuals with

functional voice or swallowing difficulties. In some cases, pharmacological interventions, such as

antidepressants or anxiolytics, may be used to treat co-occurring mood or anxiety disorders, which
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can exacerbate FND symptoms. The goal of treatment is not only symptom reduction but also

significant functional improvement and enhanced quality of life, emphasizing patient empowerment

and active participation in their recovery process (National Institute of Neurological Disorders and

Stroke).

9. Prognosis

The prognosis for Functional Neurological Symptom Disorder is variable and depends on several

factors, including the type and duration of symptoms, the presence of co-occurring mental health

conditions, and the individual's engagement with treatment. Generally, symptoms of sudden onset

and shorter duration tend to have a better prognosis than those that are chronic or develop

gradually. Early diagnosis and intervention are critical, as patients who receive timely and

appropriate treatment, especially multidisciplinary care, are more likely to experience significant

improvement or complete remission of symptoms. Conversely, delayed diagnosis, prolonged

symptom duration, and the presence of severe or multiple concurrent mental health issues can

complicate recovery and lead to a less favorable outcome.

While many individuals can achieve significant symptom reduction and improved functioning, some

may experience persistent or recurrent symptoms, necessitating ongoing management. Relapses

can occur, particularly during periods of increased stress or if underlying psychological issues are

not adequately addressed. Factors such as strong social support, a positive therapeutic alliance

with healthcare providers, and the patient's motivation to participate actively in therapy are

important predictors of a better prognosis. Despite the challenges, a diagnosis of FND should not

be viewed as a permanent disability. With comprehensive and integrated care, many individuals

can regain their functional abilities, manage their symptoms effectively, and lead fulfilling lives,

underscoring the importance of a hopeful and holistic approach to this complex disorder.
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