
INTRODUCTION
Conversion disorder (CD) was defined in the 19th century on the basis of research and investigations developed by Breuer and Freud. CD is 
described as the loss or alteration of motor, sensory, and neuro-vegetative system functions without any specific organic etiology (1,2). Later, 
around the mid-20th century, CD diminished in prevalence in western and westernized communities. In the past two decades, interest in CD 
has re-emerged due to awareness of traumatic stress and a steep increase in neuroscience research (3,4). Due to the large number of admis-
sions of patients with CD and dissociative symptoms to neurology clinics, the condition has been named functional neurological symptoms 
and syndromes (FNSS). Although the findings of EEG and fMRI studies are diverse, evidence suggests that both subcortical and prefrontal 
regions are affected and cause dysregulation of emotions and altered network activity (5). 

According to the DSM-IV and DSM-5, the diagnosis of CD requires the presence of a functional disorder with no evidence of a neurological 
illness; the condition must be related to psychological stressors and must not be simulated on purpose (6). The DSM-5 classifies CD under 
the title of “somatic symptom and related disorders” (7). In the ICD-10, CD is classified under the heading of “neurotic, stress-related, and 
somatoform disorders” and under the subtitle of “dissociative disorders” (8).

It is difficult to provide clear-cut findings on the epidemiology of CD. A two-year follow-up study in the city of Sivas, Turkey, demonstrated 
that prior to the DSM-IV, dissociative disorder, that is, an overt “psychological” dissociative condition, was present in 47.4% of CD patients 
(9). Similarly, in another study from Elazığ, Turkey, this ratio was 30.5% (10). CD is more frequent in rural regions and in populations with 
low socioeconomic status and lower educational levels. (11). The rate of CD is almost equal among girls and boys in the pre-pubertal period; 
however, after puberty, the disorder is 2- to 19-fold more common among girls (12,13).
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Introduction: The aim of this study is to examine the socio-demo-
graphic and clinical characteristics, the presence of comorbidity, and 
the link with childhood traumatic experiences in patients with conver-
sion disorder (CD) in a psychiatric outpatient clinic.

Methods: A total of 60 literate, female patients between 18 and 65 
years of age who were referred to the general psychiatry outpatient 
clinic and who were diagnosed with conversion disorder according to 
the DSM-IV diagnostic criteria were included in the study. A ques-
tionnaire on sociodemographic and clinical characteristics, the Brief 
Psychiatric Rating Scale (BPRS), the Hamilton Depression Rating Scale 
(HDRS), the Hamilton Anxiety Rating Scale (HARS), the Childhood 
Trauma Questionnaire (CTQ), and the Dissociative Events Scale (DES) 
were used to assess the cases.

Results: The mean age of the participants was 36.27±11.18 years. 
72% of the patients were married and 63% were primary school grad-

uates. The most common symptoms were asthenia (100%), aphasia 
(96.7%), and crying-convulsions (93%). The most common co-mor-
bidities were depression (50%) and dissociative disorders (48.3%). 
Among the patients, 53.3% reported a history of exposure to physical 
violence and 25% reported a history of sexual assault in childhood. 
Assessment of the Childhood Traumatic Questionnaire revealed a sig-
nificant positive relation between emotional, physical, and sexual abuse 
scores and DES score.

Conclusion: CD has not yet been fully analyzed in detail in health insti-
tutions; co-existence of another mental disorder and the presence of 
traumatic experiences in the past further complicate the issue. Con-
sideration of these factors during treatment will have a positive impact 
on the course and prognosis of the disorder.
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The presence of a comorbid psychiatric disorder is observed frequently 
in patients with CD. Mood disorders are the most common comorbid di-
agnoses (14). Childhood traumatic experiences preceding CD have been 
reported in numerous literature studies (15,16,17). Presenting symptoms 
in clinical settings generally include sensory, motor, neuro-vegetative, 
and other psychological symptoms, such as delusions and hallucinations 
(18,19,20,21,22). Because of the multi-faceted nature of these symptoms, 
CD can be easily misdiagnosed as neurological, medical, and other psychi-
atric disorders. 

The Bakırköy Prof. Dr. Mazhar Osman Mental Health and Neurology 
Training and Research Hospital is the oldest mental health institute in Tur-
key; it was founded almost a century ago. At this hospital, CD patients 
have been treated in the emergency unit as well as in outpatient units for 
many years. A hypothesis exists that CD frequently coexists with disso-
ciative disorders and that both disorders are frequently associated with a 
history of childhood trauma (15,23,24,25). It is also known that the clinical 
features and correlates of CD are more influenced by culture than many 
other psychiatric disorders (26,27). Surprisingly, however, few studies con-
ducted in our country have examined the possible link between childhood 
trauma and CD (3,23,24,28).

This study aims to investigate the relationship between CD and childhood 
trauma and adversities in patients referred to a psychiatric outpatient fa-
cility. While conducting this study, comorbid conditions that might affect 
clinical outcome and prognosis in psychiatric practice were also assessed.

METHODS

Subjects 
A total of 60 literate female patients between 18 and 65 years of age who 
were referred to the general psychiatry outpatient clinic and were diag-
nosed with CD according to the DSM-IV diagnostic criteria were included 
in the study. A psychiatric examination was conducted for all subjects, 
and other disorders were diagnosed according to their DSM-IV criteria. 
Patients with neurological diseases, mental retardation, alcohol and/or 
substance dependence, bipolar disorder, schizophrenia, other psychotic 
disorders, and tardive dyskinesia were excluded from the study. The study 
was approved by the local ethics committee and was performed in accor-
dance with the ethical standards established in the Helsinki Declaration, 
1989. All participants gave written informed consent after being informed 
about the study.

Instruments

Socio-Demographic and Clinical Features Questionnaire: This is 
a 39-item, semi-structured questionnaire developed by the investigators. It 
includes questions related to demographic characteristics, clinical history, life 
events and traumatic experiences, family burden, and symptoms.

Brief Psychiatric Rating Scale (BPRS): This scale was developed by 
Overall and Gorham to assess severity and alterations due to antipsychotic 
treatment in psychotic states observed in schizophrenia and other psy-
chotic disorders (29). Studies on the validity and reliability of the Turkish 
version have been conducted by Soykan (30). In this study, this scale was 
used to evaluate pseudopsychotic symptoms.

Hamilton Depression Rating Scale (HDRS): This scale is used to 
measure a patient’s level of depression and changes in its severity. The 
HDRS was developed by Hamilton (31). Validity and reliability studies of 
its Turkish version were conducted by Akdemir et al. (32)

Hamilton Anxiety Rating Scale (HARS): This scale was developed 
by Hamilton (33). The scale is utilized to determine a patient’s anxiety 
level and symptom profile, as well as to measure changes in severity. It is 
a 5-point Likert-type scale comprising a total of 14 questions pertaining 
to both somatic and mental symptoms. Validity and reliability studies of its 
Turkish version have been conducted by Yazıcı et al. (34); however, the 
cutoff point has not been calculated.

Childhood Trauma Questionnaire (CTQ): This scale was devel-
oped by Bernstein et al. (35), and validity/reliability studies of its Turkish 
version have been conducted by Aslan and Alparslan (36). This self-ad-
ministered 28-item structured questionnaire is suitable for individuals 
over 12 years of age; it is used to screen emotional and physical neglect 
and abuse, as well as sexual abuse prior to the age of 20.

Dissociative Events Scale (DES): This is a self-report scale devel-
oped by Bernstein and Putnam (1986) to screen dissociative events (37). 
Validity and reliability studies of the scale in Turkish were conducted by Şar 
et al. in patients with dissociative disorders (38). 

Statistical Analysis
Statistical Package for the Social Sciences 15.0 for Windows (SPSS Inc.; 
Chicago, IL, USA) was used in the statistical analysis (39). A total of 60 
patients were included in the analysis. Frequency tables were prepared 
for the categorical variables, and descriptive statistics were presented 
for the numerical variables (mean, standard deviation, median, minimum, 
maximum). Cross-table statistics were prepared for categorical compari-
sons between the groups, and significance levels were determined by the 
chi-square test. In numerical comparisons, the Mann-Whitney U test was 
used for paired independent groups without a normal distribution pat-
tern, while the Kruskal–Wallis test was utilized for more than two inde-
pendent groups. The Spearman correlation coefficient was calculated to 
test the interaction of variables that did not show normal distributions. 
The statistical significance level was set as a p value of <0.05.

RESULTS
The mean age of the participants was 36.27(±11.18) years. The sociode-
mographic characteristics of the patients are presented in Table 1. Of the 
sample, 81.78% were living in a nuclear family and 18.3% were living in an 
extended family. A history of parental divorce was present in 11.7% of 
the patients and a history of migration in the family was present in 73.3%. 
43.3% (n=26) of the patients had a history of parental loss. The deceased 
parent was the father in 65.4% (n=17) of cases, the mother in 19.2% 
(n=5), and both parents in 15.4% (n=4). Of the sample, 15% (n=9) ex-
perienced paternal loss and 3.3% (n=2) experienced maternal loss before 
18 years of age. 51.7% (n=31) of the patients had a history of psychiatric 
disorders among their relatives. The relative with a positive psychiatric 
history was a parent in 54.8% (n=17), a sibling in 25.8% (n=8), an aunt or 
uncle in 16.1% (n=5), and a son or daughter in 3.2% (n=1) of the 31 cases. 

The mean scores were 11.02(±5.94) for BPRS, 18.67(±9.81) for HARS, 
14.45(±7.01) for HDRS and 23.97(±14.25) for DES. The co-existing psychi-
atric disorder was depression in 50% (n=30), dissociative disorder in 48.3% 
(n=29), anxiety disorder in 10% (n=6), and panic disorder in 6.7% (n=4) of 
our cases. None of the patients were currently diagnosed with post-traumatic 
stress disorder in a clinical evaluation conducted according to the DSM-IV. 

The precise age of onset of CD was not available during the interview. 
The duration of psychiatric treatment was between 6 months and 1 year 
in 31.7% (n=19), 1–5 years in 33.3% (n=20), 5–10 years in 33.3% (n=21), 
and more than 10 years in 1.7 % (n=1) of the participants.
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Assessment of the CTQ showed the mean scores of each subscale to 
be 14.23(±6.63) for emotional neglect, 11.08(±3.10) for physical ne-
glect, 12.18(±6.08) for emotional abuse, 9.78(±6.52) for physical abuse, 
7.42(±4.05) for sexual abuse, and 54.70(±21.29) for the total CTQ-28. 
Among the individuals comprising the sample, 53.3% (n=32) had been 
exposed to physical violence and 25% (n=15) had been exposed to sexual 
assault during childhood (Table 2).

In our study, the most common stressful life events were family conflict 
in 71.7% (n=43) and financial problems in 68.3% (n=41) of cases. The 
stressful life events to which the subjects were exposed and their cor-
relations with the score of each scale are presented in Table 3. The BPRS, 
HARS, and HDRS scores as well as the emotional neglect, physical ne-
glect, and abuse sub-scale scores were higher in patients who had been 
exposed to paternal violence, either toward the patient him/herself or 
toward the patient’s mother. Moreover, the DES and physical abuse scores 
were higher in patients who experienced parental loss before 18 years of 
age. Similarly, higher physical abuse scores were found in patients with di-
vorced/separated parents. Patients with physical illnesses had significantly 
higher total HARS scores. Although patients with financial problems had 
statistically significantly higher HARS, HDRS, DES, emotional and physi-
cal neglect, and abuse scores, their minimization scores were significantly 
lower. The HDRS total scores were higher in patients facing problems at 
work and in patients who had been fired from their jobs. Patients who 
had relatives with positive psychiatric histories had statistically significantly 
higher HDRS and DES scores.

Symptoms such as asthenia (100%), aphasia (96.7%), and crying-con-
vulsions (93%) were more common among our CD patients (Table 4). 
Comparison of the symptoms with the scores of the scales revealed that 
patients with clinical manifestations similar to grand-mal epilepsy had sig-
nificantly higher BPRS (13.60±6.52) and HARS (22.67±10.62) scores. 
Similarly, cases with impairment of consciousness-orientation had high-
er BPRS (15.50±7.09), HARS (29.08±12.98), and HDRS (19.42±5.71) 
scores; aphasic patients had higher BPRS scores (11.31±5.8) and cases 
with pseudopsychotic delusions and derealization had higher DES scores 
(23.47±14.21). When the symptoms of CD were compared with CTQ 
subscale scores, a positive significant correlation between crying-convul-
sions and emotional neglect (p=0.034) was found. Moreover, positive but 
non-significant correlations were found between consciousness-orienta-
tion impairment and emotional abuse (p=0.054) and between pseudo-
psychotic symptoms and physical abuse (p=0.055).

Assessment of the scale scores of patients who reported sexual assault 
when answering the demographic questionnaire revealed statistically sig-
nificantly higher DES scores in these patients. A significant positive cor-
relation between DES score and emotional, physical, and sexual abuse 
scores was found during evaluation of the CTQ. Similarly, high DES scores 
were found in patients who reported emotional and physical neglect. The 
correlations between DES score and the scores of the remaining scales is 
presented in Table 5.

DISCUSSION
This study aimed to demonstrate possible links between the clinical man-
ifestations of CD, childhood trauma, and stressful life events. It has been 
demonstrated that the most common psychiatric disorders coexisting 
with CD are depression (50%) and dissociative disorder (48.3%); it was 
also found that almost 70% of the sample had experienced childhood 
trauma. Although it is well known that puberty and early adulthood are 
the periods in which the onset of CD occurs, this study demonstrated a 
mean age of 36.27 years. The duration of past psychiatric treatment was 
between 6 months and 1 year in 31.7%, 1-5 years in 33.3%, 5-10 years in 
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Table 1. Demographic characteristics of the sample

  n (%)

Age (Mean±SD) 36.27±11.18

Education 

 Literate/illiterate 7 (11.6)

 Primary school 38 (63)

 High school 13 (21.7)

 University 2 (3.4)

Marital status 

 Married 43 (71.7)

 Single 9 (15)

 Separated/widowed 7 (11.6)

 Living together 1 (1.7)

Work status 

 Employed/student 14 (23)

 Unemployed 4  (6)

 Retired/housewife 42 (70)

Place of birth

 Province 22 (36.7)

 Village 15 (25)

 City 23 (38)

Economic status

 Low income 35 (58)

 Middle income 23 (38)

 High income     2 (4)

Table 2. Rates of trauma in childhood

  n (%)

Violence in childhood

 Exposed (total) 32 (53)

 Frequently exposed 20 (33)

 Sometimes exposed 9 (15)

 Seldom exposed 3 (5)

Offender of violence

 Mother 24 (40)

 Father 9 (15)

 Mother and Father 9 (15)

 Relative 8 (13)

 Elder /Younger Brother 6 (10)

 Foster mother/father 4 (7)

Sexual abuse 15(25)

Sexual offender

 Older relative      6 (40)

 Stranger or other   6 (40)

 Elder brother 2(13)

 Peer relative 1 (6.7)



33.3%, and more than 10 years in 1.7% of the participants; this demon-
strates that the majority of patients applied to the mental health facility for 
the first time at ages of approximately 25-35 years. 

This finding may be due to the fact that CD patients tend to be referred to 
clinics other than psychiatry clinics during the initial stages of the disorder due 
to barriers to mental health care and concerns about stigma. Because the 
psychological aspects of the disorder are not addressed in medical facilities, 
the patients are referred to psychiatric care after a long period of time (11). 
Another explanation may be that certain circumstances, especially possible 
retraumatisation at a later period, may aggravate conversion symptoms and 
cause patients to seek help from mental health facilities at a later age. 

The educational levels and incomes of the patients in our study were 
consistent with previous data. The majority of the study participants are 
female, at low to middle income levels, with primary school education 
and without any personal income. These findings suggest that CD is more 
prevalent among individuals with lower socioeconomic status and lower 
education levels (17). 

Co-existence of another psychiatric diagnosis is a common finding in CD. 
It has been reported that mood disorders are found in 45%–85% of CD 
cases who have symptoms of convulsions or breath-holding spells; the 
most common co-morbid mood disorder is major depressive disorder 
(17%–29%) (12,23). Consistent with these data, a psychiatric co-morbidi-
ty was present in 73.3% of our CD patients. The most common co-mor-
bid psychiatric diagnoses were depression (50%) and dissociative disorder 

(48.3%); this is also similar to the findings of previous studies (11,23,24,40). 
Studies from Turkey clearly demonstrate the co-existence of a dissociative 
disorder in one third to one half of CD patients (9,10,28). Similar to the 
findings of a study by Şar et al. (41), our study showed that high rates of 
pseudopsychotic delusions (52%) were correlated with coexisting symp-
toms of dissociative disorder. The most commonly reported dissociative 
symptoms in our patients were talking to oneself, impaired conscious-
ness-disorientation, pseudopsychotic delusions, and derealization.

In this study, we demonstrated that the most common symptoms in CD 
patients are severe asthenia, aphasia, crying-convulsions, and fainting-fall-
ing. Asthenia was present in 100% of cases and aphasia was present in 
96.7% of cases. Crying-convulsions and fainting-falling were observed in 
93.3% and 50% of cases, respectively. These findings are consistent with 
the results of previous studies that have suggested that the most common 
symptoms are aphasia, loss of consciousness, paresthesia, convulsions, dys-
pnea, paralysis, psychogenic pain, and astasia-abasia (12,22,41). Although 
symptoms such as loss of consciousness, paralysis, blindness, or aphonia 
are seldom observed in western countries, they are common in devel-
oping countries (15,42,43). Our results related to presenting symptoms 
were consistent with previous results. BPRS and HARS scores were sig-
nificantly higher in patients presenting with clinical symptoms of grand-mal 
epilepsy and aphasia. In countries such as Turkey, where rural populations 
exist, there is a higher tendency toward somatization; also, somatic symp-
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Table 4. Distribution of conversion symptoms in the sample

 n (%)

Asthenia 60 (100)

Aphasia 58 (97)

Crying-convulsions 56 (93)

Numbness in extremities 55 (92)

Fainting-falling 49 (82)

Loss of strength in the extremities 33 (55)

Pseudopsychotic delusion 31 (52)

Derealization  31 (52)

Similar to grand mal seizure 30 (50)

Impaired consciousness-disorientation 12 (20)

Table 5. Correlation of DES scores and scores of other scales

 Mean SD Rho p 

BPRS  11.02 ±5.94 0.163 0.213

HARS  18.67 ± 9.81 0.255 0.049

HDRS  14.45 ±7.01 0.359 0.005

CTQ Subscales

Emotional neglect  14.23 ±6.63 0.344 0.018

Physical neglect  11.08 ±3.10 0.631 <0.001

Emotional abuse  12.18 ±6.08 0.383 0.008

Physical abuse  9.78 ±6.52 0.461 0.001

Sexual abuse  7.42 ±4.05 0.395 0.006

Minimization  0.92 ±0.996 -0.595 <0.001

BPRS: Brief Psychiatric Rating Scale; HARS: Hamilton Anxiety Rating Scale; 
HDRS: Hamilton Depression Rating Scale; DES: Dissociative Experiences 
Scale; CTQ: Childhood Trauma Questionnaire

Table 3. Stressor life events, their rates, and their correlations with the scores of each scale 

               BPRS               HARS               HDRS               DES               CTQ

 n (%) m (±SD) p m (±SD) p m (±SD) p m (±SD) p m (±SD) p

Family conflict 43 (72) 11.51 (5.5) 0.309 18.14 (8.56) 0.516 14.56 (6.95) 0.851 25.95 (13.91) 7.01 55.23 (21.19) 0.761

Financial problems 41 (68) 10.85 (5.52) 0.758 20.71 (10.51) 0.172 16.24 (7.07) 0.03* 27.63 (13.07) 0.03* 60.15 (22.14) 0.03*

Illness of close relative 21 (35) 12.00 (6.16) 0.351 20.57 (10.58) 0.274 16.76 (6.89) 0.60 29.14 (11.65) 0.38 54.57 (20.61) 0.973

Job loss/conflict at work 17 (28) 13.12 (6.29) 0.085 21.00 (11.87) 0.250 17.53 (7.09) 0.31 27.53 (11.94) 0.226 48.94 (19.63) 0.190

Use of alcohol/substances 16 (27) 9.50 (5.59) 0.236 17.56 (11.52) 0.603 11.19 (5.93) 0.028* 24.31 (14.00) 0.911 51.75 (18.94) 0.522

Separation from  
spouse/partner 12 (20) 11.00 (5.62) 0.991 16.67 (6.89) 0.435 17.08 (6.76) 0.147 27.58 (11.06) 0.330 54.42 (22.42) 0.959

*p<0.05

BPRS: Brief Psychiatric Rating Scale; HARS: Hamilton Anxiety Rating Scale; HDRS: Hamilton Depression Rating Scale; DES: Dissociative Experiences Scale; CTQ: Childhood 
Trauma Questionnaire; SD: standart deviation



toms are dominant in the clinical presentations of depressive and anxiety 
disorders. This in turn leads to the development of similar types of con-
version symptoms (42).

A history of physical and sexual trauma in childhood was found to be preva-
lent in our study. Similar to the findings of previous studies (3,16,17,24,40), 
53.3% of our CD patients reported a history of physical trauma and 25% 
reported sexual trauma in their childhood. Sexual and physical abuse, as 
well as physical neglect, have been reported in patients with dissociative 
symptoms (17,35,36,42). In a follow-up study with 38 patients, sexual 
abuse, physical abuse, emotional abuse, and emotional neglect were high-
er in the CTQ sub-scales (3). Consistent with the literature, higher DES 
scores were found for patients in our study with histories of emotional, 
physical, and sexual abuse. The DES scores were also significantly higher in 
cases reporting emotional and physical neglect.

The demographic features of the majority of the sample were low to mid-
dle income and lower educational level (primary school), with no personal 
income and experience of physical and sexual trauma. These findings sug-
gest the possibility of “invisible victims” who cannot speak out. Due to the 
difficult circumstances they face and the disturbance that the results may 
cause in the community, CD patients do not receive adequate attention 
and have not been recruited for research studies (28). In our study, the 
participants reported that although they had received psychiatric treat-
ment for long periods of time in various mental health care facilities, their 
personal histories of issues related to trauma had never been questioned 
before. This finding emphasizes the significance of the time allocated to 
patients in mental health services, as well the significance of addressing the 
issues of child abuse and neglect during residency training. 

In 50% to 55% of our sample, a stress factor was mentioned as a trigger 
at the onset of CD. This finding is similar to the findings of previous stud-
ies (43,44,45). Studies conducted in our country have revealed that the 
rate of a stress factor preceding CD is 17% to 45% (19,32). Çelikel and 
Saatçioğlu (46) demonstrated that among CD patients, 45% had lost a rel-
ative and 40% had family/marital problems. Consistent with the literature 
(18,41), parental loss was frequent in our study. Patients who experienced 
parental loss before 18 years of age had higher DES and physical neglect 
scores. Parents have an important role not only in the physical care but 
also in the psychological-emotional development of their children. In pa-
tients who had a history of exposure of to father-to-mother violence, 
the BPRS, HAS, HDDÖ, emotional neglect, physical neglect, and physical 
abuse scores were higher. It was also found that patients with divorced 
parents had higher physical neglect scores. 

Another finding of our study revealed that more than one third of the 
sample had received pharmacotherapeutic treatment only for more than 
five years. In previous studies, it has been reported that the rate of a 
co-morbid psychiatric disorder increases the treatment duration (11). 
As the duration of treatment increases, we should search for co-morbid 
psychiatric disorders, low socioeconomic conditions, and lack of insight, 
as well as long-hidden, unspoken childhood trauma or other adversities. 

The main limitations of this study were the relatively small sample size, 
the lack of a control group, and the exclusively female sample. The latter 
limitation could be considered relatively minor, as most patients with CD 
in clinical settings are women.

Longitudinal studies with larger sample sizes and control groups and with 
follow-up periods would provide further insight into the clinical course of 
CD and inform possible treatment modalities.

In conclusion, comorbid psychiatric diagnosis is common in patients with 
CD, and the rate of comorbid dissociative disorders is very high. The pres-
ence of previous traumatic events further complicates the presentation 
and evaluation of this disorder in clinical settings. Comprehensive assess-
ment of the trauma history of a patient would contribute to the clinician’s 
integrative management and understanding when helping the patient. In-
creasing the awareness of society regarding child abuse and neglect may 
also alleviate the pain experienced by trauma survivors.
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