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Abstract

Case Description

Discussion
Conversion disorder, or functional neurologic syndrome, has 
long been viewed as a diagnosis of exclusion, but studies show 
it is among the most common of neuropsychiatric disorders. It 
can be defined as a disorder of voluntary motor or sensory 
function with incompatibility between the symptom and known 
neurological or medical conditions. This disorder has many 
biopsychosocial and psychodynamic underpinnings and has long 
been the subject of debate between neurologists and 
psychiatrists alike. Regardless of the theoretical viewpoint, the 
conversion seems to be a form of physical, nonverbal 
communication of a threatening feeling or idea. We present a 
case of a 35 year old female admitted to the hospital for 
progressive lower extremity weakness and an inability to walk. 
Physical exam showed inconsistent neurological findings, 
imaging was negative, and blood work was unremarkable. She 
was diagnosed with unspecified depression and transferred to 
the inpatient psychiatric unit. Throughout her treatment 
course, the patient exhibited peculiar behaviors and primitive 
ego defenses. It became clear that her symptoms served as an 
expression of an internal conflict and external demands. Here 
we review her clinical course and discuss the multidisciplinary 
approach used in her care. We also discuss the importance of a 
careful medical workup and physical exam, thorough psychiatric 
assessment, and calculated delivery of diagnosis in the 
treatment of this enigmatic disorder. 

• 35 year old female, no past medical or psychiatric history presented to ED 
after being sent by PCP with chief complaint of LE weakness. She stated 
symptoms started 2 weeks ago with myalgias, then weakness, then inability to 
walk, then inability to stand. She was noted to be very tearful and 
disorganized in her thinking.  

• Past medical history was significant for GERD with 30 pound weight loss over 
the past two months and insomnia over the past 6 weeks. She had never 
undergone surgery and only took trazadone 100 mg nightly for insomnia and 
prochlorperazine 10 mg BID for nausea.  

• ROS was only positive for weight loss and lower extremity hypoesthesia and 
weakness. Vitals were within normal limits. Physical exam showed no focal 
deficits, normal bulk, tone, and sensation in the lower extremities. Cranial 
nerves were intact, no truncal ataxia or dysmetria was noted, and reflexes 
were 2+ throughout the body. Of note, her effort was very poor, she became 
extremely tearful and agitated, and physical exam findings changed in 
subsequent physical examinations (Figure 1). 

• On the medical floor, patient underwent extensive workup. CT scan of her 
head showed no intracranial abnormalities and MRI of cervical, thoracic, and 
lumbar spine showed no demyelinating process or disk herniations. Labs drawn 
were also noncontributory (Figure 2). 

• She was seen by C-L psychiatry, diagnosed with unspecified depression, started 
on Risperdal 1 mg BID and transferred to the inpatient psychiatry unit. On 
arrival to the inpatient unit, she was found to be sitting in a wheelchair. She 
was extremely tearful, guarded, and confrontational. She spoke in a very loud 
volume but very slow rate and stuttered. Her affect was dysthymic and labile. 
She had poverty of thought and was mildly disorganized. She showed signs of 
internal preoccupation and denied any auditory or visual hallucinations. She 
denied any suicidal or homicidal ideations. She was alert but only oriented to 
herself. 

Pharmacology 
• Patient was started on risperdal 1 mg BID on the medical floor due to her lability and disorganized thinking. 

These symptoms quickly resolved within the first few days of her admission, medication was titrated down, 
and eventually discontinued.  

• She displayed some posturing and stupor in the initial phase of her hospitalization. Catatonia was suspected 
and lorazepam challenge was initiated. Her symptoms did not improve and she became extremely sedated, 
ruling out catatonia. 

• She was eventually started on duloxetine for depression and anxiety, this was titrated to 60 mg daily. This 
had added benefit as pain relief for her concomitant neuropathic pain. 

Obtaining further history and psychotherapy  
• Patient lives with her mother, younger brother, daughter, 18, and son, 17.  
• She aspired to be a nurse as a teenager, became pregnant at the age of 18, dropped out of school, and 

stayed at home to raise her children.  
• She later worked in various nursing homes as an aid. Most recently, she worked as a school bus assistant 

where she assisted disabled children getting on and off of the bus. She recalled pushing children around in 
wheelchairs, taking them to their doctor appointments.  

• Her daughter went away for college out of state. When the COVID-19 pandemic forced schools to close, the 
patient drove to the campus to retrieve her daughter. There she met her daughter’s first boyfriend and 
learned that her daughter was now sexually active.  

• Her symptoms started two to three weeks later.  

Formulation: Patient feels STUCK. She had goals as a young woman that she could not pursue after she 
became pregnant. Now, she sees her daughter with a boyfriend and less focused on school, reminding 
the patient of herself. Ambulating has special meaning to the patient given her previous job. Her 
conversion symptom also forced family to constantly be around her i.e. her daughter would move, 
feed, and wash her, perpetuating her symptoms. 

Physical Therapy 
• PT was consulted and worked with the patient every day of her hospitalization. She initially refused 

treatment, staying in her bed, demanding to be cleaned and changed, would have other patients push her 
wheelchair. With encouragement she began doing exercises in bed, progressed to pushing her own 
wheelchair, and using a walker. She would occasionally regress or refuse to participate, PT recommended 
that her wheel chair be taken away for prolonged periods of time. She was eventually able to walk the 
entire length of the ward with a walker.  

Patient was transferred to a sub-acute rehabilitation unit. 

Treatment Course

CMP wnl CBC wnl CSF fluid culture 
negative

Mg 1.8 B12 279 ANA 1:320
LFTs wnl Folate 6.2 ENA none 

detected
CK 1707 B1 28.8 Paraneoplastic 

panel negative
TSH 1.69 Cu 100 NMO/Aquaporin 

4 IgG4 negative
Homocysteine 
54

B6 7.6 Rheumatoid <10

Methylmalonic 
Acid <.10

B3 30.1 SGPG negative

IgA/IgG/IgM wnl Zinc 61 HIV non reactive
UA negative
UDS negative
COVID 19 
negative

Figures

•Conversion disorder is defined by DSM V as a disorder of altered voluntary motor or 
sensory function with incompatibility between the symptom and a known 
neurological or medical condition. 

•Specifiers include weakness or paralysis, anesthesia or sensory symptoms, special 
sensory symptoms, and with attacks or seizures. It may be acute or persistent, with 
or without a psychological stressor. 

•This disorder is more common than you think! Keep it on the differential! 
– 20%–25% of patients in a general hospital setting have individual symptoms of 

conversion 
– In study of of 3781 outpatients in neurology clinics, 5.4% diagnosed with FND 

and 30% had symptoms that could not be attributed to neurologic disease 
– 82% of patients stop working due to their symptoms, costing the United States 

$20 billion per year 
•2:1 F:M; rare before 10, after 35; L>R side of body; rural populations, under 

educated, low IQ scores, low SES, military personnel exposed to combat; histrionic 
and dependent personality types; anxiety and panic disorders 

•During workup, developing strong differential diagnoses is key. An organic or 
neurologic etiology MUST be ruled out. Factitious disorder and malingering must 
also be considered. Physical exam findings can be useful here (Figure 3). 

•First studied by the French neurologist Jean Martin-Charcot, who coined the term 
“hysteria” for physical complaints that lacked organic causes. Sigmund Freud’s 
famous patient Anna O. (Figure 4), presented with a severe cough, paralysis of the 
extremities on the right side of her body, disturbances of vision, hearing, and 
speech, hallucinations, and loss of consciousness. Freud implied that her illness was 
a result of the resentment felt over her father's real physical illness that led to his 
death. Her treatment was said to be start of psychoanalysis. 

•Speaking of psychoanalysis!  
– The symptom has a symbolic relationship to the unconscious conflict and serves 

a purpose: it suppresses an emotion or resolves a dilemma, supports 
interpersonal relationships, or helps escape conflicts. 

– So think of what symptom is not letting them do! Ask “If this symptom were to 
go away tomorrow, what would you now be able to do?”  

– Consider timing of symptoms i.e. why now? For our patient, it was her daughter 
returning home from college with a new boyfriend.  

• We believe that treatment of conversion disorder begins with delivery of 
diagnosis. It is imperative that the patient is not made to feel “its all in my head.” 
Rather, it should be relayed that a definitive diagnosis has been reached and steps 
taken to reach this diagnosis, such as an MRI showing no structural damage or an 
EMG showing normal muscle activity, should be explained. Next, that conversion 
disorder is treatable and with treatment the patient will improve, setting an 
expectation that they will get better. In the case of our patient, we assured her we 
were confident that her brain and her body were normal BUT that the connection 
between the two was malfunctioning. We introduced medications by explaining 
that serotonin was a chemical that her brain made to send signals to her her 
muscles, that duloxetine would increase the amount of signals to improve 
communication. We employed this strategy in history gathering, comparing 
conversion disorder to a headache. We explained that if a picture was taken of the 
brain in someone experiencing a headache, it would be negative. Yet the person 
was still experiencing a headache. And just like a headache, stress worsens 
conversion disorder. The patient was then able to discuss her symptoms and recent 
psychosocial stressors with more confidence. 

• A quick word on treatment: studies have shown that a multidisciplinary approach, 
with pharmacology to treat underlying depression and anxiety, CBT, and physical 
therapy, focused on functional movement rather than strengthening of specific 
muscles is most effective in the treatment of the conversion symptom.  
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Figure 4

Figure 1. Hoover sign is a maneuver aimed to separate organic from non-organic paresis of the leg, using synergistic 
contraction. Involuntary extension of the paralyzed leg occurs when flexing the contralateral leg against resistance. It 
was positive in our patient.  Figure 2. All labs obtained before diagnosis of conversion disorder was made. Figure 3. 
Distinctive physical exam findings in classic conversion symptoms, obtained from Kaplan and Saddock. Figure 4. Anne O. 
was a patient of Sigmund Freud and was said to have many conversion symptoms, her treatment set the stage for the 
psychoanalytic theory.  
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