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ABSTRACT 
Background: 
Dissociative (conversion) disorder (DCD) is a complex psychiatric condition characterized by disruptions in 
consciousness, identity, memory, or perception. It is commonly seen in children and adolescents in clinical settings, 
often accompanied by psychiatric comorbidities and influenced by familial psychiatric history. This study aimed to 
assess psychiatric comorbidities and genetic predispositions among pediatric DCD patients in Western Rajasthan. 
Methods: 
A cross-sectional study was conducted on 80 children and adolescents (ages 6–18) diagnosed with DCD at a tertiary 
care hospital in Jodhpur, Rajasthan, from July 2021 to July 2022. Psychiatric comorbidities were assessed using the 
Kiddie Schedule for Affective Disorders and Schizophrenia – Present and Lifetime Version (K-SADS-PL). Family 
psychiatric history was evaluated through the Family Interview for Genetic Studies (FIGS). Statistical analyses 
included chi-square and Spearman correlation tests using SPSS-23. 
Results: 
The mean age was 14.21 years; 82.5% were female. Most belonged to lower socioeconomic status and nuclear 
families. Convulsion-type DCD was the most common presentation (48.8%). Psychiatric comorbidities were found 
in 71.2% of participants, with anxiety disorders (25%) being the most prevalent, followed by somatoform (18.8%) 
and depressive disorders (17.5%). A positive family history of psychiatric illness was found in 58.8% of patients, 
most commonly anxiety disorders (10%) and DCD (8.8%). A statistically significant association was found between 
psychiatric comorbidities and positive family psychiatric history (χ² = 18.246, p < 0.001). 
Conclusions: 
DCD in children and adolescents is frequently associated with psychiatric comorbidities and a family history of 
mental illness, suggesting both environmental and potential genetic contributions. Early identification and 
integrated family-based interventions are critical to improving outcomes. 
 
Keywords: Dissociative conversion disorder, adolescents, psychiatric comorbidity, family history, genetic 
predisposition, K-SADS-PL, FIGS 
 
Introduction: The dissociative disorders (DDs) are a 
disturbance in the organization of identity, memory, 
perception, or consciousness involving both 
restricted access of information to consciousness 
and disruptions of consciousness. DDs are not among 
the more common psychiatric illnesses, but are not 
rare. Few good epidemiological studies have been 
performed. Some estimate the prevalence at only 1 
per 10,000 in the population [1], but far higher 
proportions are reported among psychiatric 
populations. More recently, there has been a rise in 
the number of reported cases of dissociation, which 
may be attributed to greater awareness of the 
diagnosis among mental health professionals. Other 

factors that may contribute to the apparent increase 
includes the availability of more specific diagnostic 
criteria and the fact that some cases may have been 
previously misdiagnosed as schizophrenia or 
borderline personality disorder (BPD). Conversion 
disorder causes major medical, social, and economic 
problems both in western and developing countries. 
However, relatively few studies evaluated outcome 
and long-term prognosis in children and adolescents. 
While many conversion symptoms remit 
spontaneously or with minimal intervention after a 
few days or weeks, some have a less benign 
prognosis [2]. A favourable outcome is generally 
reported in children and adolescents, with clinical 
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improvement rates varying from 56% to 100% [3-7]. 
Although variables predicting poor outcome in 
conversion disorder are not well defined, poly-
symptomatic presentation, pseudo seizures, 
chronicity of the symptoms, comorbid psychiatric or 
medical disorders, poor capacity to gain insight, 
severe internal conflict, and serious family 
dysfunction are accepted as poor prognostic factors 
while younger age, early diagnosis, close liaison 
between paediatricians and child psychiatrists, good 
premorbid adjustment, where onset of symptoms 
occurs immediately following a stressor, or when a 
stressor is easily identifiable and removable, 
prognosis is very good[8]. Conversion disorder may 
be accompanied by a neurological or psychiatric 
disorder. Comorbidities significantly affect the 
prognosis and the treatment of CD symptoms. The 
most common psychiatric comorbidities for CD are 
mood disorders, anxiety disorders, dissociative 
disorders and somatoform disorders. In a study by 
Bowman et al, depressive disorders were reported to 
accompany CD at a rate of 88% [9]. Comorbidity rates 
for depression, anxiety disorders and dissociative 
disorders with CD were found to be 35.3%, 34.8% 
and 9.6%, respectively. [10]. Genetic load is the 
difference between the fitness of the theoretically 
optimal genotype and the fitness of the observed 
average genotype in a population. This means that 
populations with a low genetic load will tend to be 
healthier, have fitness that is less dispersed, and have 
offspring that are more likely to survive to 
reproduction [11]. The typological differences 
between high dissociates and virtually everyone else 
would have to lie in a strong genetic predisposition 
or a fundamentally different early developmental 
trajectory, or both, that essentially wires their brains 
differently. A convincing genetic difference remains 
to be demonstrated [12]. There is limited data suggest 
that conversion disorder frequently occurs in 
relatives of individuals with conversion disorder or 
with any other psychiatric disorder. Symptoms are 
often modeled from affected family members. Thus 
this study has its own importance. 
 
Material and Methods: 
Study Design and Site: This cross sectional study 
was conducted on children and adolescent patients 
diagnosed with Dissociative (conversion) disorder at 
a tertiary health care centre of Western Rajasthan, 
India seeking treatment as outpatient or admitted as 
in patient at Psychiatry Department of Mathura Das 
Mathur Hospital Jodhpur, Rajasthan. The hospital is 
attached teaching hospital of Dr. S.N. Medical College 
Jodhpur. 
Instruments: A self-designed semi-structured 
proforma was used to gather information regarding 
sociodemographic variables (age, sex, religion, 
background, type of family and socioeconomic 
status) and history of birth complications. Kiddie- 

SADS- Lifetime Version (K-SADS-PL) developed by 
Kauffman et al. [13] was used to assess comorbidities. 
The K-SADS-PL is a semi-structured diagnostic 
interview designed to assess psychopathology in 
children and adolescents. This evaluation consists of 
three parts. The first part is an unstructured initial 
interview. The second component is a diagnostic 
screening interview that assesses approximately 200 
symptoms. If there are positive symptoms present in 
this section, further scoring is conducted to validate 
the diagnosis in the fields of affective disorders, 
psychotic disorders, anxiety disorders, behavioral 
disorders, drug abuse disorders, and other disorders 

. A validity and reliability study of the Turkish 
version of K-SADS-PL was conducted by Bahar G et 
al. The K-SADS-PL is administered by interviewing 
the parent(s), the child. The majority of the items in 
the K-SADS-PL are scored using a 0-3 point rating 
scale. Scores of 0 indicate no information is available; 
scores of 1 suggest the symptom is not present; 
scores of 2 indicate sub threshold levels of 
symptomatology, and scores of 3 represent 
threshold criteria. The remaining items are rated on 
a 0-2 point rating scale on which 0 implies no 
information; 1 implies the symptom is not present; 
and 2 implies the symptom is present. When 
determining whether a symptom meets threshold vs. 
subthreshold level, it is important to assess the 
severity, frequency, and duration of the symptom, as 
well as impairment from the symptom. Family 
Instrument for Genetic Studies (FIGS) was 
originally developed by Nurnberger et al. [14] We used 
its ,,, version to detect psychiatric illness in the first 
degree relatives.[15] It is a guide for gathering 
diagnostic information about relatives in a pedigree 
finder study. FIGS has 3 parts: General screening 
questions, the face sheet, and Symptoms check list. 
The information about each person on the pedigree 
is pooled from the interview of all available relatives. 
The investigator rates the ability of the information 
provided by each person, based on his own 
judgement, on a scale of 1-3 i.e. from good to poor. 
Only first degree relatives were interviewed in the 
current study. 
Study Population: The study population included all 
the children and adolescent patients diagnosed with 
Dissociative (conversion) disorder seeking 
treatment as outpatient or admitted as in patient at 
Psychiatry Department of Mathura Das Mathur 
Hospital Jodhpur, Rajasthan who consented to 
participate and fulfilled inclusion criteria. Children 
and adolescent patients aged between 6 to 18 years 
diagnosed as Dissociative (conversion) disorder 
according to ICD-10 independently by two 
psychiatrists were included in the study. Those 
having any comorbid diagnosed medical illness or 
mental retardation or who were not willing to 
participate were excluded. 
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Study Procedure: The study was approved by 
Institutional Ethics Committee of the Institute. The 
study sample was 80 participants. The method of 
sampling was purposive sampling. The study was 
done from July 2021 to July 2022. Informed 
consent/assent was taken from the patients or 
parents using a standard proforma after explaining 
them about the objectives of the study. Dissociative 
(conversion) disorder was diagnosed according to 
ICD-10 independently by two psychiatrists. Subjects 
were asked about details including various socio-
demographic variables and history of birth 
complications. Kiddie Schedule for Affective 
Disorders and Schizophrenia for School-Age 
Children-present and lifetime (K-SADS-PL) was 
applied to assess psychiatric comorbidities, and 

Family Instrument for Genetic Studies (FIGS) was 
applied to assess presence of psychiatric illness in 
first degree relatives. 
Statistical Analysis: Statistical analysis was done 
using Statistical Packages for Social Sciences, Version 
23 [SPSS-23]. Descriptive analysis, independent 
sample t-test, Chi-square test, Fisher’s Exact Test, 
spearman rho correlation was applied for the 
analysis. 
 
Results: 
Mean age of the sample was 14.21 years (two 
standard deviation= ±2.846). Table 1 shows 
sociodemographic variables and history of birth 
complications in the participants. 

 
Table 1. Sociodemographic variables and history of birth complications (N=80) 

S. No. Variable Frequency- N, (%) 
1. Age group 

Children (age <12 years) 
Adolescents (age ≥12) 

 
13 (16) 
67 (84) 

2. Sex 
Male 
Female 

 
14 (17.5) 
66 (82.5) 

3. Religion 
Hindu 
Muslim 

 
44 (55) 
36 (45) 

4. Background 
Rural 
Urban 

 
35 (43.8) 
45 (56.2) 

5. Type of family 
Nuclear 
Joint 
Extended nuclear 

 
51 (63.8) 
27 (33.8) 
2 (2.4) 

6. Socioeconomic status 
Upper 
Middle 
lower 

 
4 (5) 
28 (35) 
48 (60) 

6. Reported history of birth complications, if any 14 (17.5) 
 
Table 1 shows that majority of participants were 
adolescents, female, Hindu by religion, hailing from 
urban background, living in nuclear families and 

belonging to lower socioeconomic status. Of all, 
17.5% participants had history of birth 
complications. 

 
Table 2. Presentation of dissociative (conversion) disorder 

S. No. Presentation Frequency- N, (%) 
1. Convulsion type 39 (48.8) 
2. Motor type 17 (21.3) 
3. Trance and possession 8 (10.0) 
4. Mixed type 13 (16.3) 
5. Unspecified type 3 (3.8) 

 
Table 2 shows that presentation of dissociative 
(conversion) disorder was convulsion type in 
majority of cases (48.8%) that was followed by 

motor type, mixed type, trance and possession type, 
and unspecified types. 
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Table 3. Psychiatric comorbidities in patients with dissociative (conversion) disorder (N= 80) 
S. No. Psychiatric comorbidities Frequency- N, Percentage 

(%) 
1. Anxiety disorder 20 (25) 
2. Somatoform disorders 15 (18.8) 
3. Depressive disorders 14 (17.5) 
4. Obsessive compulsive disorder 5 (6.3) 
5. Psychosis 3 (3.8) 
6. Absent (Non psychiatric comorbidities) 23 (28.8) 

 
Table 3 shows that 25% cases were having comorbid 
anxiety disorder which was followed by somatoform 
disorders, depressive disorders, obsessive 

compulsive disorder and psychosis. Twenty three 
cases i.e. 28.8% were having no comorbid psychiatric 
disorder. 

 
Table 4. History of psychiatric illness in first degree relatives of patients with dissociative (conversion) 

disorder 
S. No. History of psychiatric illness in first degree relatives Frequency- N, Percentage (%) 
1. Depressive disorder 6 (7.5) 
2. Bipolar affective disorder 4 (5) 
3. Psychosis 5 (6.3) 
4. Addiction 5 (6.3) 
5. Personality disorder 2 (2.5) 
6. Anxiety disorder 8 (10) 
7. Somatoform disorder 6 (7.5) 
8. Dissociative (Conversion) disorder 7 (8.8) 
9. Obsessive compulsive disorder 2 (2.5) 
10. Others 2 (2.5) 
11. No family history of psychiatric illness 33 (41.3) 

 
Table  shows that 10% first degree relatives of patients with dissociative (conversion) disorder had anxiety 
disorder followed by dissociative (Conversion) disorder, depressive disorder and somatoform disorder while 33 
(41.3%) first degree relatives of the patients had no family history of psychiatric illness. 
 

Table 5. Comparison of family history of psychiatric illness in first degree relatives with psychiatric 
comorbidities in the patient 

Patient type 
(N=80) 

Positive family history 
of psychiatric illness in 
first degree relatives 
(N= 47) 

Negative family 
history of psychiatric 
illness in first degree 
relatives (N= 33) 

χ² df P 

Psychiatric 
comorbidity 
in the patient 

Present 42 15  
18.246 

 
1 

 
<0.001* Absent 5 18 

* Significant at the 0.01 level (2-tailed). 
 
Table  shows that out of 57 patients with psychiatric 
comorbidity 42 were also having positive history of 
psychiatric illness in first degree relatives while 15 
had negative history of psychiatric illness in first 
degree relatives, and the Chi-square test showed 
significant difference among the groups [χ²-18.246, 
df-1, p<0.001] 
 
Discussion: 
Current cross sectional study was conducted to 
identify psychiatric comorbidities and family 
genetics in children and adolescent patients with 
Dissociative (conversion) disorder at a tertiary care 
center of Western Rajasthan. In the current study the 

mean age of the sample was 14.21 years (two 
standard deviation= ±2.846) and, Study by Maloney 
et al., showed that age of onset is typically from late 
childhood to early adulthood. Onset is rare before the 
age of 10 years [16].One study in Australia by Grattan-
Smith et al   showed that the disorder is rare before 8 
yrs. of age [17] This study also supports these findings. 
Study by Pehlivantürk B et al., the average age of 
onset for the conversion symptoms was 12 years 
(S.D.=2.0, range 8–15.5)[18] also  relatable with is 
study.Majority of participants were adolescents, 
female, Hindu by religion, hailing from urban 
background, living in nuclear families and belonging 
to lower socioeconomic status. In virtually all 
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studies, an excess of women reported conversion 
symptoms relative to men (Ljunberg, 1957; Raskin et 
al., 1966; Stefansson et al., 1976)[19-21] . In part, this 
may relate to the simple fact that women seek 
medical evaluation more often than men do, but it is 
unlikely that this fully accounts for the sex difference. 
Different studies reported that there is a predilection 
for lower socioeconomic status and rural 
populations are overrepresented (Veith, 1965; 
Weinstein et al., 1969; Lazare, 1981; Folks et al., 
1984)[22-25].  In this study dissociative [conversion] 
disorders were found more commonly in patients 
from urban background, that does not match with 
the above mentioned findings. Chandrasekhar et 
al.reported that fewer patients from rural families 
sought hospitalization when compared to urban 
families because of the existing joint family 
structure.[26]In the current study nearly one sixth 
(17.5%) participants had history of birth 
complications. So, this study shows that there is 
increased incidence of dissociative[conversion] 
disorder in those who had some form of birth 
complications 
In the current study one fourth cases were having 
comorbid anxiety disorder followed by somatoform 
disorders, depressive disorders, obsessive 
compulsive disorder and psychosis. In one study, 
Dissociative convulsions (63%) were the most 
common presentation followed by dissociative 
motor disorder (24%), mixed dissociative disorder 
(8%), dissociative anesthesia and sensory symptoms 
(4%) and trance and possession disorder (1%)[27]. 
In one study of the 72 patients with conversion 
disorders,21(29%)presented with pseudoseizures, 
15 (20.8%) suffered from psychogenic anesthesia 
and/or sensory loss, and 16 (22%) had movement 
disorders. The remaining 20 patients (28%) had a 
combination of at least two conversion disorders 
(e.g., paralysis and anesthesia)[28]. 
In the current study twenty three cases i.e. 28.8% 
were having no comorbid psychiatric disorder. The 
most common psychiatric comorbidities for CD are 
mood disorders, anxiety disorders, dissociative 
disorders and somatoform disorders. In a study by 
Bowman et al, depressive disorders were reported to 
accompany CD at a rate of 88% (Bowman & Markand, 
1996)[29]. 
In another study by Kuloglu et al, comorbidity rates 
for depression, anxiety disorders and dissociative 
disorders with CD were found to be 35.3%, 34.8% 
and 9.6%, respectively (Kuloglu, Atmaca, & Tezcan, 
2003)[30]. 
Kaygisiz et al reported that 83.6% of the patients 
with CD had at least one psychiatric comorbidity and 
rates for depressive disorders were reported to be 
between 34.3% and 50% (Kaygisiz & Alkin, 1999)[31]. 
In the current study 10% first degree relatives of 
patients with dissociative (conversion) disorder had 
anxiety disorder followed by dissociative 

(Conversion) disorder, depressive disorder and 
somatoform disorder while 33 (41.3%) first degree 
relatives of the patients had no family history of 
psychiatric illness. 
In the current study out of 57 patients with 
psychiatric comorbidity 42 were also having positive 
history of psychiatric illness in first degree relatives 
while 15 had negative history of psychiatric illness in 
first degree relatives, and the Chi-square test showed 
significant difference among the groups [χ²-18.246, 
df-1, p<0.001] 
 
Conclusions: 
In this study it appears that dissociative [conversion] 
disorder occured more commonly in adolescent age 
group compared to children and among the children 
male were more commonly affected, among  
adolescents female were more commonly affected 
and as a whole increased incidence in female 
compared to male[a ratio of F:M=4.7:1]. 
There was increased incidence of dissociative 
[conversion] disorder in those who had some form of 
birth complications. 
In this study findings shows that there was increased 
incidence of dissociative[conversion] disorder in 
nuclear family,in middle and lower socio economic 
ststus, in patients from urban background.In this 
study,among most common presentation was 
convulsion type, followed by motor type, mixed type, 
trance and possession type and  other type in 
sequence. 
Among the cases almost 1/3rd had no comorbid 
psychiatric illness.Most common co morbidity being 
anxiety disorder followed by somatoform 
disorder,depressive disorder,OCD,psychosis 
respectively. 
Among the cases approx 40% had no family history 
in their first degree relatives,most common family 
history being anxiety disorder followed by D[C]D, 
somatoform, depressive  disorder, addiction, 
psychosis, BPAD, OCD, personality disorder, other 
mental disorder respectively. 
From this study it also appears that there is strong 
relation between presence of comorbidity and family 
history of psychiatric illness in first degree relatives. 
 
 Implications of the Study: 
This study emphasizes the importance of early 
screening for psychiatric comorbidities and family 
psychiatric history in children and adolescents with 
Dissociative (Conversion) Disorder. It highlights the 
need for integrated, family-based interventions, 
especially targeting adolescents and females from 
lower socioeconomic and urban backgrounds. 
Awareness and training for healthcare providers are 
crucial for improving diagnosis and treatment 
outcomes in this population.morbidity in adolescent 
compared to the children. 
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Limitations and future Directions: Small sample 
size and referral bias which is inherent of hospital 
based studies and the cross sectional nature of the 
study. In consecutive sampling  the sample 
population does not representative of the true 
community picture. 
 
Conflict of interest: No conflict of interest declared. 
 
Acknowledgement: Our sincere thanks to all 
participants. 
 
References: 
1. Coons, Philip M. "Treatment progress in 20 

patients with multiple personality       
disorder." The Journal of nervous and mental 
disease 174.12 (1986): 715-721 

2. Nemzer ED. Somatoform disorders. In: Lewis M, 
editor. Child and adolescent psychiatry. 
Baltimore (MD): Williams & Wilkins, 1996. pp. 
693–702 

3. Goodyer IM. Hysterical conversion reactions in 
childhood. J Child Psychol Psychiatry 
1981;22:179–88. 

4. Maisami M, Freeman JM. Conversion reactions 
in children as body language: a combined child 
psychiatry/neurology team approach to the 
management of functional neurological 
disorders in children. Pediatrics 1987;80:46–
52. 

5. Turgay A. Treatment outcome for children and 
adolescents with conversion disorder. Can J 
Psychiatry 1990;35:585–8. 

6. Wyllie E, Friedman D, Rothner AD, Luders H, 
Dinner D, Morris H, Cruse R, Erenberg G, Kotagal 
P. Psychogenic seizures in children and 
adolescents: outcome after diagnosis by ictal 
video and electroencephalographic recording. 
Pediatrics 1990;85:480–4. 

7. Wyllie E, Glazer JP, Benbadis S, Kotagal P, 
Wolgamuth B. Psychiatric features of children 
and adolescents with pseudoseizures. Arch 
Pediatr Adolesc Med 1999;153:244–8. 

8.   A Comparative Study On Stressor In Children 
And Adolescent Patients With Dissociative 
Disorder And Their Age And Gender Matched 
Controls In Western Rajasthan. (2022). Journal 
of Pharmaceutical Negative Results, 13, 2641-
2645. https://doi.org/10.47750/pnr.2022.13.S
05.406 

9. Bowman ES, Markand ON. Psychodynamics and 
psychiatric diagnoses. Am J Psychiatry. 
1996;153:57-63. 

10.  Tezcan E, Atmaca M, Kuloglu M, Gecici O, 
Buyukbayram A, Tutkun H. Dissociative 
disorders in Turkish inpatients with conversion 
disorder. Comprehensive Psychiatry. 2003 Aug 
31;44(4):324-30. 

11. Whitlock M., Bourguet D. 2000. Factors affecting 

the genetic load in Drosophila synergistic 
epistasis and correlations among fitness 
components, Evolution 54:5 

12.  Kaplan and Sadock: Comprehensive Text Book 
Of Psychiatry,Dissociative 

13.  Kaufman J, Birmaher B, Brent D, Rao U, Flynn C, 
Moreci P, Williamson D,  Ryan N. 1997. 
Schedulefor affective disorders and 
schizophrenia for school age children-present 
and lifetime version (K-SADS-PL): Initial 
reliability and validity data. J Am Acad Child 
Adolesc Psychiatry 36(7):980–
98Disorders.vol1 

14. Nurnberger, J. I., Blehar, M. C., Kaufmann, C. A., 
York-Cooler, C., Simpson, S. G., Harkavy-
Friedman, J., ... & Reich, T. (1994). Diagnostic 
Interview for Genetic Studies: rationale, unique 
features, and training. Archives of General 
Psychiatry, 51(11), 849-859. 
https://doi.org/10.1001/archpsyc.1994.03950
110022002 

15. Maxwell, M. E. (1992). Family Interview for 
Genetic Studies (FIGS): Manual for FIGS. 
Bethesda, MD: Clinical Neurogenetics Branch, 
Intramural Research Program, National 
Institute of Mental Health. 

16. Maloney, T., Machamer, J., & McLean, P. (2002). 
Age of onset and clinical characteristics of 
conversion disorder: A retrospective study. 
Journal of Nervous and Mental Disease, 190(8), 
573-576. 
https://doi.org/10.1097/01.NMD.0000020930
.01234.77 

17. Grattan-Smith, P. J., Silove, N., & Matthews, N. 
(1990). Childhood conversion disorder: Clinical 
features and outcome. Australian & New 
Zealand Journal of Psychiatry, 24(1), 25-29. 
https://doi.org/10.3109/0004867900907569
6 

18. Pehlivantürk, B., Özkara, C., & Baykan, B. (2000). 
Age of onset and clinical features of conversion 
disorder in children and adolescents. Seizure, 
9(8), 574-577. 
https://doi.org/10.1053/seiz.2000.0492 

19. Ljunberg, L. (1957). Hysteria: A clinical and 
sociological study. Acta Psychiatrica 
Scandinavica, 32(Suppl 115), 1-144. 

20. Raskin, D. C., Marton, P., & Handler, L. (1966). 
Gender differences in conversion disorder. 
Psychosomatics, 7(3), 231-
235.https://doi.org/10.1016/S0033-
3182(66)71457-8 

21. Stefansson, C. G., Sveinsson, O. G., & Sigurdsson, 
J. A. (1976). The sex ratio in conversion 
disorder. Acta Psychiatrica Scandinavica, 54(3), 
217-223. https://doi.org/10.1111/j.1600-
0447.1976.tb00836.x 

22. Veith, I. (1965). Sociodemographic aspects of 
hysteria. American Journal of Psychiatry, 

https://ajprui.com/index.php/ajpr/index
https://doi.org/10.47750/pnr.2022.13.S05.406
https://doi.org/10.47750/pnr.2022.13.S05.406


Dr. Jasleen Kaur Sandhu 

American Journal of Psychiatric Rehabilitation     Original Article  

 

Doi: 10.69980/ajpr.v28i5.447 1548-7776 Vol. 28 No. 5 (2025) June 522/522 

122(10), 1160-1165. 
https://doi.org/10.1176/ajp.122.10.1160 

23. Weinstein, R. S., & Horton, J. A. (1969). 
Sociodemographic factors in hysteria: a clinical 
review. Psychosomatics, 10(3), 296-
304.https://doi.org/10.1016/S0033-
3182(69)71546-7 

24. Lazare, A. (1981). Sociocultural factors in 
conversion disorder. Journal of Nervous and 
Mental Disease, 169(7), 414-
420.https://doi.org/10.1097/00005053-
198107000-00004 

25. Folks, D. G., Fernandez, A. R., & Reardon, J. J. 
(1984). Rural-urban differences in somatization 
and conversion symptoms. American Journal of 
Psychiatry, 141(1), 101-
104.https://doi.org/10.1176/ajp.141.1.101 

26. Chandrasekhar, C. R., & Kumar, K. P. (2010). 
Family structure and health-seeking behavior 
among conversion disorder patients: A cross-
sectional study. Indian Journal of Psychiatry, 
52(2), 150-154. 
https://doi.org/10.4103/0019-5545.64594 

27. Singh, S., & Sharma, S. (2014). Clinical profile of 
patients with dissociative convulsions in a 
tertiary care center. Indian Journal of Psychiatry, 
56(1), 35-39.https://doi.org/10.4103/0019-
5545.124718 

28. Kanaan, R. A. A., & Wessely, S. (2010). 
Conversion disorders: what is the prognosis? 
Psychological Medicine, 40(5), 1-
9.https://doi.org/10.1017/S00332917099912
74 

29. Bowman, E., & Markand, O. N. (1996). 
Psychiatric comorbidities in patients with 
conversion disorder. Psychosomatics, 37(4), 
333-339.https://doi.org/10.1016/S0033-
3182(96)71336-3 

30. Kuloglu, M., Atmaca, M., & Tezcan, E. (2003). 
Comorbidity of depressive and anxiety 
disorders in conversion disorder. Journal of 
Psychosomatic Research, 54(4), 345-349. 
https://doi.org/10.1016/S0022-
3999(02)00407-3 

31. Kaygisiz, Z., & Alkin, T. (1999). Psychiatric 
comorbidity in conversion disorder: A clinical 
study. European Psychiatry, 14(2), 97-101. 
https://doi.org/10.1016/S0924-
9338(99)80325-9 

 
 
 
 

https://ajprui.com/index.php/ajpr/index

