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OzET:
Konversiyon bozuklugu hastalarinda bipolar bozuk-
luk komorbiditesi

Giris: Konversiyon bozuklugu hastalarinda psikiyatrik ekhasta-
Ik sikhidi %31-%71 arasinda bildirilmistir. Bu ¢alismada kon-
versiyon bozuklugu hastalarinda basta iki uclu bozukluk olmak
uzere psikiyatrik ekhastaliklarin degerendirilmesi planlanmistir.
Yontem: Nisan 2006 ile Kasim 2006 arasinda Sisli Etfal Egitim
ve Arastirma Hastanesi acil psikiyatri bolimtne basvuran ve
konversiyon bozuklugu tanisi konulan 100 ardisik hasta calis-
maya dahil edildi. Hastalara SCID-1 uygulandi ve sosyodemog-
rafik form dolduruldu.

Bulgular: Hastalarin %28'inde iki uclu bozukluk saptandi.
Baska turld siniflandinlamamis dissosiyatif bozukluk, panik
bozukluk ve yeme bozuklugu ekhastaligi iki uclu bozuklugu
olan konversiyon hastalarinda daha yiiksek bulundu. Tek uclu
hastalara gore iki uclu bozuklugu olan hastalarda anlamli
dizeyde dusuk isevselligin genel dederlendirilmesi skorlari
saptandi (p=0,03).

Sonug: Konversiyon bozuklugu hastalarinda psikiyatrik oyki ve
ekhastaligi belirlemek énemlidir. iki uclu bozukluk ekhastaligi
varsa klinisyenin konversiyon bozuklugu hastalarinda anti-
depresan tedaviden kacinmayr ve duygudurum dengeleyici
eklemeyi gozoninde bulundurmasi gerekir. Diger konversiyon
bozuklugu calismalarindan farkli olarak bu calismada yeni tani
konulmus konversiyon bozuklugu hastalarinda iki uclu bozuk-
luk ve diger eksen | tanilarinin ekhastaligi degerlendirilmistir.

Anahtar sozciikler: konversiyon bozukludu, iki uclu bozukluk,
ekhastalik
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ABSTRACT:
Comorbid bipolar disorder among patients with
conversion disorder

Background: Psychiatric comorbidity rate among the patients
with conversion disorder was reported between 31-71%. The
present study was planned to assess the overall psychiatric
comorbidity, particularly bipolar disorder comorbidity in
patients with conversion disorder.

Methods: A total of 100 consecutive patients admitted to the
Psychiatric Emergency Unit of Sisli Etfal Teaching and Research
Hospital in Istanbul, Turkey from April 2006 to November 2006
and diagnosed with conversion disorder were included in this
study. SCID-1 and sociodemographical form were administered
to the patients.

Results: Bipolar disorder was found in 28% of the patients.
The rate of dissociative disorder not otherwise specified
(NOS), panic disorder, eating disorder comorbidity were
higher in conversion disorder patients with bipolar disorder.
In comparison with unipolar patients, bipolar patients had
significantly lower Global Assessment of Functioning scores
(p=0.03).

Conclusion: It is important to determine comorbidity and
previous psychiatric history in patients with conversion
disorder. If there is comorbid bipolar disorder, clinicians should
consider mood stabilizing agents, and avoid antidepressants in
the treatment of conversion disorder. Apart from other studies
on conversion disorder, this study assessed comorbid bipolar
disorder and other axis | diagnoses in patients with conversion
disorder for the first time.
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INTRODUCTION

The word “conversion” is used to refer to the disorders
that involve the exhibition of motor abnormality in the
absence of organic etiology. It is the result of of intractable
stres that may lead to a physical symptom that looks like
a neurological disease. The problem in conversion
disorder is that the will fails to produce normal action.
Conversion disorder is defined in the Diagnostic and
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Statistical Manual of Mental Disorders, fourth edition (1)
as the disturbance of bodily functioning that does not
conform to current concepts of the anatomy and the
physiology of the central or peripheral nervous system.
Symptoms which mimic neurological diseases such as
paralysis, seizures, and sensory disturbances typically
occur in a setting of stress and produces considerable
dysfunction.

Inageneral hospital setting 5 to 16% of all psychiatric
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patients have conversion symptoms. In Turkey, among
outpatients who were admitted to a primary health
care center, the lifetime prevalence of conversion
symptoms was 48.2% (2). One of the most common
diagnoses was found to be conversion disorder (19.2%)
among Turkish patients admitted to the emergency
unit (3).

Psychiatric comorbidity rate among the patients with
conversion disorder was reported as between 31-71%
(4-7). Among the axis I psychiatric conditions, depressive
disorders, anxiety disorders, somatization disorders,
dissociative disorders are the most common comorbid
disorders (8-10). Uguz et al found major depressive
disorder (24%), dysthymia (4%), obsessive-compulsive
disorder (OCD) (5.5%), post-traumatic stres disorder
(PTSD) (2.7%), panic disorder (2.7%), and social phobia
(1.2%) as accompanying disorders in 72 patients with
conversion disorder (11). Sar et al found that 90% of the
patients with conversion disorder had at least one axis I
diagnosis (2).

However, bipolar disorder comorbidity had not been
indicated in previous studies. Therefore, present study
was planned to assess overall psychiatric comorbidity
particularly bipolar disorder comorbidity and to
determine the sociodemographic characteristics of
patients with conversion disorder.

MATERIAL AND METHODS

Subjects

All participants gave oral informed consent prior to
inclusion into the study. A total of 100 consecutive
paitents admitted to the Psychiatric Emergency Unit of
Sisli Etfal Teaching and Research Hospital in Istanbul,
Turkey from April 2006 to November 2006 and diagnosed
with conversion disorder according to DSM-IV were
included in the study. In order to exclude organic causes
all patients underwent neurologic and physical
evaluation. Patients with mental retardation and
dementia were excluded. Other exclusion criteria were
the presence of neurologic or physical disorder that may
interfere with the psychiatric symptoms of the patient,
and the presence of psychiatric disorders due to general
medical condition. This study was approved by the local
ethics commitee.
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MATERIALS

Psychiatric disorders were assessed by using Turkish
version of structured clinical interview for DSM 1V (SCID
I) (12). SCID I was administered by senior residents at
emergency psychiatric unit after patients conversion
symptoms remitted. A sociodemographic form on clinical
features, previous psychiatric history, family history, and
general medical condition, was designed for this study.
The Global Assessment of Functioning (GAF) score, which
is included in the DSM-IV section on multi-axial
assesments, was used to assess the psychological, social,
and occupational functioning of the patients.

Statistical Analysis

The statistical analysis was performed by using SPSS
version 11.5. Chi-square tests were used in two group
comparisons. The level of statistical significance was
considered as p<0.05.

RESULTS

Of 100 patients, 89 were female (mean age 29.7+10.0
years) and 11 were male (mean age 30.6+10.4 years).

Table 1: Sociodemographic characteristics of study patients

Number of patients

(n=100)

Sex

Male 1

Female 89
Marital status

Single 24

Married 71

Widowed 1

Divorced
Occupation

Unemployed 65

Employed 35
Education

Illiterate 5

Primary school 63

Secondary school 10

High school 17

University 5
Previous psychiatric history 55
Previous psychiatric treatment 18
Family history 10
Alcohol/substance use 6
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Table 2: Sociodemographic characteristics of bipolar and unipolar group

Bipolar group Unipolar group p value
(n=28) (n=49)
Sex
Male 4 5 0.71
Female 24 44
Marital Status
Single 9 10 0.28
Married 18 37 0.31
Widowed 1 -
Divorced 1 2 1.0
Education
Illiterate 1 3 1.0
Primary school 14 34 0.22
Secondary school 5 2 0.093
High school 4 10 0.55
University 4 1 0.06
Occupation
Unemployed 16 30 0.81
Employed 12 19
Positive previous psychiatric history 23 27 0.025
Positive family history 1 8 0.14
Alcohol/substance abuse 2 4 1.0

There was not a significance difference between age and
sexes of the patients. The majority of the patients were
graduated from primary school, married and
unemployed. Sociodemographic characteristics of
patients are shown in Table 1. There were no significant
differences in terms of sex, education, marital status,
employment, family history, and age between the
bipolar disorder group and the unipolar group. Positive
previous psychiatric history (p=0.025) was significantly
different in conversion patients with comorbid bipolar
disorder than the patients with unipolar depression
(Table 2).

Eighty-nine patients had comorbid axis I psychiatric
disorder (Table 3). The most common diagnoses were
mood disorders, panic disorder, generalized anxiety
disorder, and obssesive-compulsive disorder. Bipolar
disorder was found in 28% patients with conversion
disorder admitted to the emergency psychiatric unit. The
percentage of patients with panic disorder (p=0.026) was
significantly higher among patients with comorbid bipolar
disorder than among patients with other comorbid axis I
psychiatric disorder (Table 4). The rate of patients with
dissociative disorder NOS, and the percentage of patients
with eating disorder were higher among patients with
comorbid bipolar disorder but the significance cannot be
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Table 3: Psychiatric comorbidity in study patients

Number of patients

(n=100)

Mood disorders

Unipolar depression (present) 49

Bipolar Il depression (lifetime) 14

Bipolar | mixed episode (present) 13

Bipolar | depressive episode 1
Anxiety disorders (present)

Panic disorder 24

Generalized anxiety disorder 16

Obssesive-compulsive disorder 16

Social anxiety disorder 3

Post-traumatic stres disorder 3
Somatoform disorders 5
Dissociative disorders NOS 7
Eating disorders 4
Adjustment disorder 4
Bereavement 5

calculated as there are less than 5 cases per cell count.

The majority of patients reported problems with
primary support group and social environment. The
psychosocial stress factors and the level of functioning
are presented in Table 5. In comparison with unipolar
patients, bipolar patients had significantly lower GAF
scores (p=0.03). Psychosocial stress factors were similar
in both groups.
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Table 4: Comorbidity in bipolar and non-bipolar group

Bipolar group

Non-bipolar group

(n=28) (n=72) X2 p value

Panic disorder 11(39.3%) 13 (18.1%) 4.98 0.026
Agorophobia 8 (28.6%) 9 (12.5%) 3.69 0.055
Obssesive-compulsive disorder 7 (25%) 9 (12.5%) 2.34 0.13
Post-traumatic stres disorder 1 (3.6%) 2 (2.8%) 0.04 0.84
Generalized anxiety disorder 5 (17.9%) 11 (15.3%) 0.1 0.75
Social anxiety disorder 1 (3.6%) 2 (2.8%) 0.44 0.84
Dissociative disorder NOS 6 (21.4%) 1 (1.4%) 12.4 =

Eating disorder 3 (10.7%) 1 (1.4%) 4.57 =

Adjustment disorder = 4 (5.6%) 1.6 0.20
Somatization disorder = 5 (6.9%) 2.05 0.15
Bereavement = 5 (6.9%) 2.05 0.15

Table 5: Psychosocial stres factors and level of functioning in bipolar and unipolar group

Bipolar group

Unipolar group

(n= 28) (n=49) p value
Psychosocial stress factors
Problems with primary group 22 (78.6%) 42 (85.7%) 0.53
Problems related to social environment 5 (17.9%) 4 (18.2%) 0.27
Housing and economic problems 1 (3.6%) 2 (4.1%) 1.00
Legal problems = 1
Level of functioning (GAF scores)
80-71 2 (7.1%) -
70-61 2 (7.1%) 22 (45%) 0.001
60-51 15 (53.6%) 22 (45%) 0.49
50-41 9 (32.1%) 5 (10.2%) 0.03
DISCUSSION Limbic system which includes hypothalamus, septum,

In this study, we defined the overall psychiatric
comorbidity, particularly bipolar disorder comorbidity,
among patients with conversion disorder in the
emergency unit. We found that 89% of patients with
conversion disorder had another first axis comorbidity,
particularly mood disorders and anxiety disorders.
Bipolar disorder was found in 28% of patients with
conversion disorder. In this study, we wanted to
emphasize the intricate relationship between conversion
and bipolar disorder, since both have common biological
and psychological etiologies.

Both the orbitofrontal cortex and the anterior
cingulate cortex mediate emotional and central executive
functions and are activated when subjects suppress
responses (13). The most primitive structures (brainstem
and hypothalamic regions) regulate the autonomic,
endocrine and motor systems that are fundamental to the
expressive and instrumental functions of emotion (14).
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amygdala, hippocampus, and striatum provides greater
sensitivity of emotional responses (15). Vuilleumier et al.
suggest that conversion deficits are maintained by a
functional disorder of striato-thalamo-cortical circuits
controlling sensorimotor function and voluntary
behaviour (16). Previous data suggest that modulation of
sensory and motor planning is impaired by distruption of
the anterior cingulate cortex, orbitofrontal cortex, and the
limbic regions during conversion reactions (17).
Furthermore, reduced activation of the frontal and
subcortical areas is observed during conversion (18).
Similarly, compelling data suggests abnormal functioning
of frontal-subcortical circuits in bipolar disorder (19).
Frontal lobe dysfunction has been implicated as one of
the pathophysiological bases of bipolar disorder.
Accumulating evidence from magnetic resonance studies
show abnormal structure and function of limbic, para-
limbic, and prefrontal regions in bipolar disorder. There
is evidence for volume reductions in sub-regions of the
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prefrontal cortex in bipolar disorder (20).

Previous studies show the female predominance in
conversion disorder (21). It has been emphasized that
women can not express their feelings adequately and
somatization of the internal conflicts is more common
and consequently conversion disorder is more frequent
in females (22). The female-to-male ratio is between 2:1
and 5:1. Male patients are likely to develop conversion
disorders in occupational settings or military service. The
high female-to-male ratio in this disorder reflects the
cultural pressures on women and the social “permission”
given to women to be physically weak or sick (23). The
high percentage of females in the present study confirms
this knowledge. The study population was generally
composed of young people (mean age of the patients was
29.8+10 years), a finding which is consistent with the
literature. It has been reported that conversion disorder
may occur at any age but it is more common in young
adults and adolescents (24). No significant age difference
was found between the sexes as some previous studies
have indicated (21). Most studies show that conversion
disorderis often seenin poorly educated, and unemployed
population (25). It has been reported that conversion
disorder is more frequent in the population of lower
socioeconomic levels (25). In our study, the subjects were
uneducated or primary school graduates, unemployed,
and married. For the patients with low education, it may
be more difficult to cope with precipitating life events,
and sickness might become the most feasible way of
gaining relief from emotional stress (21). In contrast to
the population in Europe and North America, alcohol or
drug abuse is not very common in Turkish population
(2,25,26) found that 10% of the patients diagnosed with
conversion disorder in the emergency unit had a history
of alcohol or drug abuse (26). In the present study 6%
patients had alcohol abuse. This is important in terms of
reflecting the cultural differences.

In our study, precipitating factors for conversion were
the problems with the primary support group, and social
environment. These life events were mostly perceived as
difficult to adjust to. Moreover, patients had difficulties in
global functioning. Thus it is important to identify the life
events that could be associated with the symptoms. We
found high rate of positive previous psychiatric history
(55%) in our study population. Similarly Binzer et al. (21)
defined positive previous psychiatric history in 47% of
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patients with conversion disorder. Available data showed
that the patient or his/her relatives perceive the disease as
physical disease rather than a psychological one (25). We
showed that although 55 patients had positive previous
psychiatric history, only 13 of them had received
psychiatric treatment.

In the present study the comorbidity rate was found to
be 89%. The most common comorbid diagnoses include
mood disorders, panic disorder, generalized anxiety
disorder, PTSD, dissociative disorders, social or specific
phobias, and OCD (13). Kuloglu et al (25) found that the
most common psychiatric disorder was depressive
disorders (35.9%), followed by generalized anxiety
disorder (18%), dissociative disorders (9.6%), PTSD
(8.6%), OCD (4%). In our study, 49% of patients had
current major depressive episode, 13% of patients had
bipolar disorder mixed episode, and 14% of patients had
bipolar II depression. The overall prevalence of bipolar
disorder was found to be 28% in patients with conversion
disorder who were admitted to the emergency psychiatric
unit. Previous studies, except two reports (27,28), did not
find bipolar affective disorder comorbidity rate in patients
with conversion. Bowman et. al (28) showed 2% bipolar
disorder comorbidity rate in 45 subjects with
pseudoseizures. In our study, 24% of patients had panic
disoder, 16% of patients had generalized anxiety disorder,
and 16% had OCD, 3% had PTSD, and 7% had dissociative
disorder NOS.

In addition to the bipolar disorder comorbidity, we
reported significant differences in terms of global
functioning, and previous psychiatric history between
the unipolar depression group and bipolar disorder
group. Another noteworthy finding in our study was that
the percentage of patients with dissociative disorder NOS,
panic disorder, eating disorder were significantly higher
in conversion patients with comorbid bipolar disorder
than in patients with other axis I diagnoses. This finding
emphasizes the importance of questioning underlying
bipolar disorder in conversion patients with comorbid
dissociative disorder, panic disorder, or eating disorders.

The main limitation of this study is that the findings
are restricted to the emergency admissions.

In conclusion, in this study we assessed comorbid
bipolar disorder and other axis I diagnoses in patients
with conversion disoder. Bipolar disorder is common

among patients with conversion, thus it is important to
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determine comorbidity and previous psychiatric history

in patients with converison disorder. If there is comorbid

bipolar disorder, clinicians should consider mood

stabilizing agents in the treatment of conversion disorder.

There may be underlying bipolar disorder in patients with

conversion disorder who have comorbid dissociative
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