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ABSTRACT
Psychosomatic symptoms in children may be frequent reasons for referral in
pediatric practice. Recognition of these symptoms as psychosomatic may
sometimes be difficult, leading to unnecessary hospitalization and invasive
diagnostic procedures. Meanwhile hospitalization and invasive diagnostic 
procedures may themselves have a traumatic impact on child psychology and
cause pathological dissociation. In this paper we report a 12-year-old boy who
was admitted to hospital following a sudden onset of motor loss in his legs
which led to his undergoing several invasive diagnostic procedures for the first
time in his life. After comprehensive investigations no medical conditions were
detected and he was eventually diagnosed with conversion disorder 
following psychiatric consultation. His condition returned almost to normal
spontaneously after two days and he was discharged from hospital after 17
days of hospitalization. He then developed dissociative disorder following his
discharge from hospital. We aim to discuss the clinical picture and the child’s
perception of the traumatic nature of invasive medical procedures in this 
particular case, the traumatic impact of hospitalization and invasive medical
procedures on child mental health, and the importance of early recognition of
symptoms of conversion or dissociative disorders in children. (Archives of
Neuropsychiatry 2009; 46: 30-3)
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ÖZET
Psikosomatik semptomlar çocuklarda klinik baflvurunun s›k nedenlerinden biri-
sidir. Bu semptomlar›n psikolojik kökenli oldu¤unun farkedilmesi bazen zor ola-
bilmekte ve gereksiz hastane yat›fl› ve giriflimsel tan›sal ifllemlere yol açabil-
mektedir. Di¤er taraftan hastane yat›fl› ve giriflimsel t›bbi ifllemler çocuk psiko-
lojisi üzerinde travmatik etkiler oluflturabilir ve patolojik disosiyasyona yol aça-
bilir. Bu yaz›da bacaklar›nda ani geliflen motor kay›p ve yürüyememe flikayeti
nedeniyle hayat›nda ilk kez hastaneye yat›r›lan ve giriflimsel tan›sal ifllemlere
maruz kalan bir erkek çocu¤u sunulmaktad›r. Detayl› incelemeler sonras›nda
hastan›n durumunu aç›klayacak t›bbi bir neden saptanmad› ve psikiyatri konsul-
tasyonu sonucu hastaya konversiyon bozuklu¤u tan›s› konuldu. ‹ki gün sonra
hastan›n durumu kendili¤inden düzeldi ve 17 gün süren yat›fl sonras› ç›k›fl› ya-
p›ld›. Bununla birlikte hastaneden ç›kt›ktan bir hafta sonra disosiyatif bir krizle
bafllayan disosiyatif bozukluk gelifltirdi. Vakan›n klinik özelliklerinin yan› s›ra ço-
cuklarda psikosomatik semptomlar›n erken tan›nmas›n›n önemi ve hastane ya-
t›fl›n›n ve giriflimsel t›bbi ifllemlerin çocuk psikolojisi üzerindeki travmatik etkile-
rinin tart›fl›lmas› planlanmaktad›r. (Nöropsikiyatri Arflivi 2009; 46: 30-3)
Anahtar kelimeler: Çocuklar, travma, konversiyon bozuklu¤u, disosiyatif bozuk-
luk, psikosomatik semptomlar

Introduction

Conversion disorder (CD) refers to a disturbance of body
function characterized by neurological sensory or motor 
symptoms in which known medical states do not explain, or fail
to account for, the severity of the patient’s impairment (1).
According to DSM IV-TR (Diagnostic and Statistical Manual of
Mental Disorders, 4th ed, Text revision), the diagnostic criteria
for conversion disorder are as follows: a functional disorder
that is (1) not explained by a neurological or other general 
medical condition, or by the effect of a substance; (2) is 

directly related to psychological factors; (3) is not intentionally
produced; (4) is not limited to pain or sexual dysfunction; (5)
causes significant distress or functional impairment in social,
professional, and other areas of life (1).

According to DSM-IV-TR pathological dissociation in 
children refers to a developmental “disruption in the usually
integrated functions of consciousness, memory, identity, or
perception of the environment” with psychological dissociative
symptoms such as amnesia, depersonalization, derealization,
fragmentation, absorption, and identity confusion (1). Children
with dissociative failure may also have somatic symptoms that



reflect somatoform dissociative phenomena such as sensory
losses, loss of motor control, general paralysis, seizure-like
symptoms and alterations of vision, hearing, speech, taste, and
smell (2,3). 

Conversion and particularly dissociative disorders (DD) are
generally considered as trauma related conditions (4-7).
Children as a group are more vulnerable to traumas and able to
dissociate more readily than adults (2-4). Although the term
‘trauma’ usually connotes abusive traumas (such as sexual or
physical abuse) or maltreatment, non-abusive traumas (such
as wars, natural disasters, immigration etc.) may also play an
important role in the development of DD. For instance, 
hospitalization is generally a stressful and potentially traumatic
experience for children (8-11). Repeated hospitalization and
invasive medical procedures in children may cause them to
experience these benign procedures as traumatic and such
procedures may cast caretakers and medical staff in the role of
perpetrators. Furthermore this traumatic process may cause
children to develop pathological dissociation later on (11).
However, studies on the short and long term effects of 
hospitalization and invasive medical procedures on the child
mental health are limited in the literature.

In this paper we report a 12-year-old boy, who was 
admitted to hospital following a sudden onset of motor loss in
his legs that led to his undergoing several invasive diagnostic
procedures for the first time in his life. After comprehensive
investigations, no medical conditions were detected and he
was eventually diagnosed with conversion disorder. He 
developed DD following his discharge from hospital. We aim to
discuss the clinical picture and the child’s perception of 
traumatic nature of invasive medical procedures in this 
particular case, the traumatic impact of hospitalization and
invasive medical procedures on child mental health, and the
importance of early recognition of symptoms of conversion or
dissociative disorders in children. The parents have given 
written and the child has given verbal informed consent for the
publication and the identity of the patient has been disguised
by omission and alteration of non-crucial information.

Case Report

Clinical Presentation
M is a 12-year-old boy who was brought in by his biological

mother with complaints of almost total memory loss, bizarre
behaviour, incomprehensible speech and not recognizing his
mother, father and close friends. First encounter with him
revealed that he was unrelated, not aware of himself and did
not know or remember anything. He was just able to say “my
mother says that something happened to me, I fainted and lost
my memory”.

History of Present Illness
His mother reported that “he went through a crisis” during

a dinner in the previous week. He started crying with fear and
then fainted. After recovery he reported vivid visual hallucina-
tions where he described having seen a fair-haired man with
yellow eyes who said to him “you are not able to speak any-
more”. According to his mother he was looking around vacant-

ly, his behaviour changed and he could not recognize his par-
ents. A few hours later the parents recognized that he was also
unable to recall his personal information. Although next morn-
ing he had recalled a few details from the previous night, by the 
afternoon he had lost those recollections again. He could not
read or write and lost all of his previously well learned skills
including playing play station. His gait became unsteady and he
walked with a slow pace. He started stuttering and having
articulation problems that he did not have previously. He was
reported to experience trance-like episodes during which he
was unresponsive to his environment for less than a minute.
His mother reported that he did not seem to be aware of these
episodes.

Past Medical History
He had had some common childhood illnesses all of which

were treated in outpatients without serious complications. He
had no previous surgery, trauma or serious illness and had
never been hospitalized until this episode.

Recent Medical History
His first admission to a hospital was towards the end of the

school half-term, which was four weeks before this 
presentation. He presented to a pediatric emergency 
department with a complaint of not being able to walk unaided
due to a sudden onset of motor loss in his legs and was then
admitted to a neurological ward. Neurological examination
revealed a certain degree of sensory loss as well as motor loss
in his legs. At the time he was noted to be fully conscious, 
oriented and cooperative. There were no other abnormal 
neurological findings. Apart from having been under the stress
of a forthcoming school report at the end of the half-term, there
were no other significant psychosocial stressors reported. The
investigation process involved several invasive diagnostic 
procedures including two lumbar punctures with a nine-
day-interval and five MRI scans of the head and/ or spine with-
in three weeks. During the second MRI scan, he was injected
with contrast material while he was sleeping inside the MRI
machine as they did not want to wake him. He suddenly woke
up with the administration of the injection and started crying
and screaming in horror. He was noted to be frightened and
tearful during an electromyogram (EMG) test also. After a 
17- day-inpatient- period on the medical ward and all investi-
gations including; several blood tests, lumbar punctures, MRI
scans of the head and spine, EEGs and EMGs that failed to
reveal any medical cause to explain the clinical picture, he was
then referred for consultation to Child and Adolescent
Psychiatry. The child psychiatrist considered this picture as a
conversion disorder and two days later M remarkably had a full
recovery and started to walk in the ordinary way. At the time
his sensory deficits also returned to normal. He was 
discharged from hospital with a diagnosis of conversion disor-
der and was referred to the child & adolescent mental health
team for follow-up. His mother reported that this period was the
most difficult and painful time in his life. After a week of 
discharge he developed the aforementioned dissociative crisis. 

Developmental & Educational History
Prenatal and postnatal histories are unremarkable. All

developmental milestones were met. The parents denied any
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history of child abuse or traumatic events. His school perfor-
mance was unremarkable until this year when he started
showing marked anxiety about his exam marks.

Family History
There was no history of mental or neurological disorders in

the family.

Follow-up

After a comprehensive history and clinical interview, we
made a DSM-IV diagnosis of Dissociative Disorder Not
Otherwise Specified (DD NOS) and confirmed the diagnosis
with a Structured Clinical Interview for DSM-IV Dissociative
Disorders (SCID-D) (12). His mother reported continuing
changes in his behaviour- that he had become more aggressive
towards his mother and had frequent regressive behaviours.
He was calling his mother by her first name and when he was
asked why he was calling her that, he denied and claimed that
he was actually calling her ‘mom’. During this period he 
displayed various recurrent somatic symptoms such as 
diplopia, loss of sight and not being able to talk properly. Given
the recent hospitalization history he was followed up by the 
paediatric neurology team at that time. Although they were
inclined to consider his somatic and trance or seizure-like
symptoms as epilepsy, we thought that his clinical picture and
normal EEG records did not favour this diagnosis. In the 
following month he had a number of crises accompanied by a
complete change in his behaviour and speech; episodes of fear
and aggressive outbursts with threats and actual attempts to
kill his mother. Most of these crises were followed by fainting
episodes. After recovery he did not remember anything and
most of the time his behaviour returned to normal within an
hour. His mother reported that he was calling himself by a 
different name, that his demeanour changed and he was
behaving like a younger child. When his mother told him how
he had behaved he became sad and apologetic. When we 
confronted him about his behavious, M stated that the 
behaviours were the actions of a 9-year-old boy, whom M
described as a good friend of his, who hated M’s mother and
wanted to kill her. At this time, we made a diagnosis of DSM-IV
Dissociative Identity Disorder (DID) and confirmed the 
diagnosis with SCID-D. His Child Dissociative Checklist (CDC)
score by the mother was 28, which signifies significant disso-
ciative psychopathology (maximum score is 40) (13). His
Rorschach projective test revealed difficulties in adjusting to a
new environment; excessive somatic ruminations; vigorous
anxiety in relation to his mother and to reality.

After a six-month-follow up he regained his memory and
alterations in his personality disappeared. These crises turned
out to be episodes of fainting which were frequently triggered
by stressors. They were usually accompanied by a number of
somatic symptoms such as distortions of speech and vision,
unsteady gait, abdominal pain, some level of anxiety, tension
and some behavioural changes. The frequency of such
episodes has significantly decreased and become much
milder. There followed a period of time when M was away for
six months. Due to ongoing symptoms pediatric neurology 

considered his clinical picture as epilepsy and started him on
Valproate. As his symptoms showed no improvement two 
further antiepileptic medications were prescribed alongside
valproate. He was reviewed after six months in the psychiatry
clinic. Despite having been on three antiepileptic medications
it was noted that his symptoms had become worse and he had
not been able to attend school. After restarting psychological
therapy, which included a combination of Eye Movement-
Desensitization Reprocessing (EMDR), cognitive-behavioural
therapy (CBT) and family therapy, we succeeded in gradually
stopping his antiepileptic medications. His seizure-like and
somatic symptoms decreased more than 80 percent after one
month and he was able to attend school and leave home by
himself. His CDC score by his mother at the end of the third
month was 4 which signifies no or very little dissociative 
psychopathology. His second projective test, which was 14
months after the first one revealed continuing difficulties in
identification and anxiety in relation with his mother and with
the reality and decrease in responsiveness to emotional 
stimuli.

Discussion 

Several studies have found that children have concerns
and fear about pain, harm to body, altered body image, 
separation from significant others, loss of control and loss of
self-determination during hospitalization (8-10). Children may
also have fear about diagnostic or treatment procedures and
perceive these as traumatic (9-10). During therapy sessions he
brought up some vivid imaginations such as; “there are two
doctors and two nurses trying to chop my legs and one of my
legs has already been cut off”, “a doctor is trying to cut out the
bones in my back” and “there is a grave, which the fair-haired
man with yellow eyes says they will bury me in”. In our opinion
all these statements are associated with traumatic diagnostic
procedures which he had undergone. The presence or 
company of his mother during these procedures may have
placed her in the role of perpetrator, which was later on 
projected onto mother as outbursts of aggression and hostility.
This was also reflected in both the initial and repeat projective
tests carried out 14 months later.

Despite the traumatic nature of many medical treatment/
diagnostic procedures, dissociative symptomatology in pedi-
atric patients has rarely been studied. There are few studies
about long-term consequences of invasive interventions. In a
follow-up study with children having congenital anorectal
anomalies which required repeated hospitalizations and 
invasive interventions, Diseth has found significant dissociative
pathology during adolescence and adulthood (11). 

Because our case has no obvious childhood traumas
(abusive or non-abusive), explanation of this outcome may be
difficult. A possible explanation of this entity could be the fact
that adult patients can better cope with their experiences of
traumatic treatment or diagnostic procedures, but for children,
the experience is still so recent and new that coping is not yet
possible. Because children perceive, interpret, express emo-
tions and organize their memories differently from adults (14,15)
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the trauma perception and reaction of the child could have
reached the level of dissociation. However, it is still difficult to
state that these traumatic procedures were the only cause for
developing DD. Given the high rate of false negatives in child
abuse reporting and the child’s amnesia, it is possible to
assume that there could be some unreported traumatic 
experiences. His previous history of CD may also have 
contributed to the development of DD as there are 
some studies in adult literature suggesting a common 
psychopathological mechanism between conversion and 
dissociative disorders (5,6,16).

Children with dissociative disorders may display a wide
range of somatoform dissociative symptoms such as sensory
losses, loss of motor control, generalized paralysis, seizure like
symptoms and alterations of vision, hearing, speech, taste, and
smell (2,3). Because the awareness, experience and 
willingness of professionals to recognize dissociative 
symptoms or disorders in this population are limited (16,17), 
mis and/or nondiagnosis of DD is not unusual (2,18).

He was hospitalized due to the conversive symptom of
motor loss in legs which was considered to be a neurological
disorder. He was then sent for consultation to child and 
adolescent psychiatry after all diagnostic procedures failed to
explain the clinical picture. In clinical practice excluding any
organic causes would be the priority of clinicians in such
cases. However the exclusion process may sometimes take a
long time and much effort and require many investigations. In
the presence of obvious psychological stressors, i.e. excessive
worry about school in this case, the possibility of a 
psychological cause should always be born in mind and a psy-
chiatric consultation to be sought if the initial investigations
turn out to be inconclusive. Explaining somatoform dissociative
symptoms with a diagnosis of intractable epilepsy and starting
multiple antiepileptic medications are other concerns that
need to be raised in this case. 

Conclusions

Psychosomatic symptoms of conversion and dissociative
disorders in children may be misinterpreted as an organic 
illness and result in unnecessary interventions. Clinicians
should keep in mind the possibility of a psychological origin 
of such clinical pictures especially in the presence of 
obvious psychosocial stressors and/or inconclusive initial 
investigations. 

Clinicians should also be aware of the possibility of the
traumatic impact of invasive medical procedures on child 
mental health and avoid unnecessary repetitions in children. In
these situations health professionals should take all necessary
actions to reduce children’s anxiety and strengthen their 
coping skills.

Considering that children today face an increasing number
of invasive interventions during clinical practice, more 
systematic and larger studies need to be done to assess, 
recognize and avoid the risk of trauma related psychopathology
in this age group.
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