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The purpose of this case study is to review the role of the 
physical therapist in assessing and treating a patient with a 
conversion reaction. Although patients with this condition 
comprise only a small percentage of people assessed and 
treated by physical therapists, we should be familiar with the 
conversion reaction and be prepared to treat these patients 
with our goal as the restoration of physical functioning. 

A conversion reaction occurs when psychological conflicts 
are represented by physical symptoms that involve parts of 
the body innervated by motor or sensory nerves.1 These 
symptoms are not under the patient's voluntary control and 
cannot be explained by a pathophysiological mechanism.2 

Instead, the reaction of the patient is psychological in origin, 
is usually related in time to a particular conflict or need, and 
commonly appears suddenly.1,2 The primary benefit of a 
conversion reaction is that the symptoms permit the patient 
to avoid carrying out some activity and allow a compromise 
of internal conflict.1,2 A conversion reaction may also permit 
a patient to receive secondary gain from the manifestation of 
his symptoms, such as freedom from routine responsibilities 
and increased attention.1,2 The classic example of a conver
sion reaction is a soldier in battle who develops paralysis of 
the upper limb, which rentiers him unable to shoot a weapon. 

Conversion reactions need to be distinguished from mal
ingering. With malingering, the patient has a conscious sec
ondary gain in mind.3 The gain may be financial recompense, 
manipulation of others, or abrogation of responsibility. The 
difference between a patient who has a conversion reaction 
and one who is malingering is that the former is reacting on 
a subconscious level, but the latter is reacting on a conscious 
level.3,4 

A person who exhibits a conversion reaction has physical 
symptoms that do not make physiologic sense.1 For instance, 
areas of numbness do not follow normal dermatome patterns, 
and muscle weakness may not be related to the expected nerve 
root involvement. Physicians need to be cautious, however, 
about diagnosing a patient as having a conversion reaction. 
This caution stems from the knowledge that some disease 
processes show signs of random patterns of muscle weakness 
and sensory loss, such as multiple sclerosis,2,4 and, therefore, 
a patient requires a thorough diagnostic examination and a 
complete case history before a definitive diagnosis of a con
version reaction can be made. 

One manifestation of a conversion reaction can be paralysis. 
This paralysis can often be differentiated from a paralysis 
stemming from a physical dysfunction by noting the following 
features4: 
1. The paralysis will often not follow a particular nerve root 

pattern but instead occur "just below the elbow" or "just 
below the knee." 

2. Many times reported weakness will be more intense prox-
imally than distally. 

3. Reflexes remain normal. 
4. Contractions of antagonist muscles are found when testing 

involved muscles. 

PATIENT DATA 

A 22-year-old white, single woman was referred to the 
physical therapy clinic of a state psychiatric hospital for 
assessment of muscle weakness of both legs. The patient said 
she could not move her legs and, therefore, was unable to 
walk. She had made a suicide attempt the week before, and 
she stated she had been unable to walk since the attempt. The 
patient demanded much attention during the initial evalua
tion and talked continuously during the testing procedures. 

The patient came to the physical therapy clinic in a wheel
chair. Her legs did not demonstrate atrophy or show trophic 
changes. The patient demonstrated poor transfer techniques 
and did not want to put weight on her feet. A manual muscle 
test was performed on both legs, but results were inconclusive 
because the patient did not seem to be using her muscle 
strength capability. The patient did not demonstrate move
ments in a testing situation that she performed in an activity 
of daily living situation. For example, in a sitting position, 
she could flex her knee and hip to raise her foot up to her 
hands to take off her shoe. When the clinician asked her to 
flex at the hip in a testing situation, however, she was unable 
to do so. She also tightened the antagonist muscle in a testing 
situation. Sensory responses to pinprick did not follow a 
particular dermatome pattern. Achilles tendon reflexes were 
present and normal bilaterally. Nerve conduction testing dem
onstrated normal velocities, distal latencies, and amplitudes 
for the tibial nerves bilaterally. The patient reported no prob
lem with her arms, and gross manual muscle testing demon
strated no weakness in the arms. These results were conveyed 
to the hospital's neurologist. He made the diagnosis of con
version reaction, and the patient's attending psychiatrist con
curred with the diagnosis. 

PHYSICAL THERAPY TREATMENT 

The patient was treated for six weeks. The long-term goal 
for this patient was independent ambulation. Short-term goals 
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were restoring active movement of legs and ambulation with 
an assistive device. We treated the patient as though her 
physical complaint of paralysis in both legs was valid. The 
physical therapy staff interacted with the patient in a non-
judgmental and supportive manner, focusing on physical 
problems and their resolution. 

The first week, the patient was treated five days with muscle 
strengthening exercises for both legs and ambulation activities. 
At the end of the first week, the patient performed active 
movement of both legs and ambulated 50 ft (15.24 m) with a 
walker with minimal assistance. When the physical therapist 
attempted to substitute a cane for a walker, however, the 
patient's gait pattern markedly deteriorated. She remained at 
a plateau for two weeks, and her treatment was reduced from 
five times to three times a week. At that point, the physical 
therapist began to treat the patient in the presence of older 
patients; at the end of the fourth week, the patient ambulated 
100 ft (30.48 m) with moderate assistance and performed 
resistive exercises for both legs. Daily treatment was then 
resumed to capitalize on the patient's improvement. By the 
end of the fifth week, the patient ambulated 100 ft, with 
stand-by supervision, and in one more week, she ambulated 
independently. Her muscle strength testing grades were in the 
Good+ to Normal range for all muscles in both legs. She was 
discharged from physical therapy at that time. 

DISCUSSION 

When conversion reactions are present, the patients truly 
believe that they have the physical symptoms they report; it 
does not shorten their recovery periods to tell them that their 
symptoms are psychogenic in origin. In the above case, for 
instance, when the patient plateaued in moving from a wheel-

chair to a walker, it turned out that some of the younger 
patients treated at the same time had made comments to the 
patient about the psychogenic origin of her problem. When 
the patient was placed with older patients who were less 
judgmental, her response was more positive; she became 
increasingly independent in her ambulation. 

During the course of her physical therapy, the patient was 
also receiving psychiatric treatment for her depression. Phys
ical therapy and psychiatric treatment complemented each 
other. Members of the disciplines shared progress reports and 
information but did not intrude into each other's area of 
expertise. 

SUMMARY 

Physical therapists are important members of the treatment 
team involved in the diagnosis and treatment of a patient 
with a conversion reaction. A physical therapist can assist a 
physician in making the diagnosis by performing various tests, 
such as manual muscle tests and nerve conduction studies, 
and guide the patient's return to normal physical function. 
This goal can be reached by the physical therapist who struc
tures the patient's treatment by understanding that a patient 
suffering from a conversion reaction is not consciously aware 
that the problem is psychogenic in origin. 
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