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intrODUctiOn

 The conversion disorder is a type of somatoform 
disorders, and is characterized by episodes of pseu-
do-neurological symptoms, like seizures, paralysis and 
other sensory –motor symptoms, also, seizure like symp-
toms or unconscious fits.It  has been reported  to be one 
of the frequent diagnoses in psychiatric units in Pakistan1.
There are four subtypes of conversion disorder identified 
in DSM-IV2,with motor symptoms, sensory symptoms, 
seizures, and mixed presentation. 

 Conversion disorder is an argument of great 
controversy between proponents of psychological and 
physiological models3.To explain the etiology of conver-
sion disorder, different approaches have consensus on 
adopting a combined perspective derived from biological, 
psychodynamic, socio-cultural, and behavioral aspects4. It 
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ABSTRACT

Objective: To explore the possible etiological significance of dysfunctional attitudes among patients of 
conversion disorder and to investigate the demographic variables like gender, age, marital and socio-eco-
nomic status of patients.

Design: Cross sectional study.

Place and Duration of Study: The study was conducted at different outdoor units of psychiatry depart-
ments of different private hospitals of Rawalpindi and Islamabad from October 2010 to December 2012.

Subjects and Methods: A total of 100 individuals, 50 referred patients of conversion disorder (diagnosed 
as per DSM-IV criteria) were recruited through convenient sampling, while 50 normal individuals from the 
normal population (who have never registered as psychiatric patients) matched for demographic variables 
of experimental group. Dysfunctional attitude Scale (DAS) in addition to demographic data sheet were 
used to obtain data from the sample after taking the consent. The data was analyzed by SPSS version 18 
by using ANOVA and correlation techniques.

Results: The results showed that patients with conversion disorder exceeded the controls on the measure of 
dysfunctional attitude (p >.05). The findings also suggested that 82% female, 58%, unmarried, 90% young-
er and 58% patients with low socio-economic status suffer from conversion disorder among the sample.

Conclusion: Patients with conversion disorder exhibit higher dysfunctional attitudes as compared to nor-
mal individuals .It is more prevalent among females, unmarried, younger individuals belonging to lower 
middle socio-economic class mostly then males and those who are married, older and belonging to higher 
socio-economic status.
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has been established that underlying diverse personality 
features or psychological conditions can be associated 
to the occurrence in this regard. The depression, rigid 
personality traits5, and anxiety are also associated very 
frequently with conversion disorder.

 Beck has proposed an etiological model of depres-
sion in which maladaptive cognitive schemas, expressed 
as global, rigid and inappropriate attitudes, place indi-
viduals at risk of mental disturbance6,7. These underlying 
assumptions are governed by individual’s dysfunctional 
attitudes that depict the enduring segment8 and specific 
depressogenic events in life trigger certain schemas 
specific to certain life event to which the individual is 
extra sensitive. Dysfunctional attitudes have been found 
associated with the episodes of depression and anxi-
ety9 while depression is identified as co-morbid state in 
different psychiatric illnesses in almost 80% in Pakistani 
population10. Dysfunctional attitudes have been associ-
ated with depression more frequently as compared to 
any other psychiatric condition in research history, while 
depression is associated with conversion disorder itself11. 
There have been attempts to understand psychological 
factors other than stressors and traumatic exposures12 
like defense mechanisms and emotional processing  for 
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attempting to discover appropriate solutions in the form 
of psychotherapeutic interventions. Exploring psycho-
logical profile is also important in determining causes of 
conversion disorder15. Usually the emphasis is placed on 
the deprssogenic nature of the attitudes as other studies 
have already confirmed underlying depression among 
patients with conversion disorder16.

 However, studies have documented the prevalence 
of dysfunctional attitudes in several disorders that is 
baseline for treating patients with traditional Cognitive 
Behavior Therapy (CBT)17 and Mindfulness based CBT18.
The successful use of CBT has been reported with some 
medically unexplained symptoms19. While implementing 
CBT model, patients of conversion disorder are reinforced 
to restructure their dysfunctional attitude/beliefs that 
brings greater reduction to psychogenic seizures20. The 
identification and intervention of dysfunctional attitudes of 
depressogenic nature could be helpful with CBT, which 
is expected to reduce the cognitive errors consequently 
reducing or eliminating conversion symptoms. 

 The prevalence of conversion disorder was esti-
mated almost 80% in females mostly unmarried21 and be-
longed to urban population, were single and unemployed 
with the mean age of years 2322, majority of patients in 
both genders were unmarried and  young. It further esti-
mated the dissociative convulsions (63%) and high rates 
of depression (61%) and anxiety (60%)23

 The present study aimed at investigating whether 
the patients with conversion disorder exhibit dysfunction-
al attitudes in comparison to normal individuals .It also 
attempts to explore which demographic variables show 
more prevalence to the disorder in the target population. 
It was hypothesized that dysfunctional attitudes will be 
higher among patients with conversion disorder as com-
pared to normal individuals, also females, unmarried, 
younger and individuals with low socio-economic status 
will exhibit higher levels of dysfunctional attitudes as 
compared to males, older, unmarried, and individuals with 
higher socio-economic status respectively.

SUBJetS anD MetHODS

 The present research is based on cross sectional 
survey research design.The sample composed of 50 
diagnosed patients of conversion disorder, both male 
and female with age range from 18-45 years, education-
al background was from intermediate and above, with 
different socioeconomic status and marital status. These 
patients were controlled for medicine and pharmacolog-
ical treatment. The control group consist of 50 normal 

individual matched for demographic variables along with 
the diagnosed subjects selected from other medical units 
of the same hospitals. Those subjects were selected who 
have never been register to any psychiatric unit.  A writ-
ten informed consent was taken from all the subjects of 
the study along with assurance of confidentially to their 
personal information. 

 Important demographic information was collected 
through the demographic data sheet, which included, 
name, age, gender, education, marital status, income, 
duration of illness, family structure, residence and history 
of medical illness.

 The Urdu version of Dysfunctional attitude Scale24 
translated by Naeem25 was administered. The DAS is 
a 40-item self-report questionnaire designed to assess 
maladaptive thought patterns and cognitive styles that 
included stress with evaluation, perfectionist principles of 
performance, contributory attributions, and rigid ideation 
about the world. Total scores on the DAS can range from 
40 to 280; with higher scores reflecting greater dysfunc-
tional attitudes. The DAS has demonstrated good reliability 
and validity in both student and patient samples.

 A cross-section descriptive study was carried out 
to achieve the objective and the data was collected from 
different psychiatric units of Rawalpindi and Islamabad, 
after taking the permission from authorities and consent 
from participants. They were briefed about the purpose 
of the research. The questionnaire were handed over 
to them and were asked to rate their responses against 
each items. As instruments were in Urdu language so 
participants have no difficulty in filling out the form.

 To test the study hypothesis data was analyzed by 
using SPSS 18. Internal consistency was measured by 
reliability analysis and independent sample t-test was 
used to calculate mean differences between two groups 
for Dysfunctional attitude scale. ANOVA analysis was use 
to check the differences among three groups.

reSUltS

 The sample consist of 50 conversion patient and 
50 normal individuals out of 50 conversion patients out of 
conversion patients 41 are female and 9 are male patient. 
The results are discussed in detail in the following chapter.  

Table 1 show that the alpha reliability of the Dysfunction-
al Attitude scale is .80, indicating a high value of alpha 
coefficient.

table 2

 table 1

reliabilities estimates and descriptive statistics of questionnaire (n= 100)

Scales No of items  M SD Alpha Range Kurtosis Skew

Dysfunctional 
Attitude scale 

40 95.90 19.5 .80 1-7 -.17 .56 
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Mean, standard deviation and t-values for conversion patient-normal individuals, male- female, married- unmar-
ried, and younger-older conversion disorder patients on Dysfunctional attitude scale (n = 100) 

 Table 2 shows the difference in dysfunctional attitude among conversion patients and normal individual. The results 

table 3

One Way analysis of Variance of Scores of DaS on three levels of socioeconomic status among with conversion 
Disorder (n=50) 

Lower socioeconomic 
(n = 29) 

Middle socioeconomic
(n=14)

Upper socioeconomic
(n = 07)

M SD M SD M SD F

Dysfunctional  
Attitude

190.47 32.43 192.66 37.81 171.45 36.24 3.63** 

df = (3 , 47), p**<.001

are statistically significant at 0.01, level of significance. 
Significant t-value indicates that the patients show higher 
dysfunctional attitude as compare to normal individuals. 
This result supports our first hypothesis. On the other hand 
when comparing male and female conversion patients, 
significant t-value indicates that the female patients show 
higher dysfunctional attitude as compare male patients. 
The difference in dysfunctional attitude among young and 
older conversion patients are also statistically significant at 
0.01 level of significance indicating that the young patients 
show higher dysfunctional attitude as compare to older 
patients. At the end married and unmarried conversion 
patients were compared through t-test and results indicat-
ing mean differences married and unmarried, the married 
patients show higher dysfunctional attitude as compare 
to unmarried patients.

 Table 4 shows the gender difference in dysfunctional 
attitude among conversion patients. The results are sta-
tistically significant at 0.05, level of significance. Table 5 
shows Table 7 shows the educational differences in dys-
functional attitude among conversion patients. The results 
are statistically significant at 0.01, level of significance 
that the less educated patients show higher dysfunctional 
attitude as compare to more educated patients.

DiScUSSiOn

 The findings of the present exploratory study 
complemented the assumption of presence of higher 
dysfunctional attitudes among the patients of conversion 
disorder as compared to normal individuals. This refers to 
a theoretical framework that recommends that the individ-
uals with Psychogenic non-epileptic seizures have a vul-
nerable cognitive-emotional processing system that can 
predispose the individuals to suffer from the disorder26.
Thus the findings from current research also enhances 
the prospect of dysfunctional attitudes as a contributory 
factor to the development of conversion disorder like in 
any other psychiatric illness possibly. 

 Although the manifestation of higher levels of dys-
functional attitudes cannot be assumed as an essential eti-
ological factor of this specific disorder per se, but it could 
be considered as a component of cognitive pattern of the 
individuals who suffer from conversion disorder .Therefore 
dysfunctional attitudes have been recognized as more 
prevalent among different psychological disorders. The 
dysfunctional attitudes may contribute in terms of expres-
sion of intense emotion or strong need of attention .The 
symptoms could be taken as a more acceptable form of 
communication of some forbidden idea or feelings that is 
not appropriate otherwise. Such prohibitions are usually 
reinforced by the gender roles, religious connotations, 
beliefs and other socio-cultural influences27. Working with 
dysfunctional attitudes by cognitive behavior therapy can 

Dysfunctional  Attitude scale 

N M SD  t P

Conversion patient 
Normal patient

50
50

195.70
156.75

31.33
27.43

5.81 .000

Male Conversion patient
Female Conversion patient

9
41

185.75
209.77

24.43
31.85

3.28 .03

Younger Conversion patient (20-30 years)
Older Conversion patient (31-40 years)

45
5

210.00
192.82

27.54
22.54

7.35 .000

Married Conversion patient
Unmarried Conversion patient

26
24

201.11
191.12

32.95
26.04

6.81 .04
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functional attitude among patients of conversion disorder 
as compared to the individuals who have never been 
diagnosed with any psychiatric disorder in addition to 
exploring different demographic correlates of the same 
disorder in Pakistan. The results concluded that patients 
with conversion disorder exhibit higher levels of dysfunc-
tional attitudes while females, younger, unmarried  and 
individuals with low socio-economic status exhibit higher 
dysfunctional attitude as compared to  their correlates. The 
findings would be helpful with respect to the implemen-
tation of psychotherapeutic plan, predominantly Cogni-
tive Behavior Therapy for challenging the dysfunctional 
cognitions in order for the symptoms of conversion to 
improve and managed for future as well. Additionally the 
demographic information is also additional information 
regarding the target population; this could be helpful to 
predict the likelihood of the disorder with certain variables.
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