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Hysterical Conversion
II: A Critique

C. J. MACE

Thecareerofthediagnosisofconversionhysteriaisreviewedatatimewhenit isthreatened
withexpulsionfromclassificationsofpsychiatricdisorder.Criticismofitsfacevalidityhas
notledto adequatediagnosticalternatives,andhasbeeninsensitiveto itsunusualformas
acategoryaswellasthecontributionit hasmadetothestabilityoftheclassificatorysystem
aroundit.

Hysteria as a medical problem

External and Internal accounts of hysteria

In recent years, hysteria has stood out among medical
conceptsfor the sheervolumeof discussionit has
excitedamongprofessionalhistorians,philosophers,
sociologists,feminists, literature specialists,and
others(Micale,1990).Hysteriahas been a vehicle
for conjecturesconcerningsocialchange,deviance,
labelling,personality,andsexism,ratherthandisease.
Micale'sreviewpointsout thatthisaccessory
literature on hysteriasuffersthrough speculation
and sensationalism,to the point of becoming
â€œ¿�hystericisedâ€•in its presentation (Micale, 1990).It
hascertainlytendedto emphasisefactorsthat are
â€˜¿�external'to theâ€˜¿�internal'domainof medicalthinking
when accountingfor changesin the perceptionof
hysteria.lt hasusuallyalsoassumedthat hysteria
hassomehowdisappearedasa contemporarymedical
problem: even Trillat's (1985) history of hysteria
manages toconclude:â€œ¿�L'hysterieestmorte.C'est
entenduâ€•(p. 274).

This, of course,remainsfar from the case,even
if hystericalillnessisharderto ignorein someclinical
settings,suchasmilitary or neurologicalhospitals,
than others (Merskey, 1979). Estimates of its
prevalencein such settingshavevaried from 1â€˜¿�1.to
30Â¾,dependingupon whether hystericalillnesshad
to be the primary diagnosis, or whether secondary
hysterical symptomsqualified also (Weinstein eta!,
1969;Trimble, 1981;Marsden, 1986).There are no
real grounds for doubting that a significant group
of patients will continue to present a range of
symptomsthat mimic neurological disease,and that
their doctors will be askedto assessand treat them.

The pervasive idea that hysterical illness has
somehowdisappearedmay, however,besymptomatic
of a lack of communication between disparate
groupswho pronounceabout it, and thoseclinicians
left to confront it. This seemsregrettablewhen
successfulexplanation of hystericalphenomena

mayrequiremoreintegrationof physiology,medicine,
psychology, sociology, anthropology and history
than exists at present. Progress, synthesising both
â€˜¿�external'and â€˜¿�internal'perspectives on hysterical
illness, is likely to follow sustained collaboration.
This paper attempts to mitigate this dichotomy by
considering the immediate descendantof classical
hysteria,hystericalconversion,from a viewpoint that
isneitherâ€˜¿�external'nor â€˜¿�internal',sociohistoricalnor
medical-scientific. This perspective, a nosological
one, takes the organisation,as opposedto the
content,of clinicalthought for its focus.

Nosography and nosology

To graspthe stateof the art in medicine,oneneed
looknofurtherthantheprevailingrulesof diagnosis.
Faber appreciatedthis in a classicwork:

â€œ¿�Tothephysiologistandtheworkerinthelaboratory,
morbidcategoriesaresubordinateconcepts,buttothe
physician, to the clinician, the reverse is the case; he
cannotlive,cannotspeak,cannotactwithoutthem.â€•
(Faber,1923,p. 211)

The elucidationof â€˜¿�morbidcategories'is the work
of nosography,withcategoriesevolvingcontinually
accordingto how well they meet two principal
demands.Theseare their ability to order clinical
observations,and their capacityto link descriptive
groupingsto understandingof aetiologyand prog
nosis.Collectively,theseprovisionalcategoriesyield
a classificationof disease,whosestudyistheprovince
of nosology.Althoughâ€˜¿�nosology'hasconnotations
of anidealisedLinneantaxonomywhichisnolonger
applicable,it is usefulto retain the term to denote
thesystematicaspectsof diagnosis.All attemptsto
define and reviserelationshipsbetweengroupsof
disorders,evenif theseare relativelyrestricted,are
of nosologicalinterest.So long as medicinecan
get about its business,questionsof diagnostic
organisationareprobablybestleft alone.However,
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that are pertinent. Firstly, having entered the
nosographiclistings,â€˜¿�conversion'referredexplicitly
to a category,rather than to a process.Although
the classificatoryframeworkwasrelativelypliable
when â€˜¿�conversionhysteria' was first admitted,
diagnosticmanualshavesubsequentlyproliferated,
grown increasingly detailed in their specifications,
and developed exclusion as well as inclusion criteria
to minimiseoverlapbetweencategories.Whilesome
attempt has beenmade to offset the Procrustean
effectsof codification through multi-axial description
(e.g. AmericanPsychiatricAssociation,1987),the
weight placedupon categorisationof a patient's
conditionhasbeenincreasingin thefaceof external
pressures.Rather than remain a convenient shorthand
betweenclinicians, diagnoseshave becomesubject
to widerscrutiny,andin severalcountriesa patient's
entitlementto carealreadylookssetto dependupon
thecertificationofhis/herâ€˜¿�diagnosis-relatedgroup'.
In sucha fastidiousatmosphere,itiseasyfor
intolerancetogrow towardscategoriesthatseem
looselydefined,howeverindispensabletheymight
be at the bedside.

A secondchangewasthat â€˜¿�conversionhysteria',
in subsuming the vast bulk of those syndromes that
werepreviouslysimplyâ€˜¿�hysteria',becamea mental
disorder.Thiscreateda peculiarsituationin which
onemedicalspecialty,psychiatry,assumedresponsi
bility for the definition (and redefinition)of the
disorder,yethasbeendealingwith relativelyfewof
the patientswho merit the diagnosisin practice. This
contrastswith the needsof practisingneurologists
to whomsuchpatientspresentin largenumbers,and
among whom considerableuncertaintyconcerning
terminologypersists(Mace& Trimble,1991).A real
riskhasresultedthatpsychiatrists'proposalsfor
terminology in this area fail to reflect broader
clinical needs.

The current attack on conversion

Thediagnosticconceptof conversionhysteriaisnow
an objectof official disfavour.The editorsof the
10th edition of the International Classification of
Diseases had proposed not only that the name
â€˜¿�hysteria'be removed from its listing, but that
referenceto the conceptof â€˜¿�conversion'should
disappeartoo (World Health Organization,1987).
This remained implicit in subsequent revisions
(World Health Organization, 1988), in which the
term â€˜¿�conversion'wasreadmittedasa synonymfor
â€˜¿�dissociative',with the latter being preferred for
diagnosticuse.Severalâ€˜¿�dissociativedisorders'are
proposedthat would join an array of rubricsfor
somaticsymptomsof apparentlypsychologicalorigin

eversinceâ€˜¿�conversion'hassupersededâ€˜¿�hysteria'as
the nucleusof a morbid category,it hasprovoked
controversy.This paper attemptsto indicatewhy
nosological considerations should not be ignored.

â€˜¿�Conversion'becomes a diagnosis

Paper I (this issue,pp. 369â€”377)traced how the
Freudianconceptof hystericalconversionemerged
out of mainstream19th-centurymedicalthought.
Freud'stheoreticalinnovationswerenot taken up
by the professionat large, and the return of
â€˜¿�conversion'to generalmedicaldiscussionof hysteria
had to wait until â€˜¿�conversionhysteria'enteredits
diagnosticvocabulary. The career of hysterical
conversionas a diagnosismight be summarisedin
thepermutationsit hassinceundergonein theofficial
nomenclaturesof disease,evenif thesereflectthe
prescriptionsof professionalleadersrather than
everydaypractice:

Standard Classified Nomenclature (American
Medical Association, 1935, 1948, 1957, 1970):

5th revisionâ€”¿�conversionhysteria
6th revisionâ€”¿�conversionhysteria
7th revisionâ€”¿�conversionhysteria
8threvisionâ€”¿�hysteriawith localisedsomaticdys

function
Diagnostic and Statistical Manual (American

PsychiatricAssociation,1952, 1968, 1980)
DSM-I - conversionreaction
DSMâ€”Hâ€”¿�hystericalneurosis,conversiontype
DSMâ€”III- conversiondisorder.
Nomenclatureof Disease(RoyalCollegeof Phys

icians, 1948)
7th edition â€”¿�conversion hysteria
International Classification of Diseases (World

Health Organization, 1948, 1955, 1965, 1975)
ICD-6 - 311Hystericalreactionwithout mentionof

anxiety reaction (includes â€˜¿�hystericalconversion')
ICD-7 -311 Hystericalreactionwithout mentionof

anxiety reaction (includes â€˜¿�hystericalconversion')
ICDâ€”8- 300.1Hystericalneurosis(includesâ€˜¿�con

versionhysteria', â€˜¿�conversionreaction')
ICDâ€”9â€”¿�300.1Hysteria(includesâ€˜¿�conversionhys

teria').

American usagein particular hastendedto sanction
the separationof â€˜¿�conversion'from â€˜¿�hysteria'that
hasalsobeenpromotedamongpost-Freudianpsycho
analysts(cf. PaperI). In what follows,onlythetwo
most prevalent terms, â€˜¿�conversionhysteria' and
â€˜¿�conversiondisorder', are used to refer to the
diagnosticconceptof a conversionsyndrome.

The transition from â€˜¿�hystericalconversion'to
â€˜¿�conversionhysteria'anditsvariantssawtwo shifts
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that rangethrough â€˜¿�paindisorder'and â€˜¿�undiffer
entiated somatoform disorder' to â€˜¿�neurasthaenia'.

A comparable form of substitution might be
expected from the committee revising DSMâ€”III
(American Psychiatric Association, 1980), where
â€˜¿�conversiondisorder'appearsto occupyananomalous
position. Already, its entry is prefaced by the
arrestingstatementthat

â€œ¿�thedefmition of this disorder is unique in this
classification in that it implies specific mechanisms to
account for the disturbance.â€• (p. 244)

Its criteria run counterto thephenomenologicalspirit
of that classification and no symptoms are cited as
specific to the disorder:

â€œ¿�A.Thepredominantdisturbanceisa lossor alteration
in physicalfunctioningsuggestinga physicaldisorder.
B. Psychologicalfactorsarejudgedto beetiologically
involvedin the symptom,asevidencedby oneof the
following:

(1) thereisatemporalrelationshipbetweenanenviron
mental stimulus that is apparently related to a
psychologicalconflict or needand the initiation
or exacerbationof the symptom.

(2) thesymptomenablestheindividualto avoidsome
activitythatisnoxiousto himor her.

(3) thesymptomenablestheindividualtogetsupport
fromtheenvironmentthatotherwisemightnotbe
forthcoming.

C. Ithasbeendeterminedthatthesymptomis notunder
voluntarycontrol.
D. Thesymptomcannot,afterappropriateinvestigation,
be explainedby a knownphysicaldisorderor patho
physiologicalmechanism.
E. Thesymptomisnotlimitedtopainortoadisturbance
in sexualfunctioning.
F. Not dueto Somatizationdisorderor Schizophrenia.â€•
(AmericanPsychiatricAssociation,1980)

Reserve here is understandable, given a wider
uncertaintyas to what constitutesa conversion
symptom. The conservativeopinion of Kendell
(1983) in the Handbook of Psychiatry- that â€œ¿�By
convention the term is restricted to disturbances
referableto somaticafferent or efferentpathways
though, largely for historical reasons,convulsions
are also includedâ€• (p. 234) â€”¿�contrasts with the
catholicschemaof Engel(1970),wholistsover 100
candidate conversion symptoms referable to all the
major body systems. As a matter of history, Engel
is more faithful to Freud's usage (cf. Paper I), while
Kendell's narrower concept derives from Alexander
(1943):

â€œ¿�werestrict conversion phenomena to symptoms of the
voluntary neuromuscular and the sensory perceptive
systems and differentiate them from psychogenic symp
tomswhichoccurinvegetativeorgansystems.â€•(p.206).

If specificconversionsymptomscould not be
listed,propertiestypical of them might havebeen
specified in detail. However, even the apparently
symboliccharacterof conversionsymptoms,deemed
an essential attribute by post-Freudian analysts
(Paper I), was no longer admitted as a criterion in
DSMâ€”III.This is consistentwith the sceptical
conclusionof Lewiset al (1965), after an empirical
study of the diagnosisof conversion hysteria, that:
â€œ¿�forordinary diagnostic purposes, the criterion of
symbolic senseis of little utilityâ€•(p. 281).

Instead, the diagnosis of conversion disorder under
DSM-III rested heavily upon demonstrationof
psychogenesis by associations with external events
(seeabove). In DSMâ€”III-R, a curious compromise
was achievedin which an introductoryparagraph
continues to refer to the importance of secondary
gain,while thediagnosticcriteriathat actuallyembody
it (items B (2) and (3) above) have been deleted from
the list (American PsychiatricAssociation,1987,
p. 259). The amendment made proof of psychogenesis
harderto achieve,althoughdistrustof the concept
of secondarygain is also consistentwith Lewis'
report that â€œ¿�clearcutmanipulation of the environment
is by no means an omnipresent feature of cases
diagnosed as conversion hysteriaâ€•(Lewis eta!, 1965,
p. 280),andwithLazare's(1981)dismissalof it after
an attempt to weight different featuresfor their
diagnostic validity.

Eventhe skeletoncriteria that currently remainare
not necessarilysecure.Psychogenesishaseffectively
been reduced to precipitation by stress (see above),
together with a presumedlack of voluntary control
(criterion C). However, Ford (1985), in noting that
reports of the incidenceof a prior stressor ranged
from 52Â¾to 93Â¾,recommendedthat diagnostic
weightshouldbegivenonlyto itsabsence,whenhe
felt organicpathologyshouldbesuspected.Moreover,
althoughFord remainstolerant of the stipulation
that voluntarycontrolshouldbelacking,thistoo is
beginningto attract critical scrutiny. The judgement
is based on subjective report, and Miller (1987) has
pointedout thatexperimenters'attemptsto demon
strate consistent behavioural differences between
people who have a disability through a conversion
or dissociativedisorder,andpeoplewhoconsciously
simulate it, have beenunsuccessful.Jonas & Pope
(1985)havetriedto arguethat, althoughconversion
disorder, factitiousdisordersand malingeringare
distinguishedaccordingtojudgementsof consciousness
and volition, they occupyan epidemiologicalcon
tinuum and mightprofitably be studiedasa single
set of â€˜¿�dissimulatingdisorders'.

The future seemsuncertainfor the diagnosisof
conversionhysteria.lCD- 10 will proposethat the
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cases formerly grouped as â€˜¿�conversionhysteria'
shouldbe reclassifiedunderâ€˜¿�dissociativedisorders
of movement and sensation', but the admission
criteriaremainthoseof psychologicalprecipitation,
andarein effectthesameasthosealreadydiscussed
here.Thenosologicalentitywouldremainthesame,
and indeedrepresentsa categorythat haschanged
relatively little despitethe fast and furious name
changing.Beforecontemplatingchange,it will be
importantto understandjustwhatsortof diagnosis
conversionhysteriarepresents.It hasalwaysaroused
disquiet since its introduction, and attempts have
repeatedly been made to find alternatives. Such
attempts have led to concepts having different
nosological properties: study of them can highlight
the peculiarities of conversion hysteria itself.

The aftematives to the diagnosis of conversion

The resomatisation of hysteria

One way in which the issueof psychogenesiscan be
minimised is to centre the diagnosis of hysterical
illnessexclusivelyaround somaticchanges.Charcot
had insisted that hysteria, being a discrete disease,
could be diagnosed on the basis of characteristic
physicalsignssuchastunnel vision, hemi-anaesthesia
or ovarian hyperaesthesia. Earlier this century,
the neurologist Henry Head had popularised the
Charcotian conceptof â€˜¿�positive'physicalsigns,such
asparticularconstellationsof weaknessor anaesthesia,
that were believed to be specific to hysterical
complaints (Head, 1922).However, thereis evidence
that, when searchedfor, suchanomalous signscan
be found also among patients deemedto havebona
fide neurologicalillnesses(Gould eta!, 1986),making
any one sign's usefulnessasa discriminator appear
doubtful. Similarly,Walters'recommendationthat
the â€˜¿�regional'characterof symptoms,notablypain
(Walters, 1961)butalsomotorandsensorychanges
(Walters, 1969),be takenasa specificindicatorof
their psychogenesishas sincebeen counteredby
Merskey'sargumentthat regionalsymptomscan
also result from independentphysicalpathology
(Merskey, 1988).

Distrusting the diagnostic significance of any
symptom in isolation, the St Louis school proposed
aninfluentialequationbetweenhysteriaandsomatic
symptoms: a patient having so-called â€˜¿�Briquet's
syndrome'(previouslyâ€˜¿�hysteria'(Perley& Guze,1962)
and, more latterly, â€˜¿�somatisationdisorder' (American
PsychiatricAssociation,1980)) has accumulated
symptomsthat relateto nearlyall themajorsystems
of thebody,yet ishighlyunlikelyto proceedto the
developmentof organic pathology sufficient to

justify them (Guze, 1970). While this eponym is
inexactâ€”¿�referring to multiple complaints,rather
than material fmdingsasin Briquet'sown practice- it
wouldappearto havepredictivevalidity. Guzehas
also supported his proposalswith evidencethat the
syndromecarriesageneticloading (Woerner& Guze,
1968;Guze et a!, 1986).However, only a small, if
significant, minority of casesof hysterical illness
appearto meetits criteria, a figure of 21Â¾beingcited
withina smallsampleof neurologicalpatientshaving
conversion symptoms (Marsden, 1986).Compared
with the psychiatric disorders with which it is
classified, the syndrome is remarkable for the
absenceof anycharacteristicpsychologicalsymptoms.

Models of illness behaviour

A laterstrategyto avoidtheneedfor diagnosessuch
as â€˜¿�conversionhysteria' has taken the â€˜¿�illness
behaviour' of the patient as its focus. This had been
defined by Mechanic (1962)as â€œ¿�theways in which
given symptoms may be differentially perceived,
evaluatedandacted(or notacted)uponbydifferent
kinds of personsâ€•.Accordingly, conversionhysteria
and related syndromes,cast as deviant variants
of illnessbehaviour,becameso many subspecies
of â€˜¿�abnormalillnessbehaviour'. Pilowsky (1969)
proposedthat:

â€œ¿�[where]thedoctordoesnot believethat thepatient's
objective pathology entitles him to be placed in the type
of sick role he expects [and] if the patient is
uninfluencedbythedoctor'sexplanationof theproblem
andthewayin whichit shouldbemanaged.. . thedoctor
may then reasonablyconcludethat the patient is
manifesting abnormal illness behaviour.â€• (p. 349)

Pilowsky's stated aim was to promote â€œ¿�afull and
more meaningful understandingâ€•(1969, p. 350) as
well as a defusion of conflict betweendoctor and
patient. Although his concept of abnormal illness
behaviourdeliberatelyencouragesa changeof focus
from signsand symptomsto the patient's behaviour,
it distracts from many instances where a parody is
presentednot only of the behaviour appropriate to
illness(in his terms, inappropriateadoption of a â€˜¿�sick
role'), but of the bodilymanifestationsof somatic
disease.A blind spot,apparentfrom a misapplication
of Pilowsky'sterm that occursin clinicians'dis
cussions,can result. â€˜¿�Abnormalillnessbehaviour' is
frequently adoptedasa shorthand for abnormalities
perceived in the pattern of a patient's symptoms,
rather than in the patient's reaction to explanation
as Pilowskyhad proposed.

One interestingattempthasbeenmadeto oper
ationalise a concept of â€˜¿�illnessbehaviour' that seems
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morein tunewithphysicianlyneeds,andwhichrelies
upon objectively measurablediscrepanciesin a
patient'ssignsandsymptomsfrom thosetypicalof
organic disease. Waddell et a!(1984a) urged that â€œ¿�the
symptoms and signs of illness behaviour must be
distinguished from those of physical diseaseâ€•
(p. 741). To this end they developed scales that

measure the extent to which a patient's signs and
symptomscollectivelysignifyâ€˜¿�illnessbehaviour'as
opposedto organicimpairment, and which have
proven independentpredictors of the patient's
disability (Waddell et a!, 1984a)and psychological
distress (Waddell et a!, 19Mb). As yet, their subtle
model hasbeenconfmed to deviant presentationsof
one specific problem, low back pain, while its
adaptability to other areasof symptomsremains
uncertain.

The evasionof diagnosis

Somaticandbehaviouralreformulationsof hysterical
illnesshavecontrastingimplicationsfor diagnosis.
Somatic formulationsassertedthat â€˜¿�hysteria'or
â€˜¿�Briquet'ssyndrome' or â€˜¿�somatisationdisorder'
shouldbea categoryno differentfrom anyotherin
kind. In this sense,Guze's rigorousdefinition of
Briquet'ssyndromewas consistentwith Briquet's
own bid a century earlier to normalise hysteria as
a recognisedneurologicaldisease(Briquet,1859;Mai
& Merskey, 1980). On the other hand, Pilowsky
(1969) proposedthat abnormal illnessbehaviour
offereda â€œ¿�flexibleframeworkâ€•thatcouldsubstitute
for a range of labels including â€˜¿�hysteria'and
â€˜¿�conversionreaction'whichhelocatedin a â€œ¿�medical
no-man'slandâ€•(p. 347). While professingthat his
interestwasnot in how â€œ¿�apatientmay be placed
in a psychiatricor any othercategoryâ€•(p. 347) he
is to be found, perhapsinconsistently,offering
guidelineson the â€œ¿�diagnosisâ€•of abnormalillness
behaviourinstead(Piowsky, 1971,1978).Waddell's
groupdidnotofferdiagnosticproposalsassuch,nor
offer any alternative label for occasionswhen
symptomshaveto be attributedentirelyto â€˜¿�illness
behaviour'rather than disease.

However, the actualeffect on practiceof either
of theseproposals- to â€˜¿�somatise'or to â€˜¿�behaviourise'
hysteria- hasbeenlimitedat best(Mace& Trimble,
1991).Essentially,thefirstisinevitablyrestrictedby
the small proportion of thosecasesof hysterical
symptomsit wouldeveraccountfor; theotherisso
flexible it effectively identifies an independent
dimensionthat may be of enormoussignificance
irrespective of the patient's diagnosis. Indeed, the
questionsof why â€˜¿�abnormalillness behaviour'
shouldreplacesometroublesomediagnoses(suchas

conversionhysteria or hypochondriasis)but not
others elsewhere in the diagnostic system, and of how
criteria could beproducedthat werereliableand that
meshedwith thoseof the restof diagnostics,have
not beenproperlydealt with by its proponents.

A nosological perspective offers a different light on
these shortcomings. The proposals to â€˜¿�somatise'and
â€˜¿�behaviourise'hysteriaidentify groupingsthat present
complementary issues of boundary, as each promotes
categorieswhose boundary is either excessively
restricting or excessivelyelastic.In turn, this contrast
indicatesan important featureof the categoryof
â€˜¿�conversiondisorder': its position betweenextremes
of specificity and diffusion. The syndrome of
conversion hysteria has retained a boundary that is
sufficiently localised for it to fit within the diagnostic
system,while beingopento a degreethat distinguishes
it from the boundaries of other diagnostic categories.
Thecontroversythatconversionhysteriahasexcited
would reflect in part the precarious nature of the
balanceit achievesbetweenthe opposeddemandsof
specificity and flexibility, such that it can seemto
remain barely viable as a diagnostic concept. While
interesting,recognition of this anomalyalonecannot
indicatewhetherit has beenadaptiverather than
accidental.Thenosologicalanalysiscanbeextended
further to elicit the character and functions of
conversionhysteriaasa category,byconsideringit in
relationto its neighbourswithin thediagnosticsystem.

Conversion disorders and their nosological context

The secondarystatus of conversion syndromes

Conversion symptoms have a distinct, derivative
quality that is here referred to as â€˜¿�secondary'.In
effect, a symptom is accepted as a conversion
symptom because a comparison has been made
between the findings a patient presentsand those
alreadyestablishedastypicalof otherdisorders,and
an inconsistencyisapparentasa result.At bottom,
it isbecauseof whatit isnot, ratherthananysimple
intrinsic property, that a symptombecomesdiagnosed
asconversion.(Thisstateof affairs reflectsFreud's
equationof a hystericalsymptomwith onethat was
anatomically inexplicable, before developing the
theory of conversionto explain them â€”¿�seePaper I.)

This quality may explain a tendency for the
syndrome of conversion disorder to assume a
secondary status within the pool of psychiatric
disorders,in the sensethat it is likely to bediagnosed
only after a processof comparison and exclusion.
Not only has an organic diagnosis first to be ruled
out (criterionD in DSMâ€”III),but the diagnosisof
conversion hysteria seemsto stand at the bottom
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of a diagnostichierarchywhichexpectsthatschizo
phrema, affective disorders,or another neurotic
disorderwould take precedenceif they were also
present.

The secondaryqualityby whichidentificationof
the symptomsof conversionhysteriamustdepend
upon implicit or explicit comparisonswith other
disordershas had important implicationsfor its
nosological status. However, as it can also fuel the
suspicionthat conversionhysteriamightsimplybe
superfluous as a diagnostic concept, some comments
are in order on the topic of its dispensability.Debate
on this topic has largely divertedattention from
deeper challenges hysteria poses to diagnosis.

The casefor disposal

The most trenchantpresentationremainsthat of
Slater(1965),whorecognisedthesecondarycharacter
of hysteria,but drew inferencesthat were fiercely
reductionist.For instance,in the arrestingphrase:
â€œ¿�Allthesignsof â€˜¿�hysteria'arethesignsnotof disease
but of healthâ€•(p. 1396),Slaterplainlyadmitsthat
hysteriabegsknowledgeof other â€˜¿�disease',while
implying that the absenceof particular forms of
diseaseisequivalentto healthratherthansomeother
formsof illness.Indeed,themostremarkablething
aboutSlater'sargumentsandtheirinfluencewashis
successin exploitingothers'reluctanceto question
what the processof diagnosisactuallyentails.His
repeatedcomparisonsbetweenthechimeraof hysteria
andâ€˜¿�real'diseaseignoredthewayin whichthegroup
ingsof diagnosisareoftendictatedbyconsiderations
of internal coherencerather than correspondence
with pathologicalfact- a point madeconvincingly
in Kraupl Taylor's (1979) advocacy of the concept
of â€˜¿�morbus'as the basicunit of nosography.

In fact, Slater demandedthat the diagnosisof
hysteria comply with several requirementsthat
other,uncontroversialdiagnosessignallyfail to. For
instance,hisproposal(afterBrain)thattheâ€˜¿�adjectival'
useof â€˜¿�hysterical'mightapplyto individualsymp
toms,whichheconcededwasnecessary,butshould
not leadto talk of a â€˜¿�substantive'syndrome,isquite
inconsistentwith practicefor other neuroticdisorders,
whoseidentity can hang upon the definition of a
single,characteristictypeof symptom.Conversely,
while no automaticassumptionappliesin the case
of symptomssuchasobsessionsthat theymay not
regularlybe seenwhena diagnosisotherthan that
of the syndromeof whichtheyare characteristicis
appropriate,Slaterexpectedall hystericalsymptoms
not only to be, but to remain, casesof hysteria.

A further instanceof the specialpleadingSlater
pursuedwasa reluctanceto considerthepossibility

that recognition of more than one hysterical
syndromeoffered a meansof resolvingdiagnostic
difficulties,althoughotherbroaddiagnosessuchas
â€˜¿�depression'or â€˜¿�schizophrenia'have been repeatedly
subject to subdivision. This was curious given that
his own data, however unrepresentative, actually
revealed two subpopulations separable on the basis
of phenomenologyand prognosis,namely:

â€œ¿�sevenpatients,mostly very young, who had acute
psychogenic reactions in the form of a conversion
syndrome . . . and 14 patients suffering from a lasting
personality disorder who come somewhere near to
satisfyingthecriteriaproposedbyGuze.â€•(Slater,lX5,
p. 1399)

Slatermanagedto recognisethedistinctnessof these
categoriesof hysteriawhile makingthem grounds
for rejection:othershave beenpreparedto make
them the basis of a fairly plausible reform of
diagnosisthat favoureda moredifferentiatedmodel
(cf. Hyler & Spitzer, 1978).

A degree of unreasonableness in these abolitionist
claimsalso manifestsin Slater'semotivetalk of
â€˜¿�delusion'and â€˜¿�snare'(1965, p. 1399).The urgeto
exorcisehysteriaevidentlytapspassionsthat other
syndromes,although candidatesfor redundancy
because of inconsistency or supersession, fail to
arouse.It is evidencethat hysteria'sstatusis not
really a marginal issue, but central to the security
of thediagnosticprocess.Superficially,â€˜¿�hysteria'can
seemto bean obstructionto diagnosticians'efforts
to seek and maintain clear distinctionsbetween
categories, and therefore appear an unwelcome
additionto their ranks, as Slaterhad complained.
However, its presencehas enhancedrather than
threatenedthesecurityof otherdiagnosticcategories:
it hadcometo occupya pivotal andhighly facilitative
nichewithin the wider diagnosticframework.

The evolution of conversionhysteria

The nosologicalniche occupied by conversion
hysteriahasevolveddirectlyfrom its predecessor,
hysteria.It hasalsoinheriteda tendencyof hysteria
itself to differ from other disordersinsofar as its
development depended less on independent
nosographicdiscovery,than on a requirementthat
it complementthosediseasesthat hadalreadybeen
defined. Hence the ability of hysteria and its
antecedentsto embracequite different symptoms
(reproductive, gastrointestinal, neural) in the course
of its history, as well as its simultaneous but
incongruous retention within the ranks of both
neurological and gynaecological disorders during the
19thcentury(PaperI), becomemorecomprehensible.
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A full historicalexploration of the co-evolution
of classical hysteria with other disease categories
remainsto be attempted,the potentialimportance
of diagnostic history here having only recently been
recognised (Micale, 1990). However, the episode
representedbytherecentriseof conversionhysteria
presents an important study in itself, indicating how
establishment of the category of â€˜¿�conversionhysteria'
hasbeencritical to the cohesionof the diagnostic
system,rather than an artefact.

Bridgingthe rift betweenneurologyandpsychiatry

During the lastcentury,hysteriahad becomepro
gressivelymorecloselyidentifiedwiththesyndromes
of neurologyand finally exclusivelyso.Theemergence
of â€˜¿�conversionhysteria'wascloselylinkedwith the
contemporaryneedsof thisdepartmentof medicine,
wherethe nosologicalterrain wasdifferent to that
familiar to us now, and in a stateof considerable
flux. Although local differences are found within
European and North American medical culture, both
in thedegreeof integrationbetweenneurologyand
psychiatryand in the forceskeepingthemapart, it
would be fair to state that a gap that had been
widening betweenthem was nearing its furthest
extent at the time â€˜¿�conversionhysteria' and its
variantswerebeingintroducedto generaldiagnostic
use(Rogers,1987).

Theorganisationof diagnosisreflectedthiswhole
salechange,and the correspondingschismwithin
nosology can be traced via the unique record
provided by the Royal College of Physicians'
Nomenc!ature of Disease in its successive editions
between 1869 and 1948. In the earliesteditions,
â€˜¿�mentaldiseases'had been presentedas a third
subdivisionof â€˜¿�diseasesof thenervoussystem',the
others beingdiseasesaffecting the nerves,and those
of unclearpathology(whichhad includedvariants
of hysteria) (e.g. Royal College of Physicians,
1906). However, as the perceived incompatibility
of psychologicaland biologicalperspectivesgrew,
â€˜¿�mentaldiseases'were firstly detachedfrom the
umbrellaof â€˜¿�diseasesof the nervoussystem'in the
1918edition, whilestill following immediatelybehind
in their former place. In 1948 a further break is
evident, â€˜¿�mentaldisorders'beingsubsumedunder
â€˜¿�diseasesof the body as a whole' and removedto
a distantsectionof theclassification(RoyalCollege
of Physicians,1948).

Although much reorgamsation of the diagnostic
net occurs on either side of this divide, only two
terms actually transferred from â€˜¿�diseasesof the
nervoussystem'to â€˜¿�mentaldiseases'.They were
â€˜¿�hysteria'and â€˜¿�neurasthenia'.Theseappearunder

â€˜¿�mentaldiseases'in 1931,with neurastheniacarrying
thewarningthat â€œ¿�thistermisusedin varioussenses
and should therefore be avoidedâ€• (Royal College of
Physicians, 1931).By 1948,with neurasthenia dropped,
hysteriahas finally becomeâ€˜¿�conversionhysteria'.

That hysteria'stransformationintothepsychiatric
syndromeof conversionhysteria wasintegral to the
distancing of neurology and psychiatry is indicated
by concomitantchanges.As the schismdeepened,
local nosology had to respect an increasingly firm
barrier between â€˜¿�psychiatric'and â€˜¿�neurological'
domains, while needing to maintain the integrity of
thediagnosticgroupingslyingon eithersideof this
divide.The availabilityof an ambiguouscategory,
createdto lie just outsideneurology, allowed a more
homogeneousdiagnosticfield to be establishedfor
those disorders still owned as representative neurologi
calsyndromes.Asa relativelyexpendablecategory,
it could be exempt from whatever constraints were
beingusedto levelthefieldof neurologicaldisorder,
yet be on hand to accommodatecasesthat new
diagnosticguidelinescould no longer place. The
choiceof a modifiedconceptof hysteriafor sucha
scapegoatingrole seemsinevitable in retrospect. As
theparadigmof â€˜¿�functional'disordersor â€˜¿�neuroses',
hysteriahad becomeuniquelyidentifiedwith those
qualities that were being eschewed by neurological
nosography,and ripe for sucha displacement.

The declineof the â€˜¿�functional'disorder

Inconsolidatingitsschema,neurologicalclassification
increasinglyemphasisedanatomy as a common
point of reference,in preferenceto inferencesof
physiologicalchange.Thevicissitudesof theimport
ant subclassof â€˜¿�functionaldisease'in the English
literature,andthoseof â€˜¿�neurosis'ontheContinent,
reflect this directly. The conceptof â€˜¿�functional
disorder'hadexercisedneurologistsconsiderablyin
thelate19thcentury.The firsteditionof theCollege
of Physicians' classificationassignsâ€˜¿�functional
diseasesof the nervoussystem'a separatesection,
after conditionswhich could beattributed to diseases
of the brain, its membranes,the spinalcordor the
nerves.The functionaldisordersthereforeincluded
tetanus,hydrophobia,epilepsyandotherconvulsive
disorders,as well as hysteria (Royal College of
Physicians,1869).However, in the secondedition,
of 1884, this sectionwas headedâ€œ¿�thenamesof
symptoms and groups of symptoms related with such
pathologicalconditions,or withotherconditionsnot
accuratelyknownâ€•,a practicethat continuedwith
slight variations throughout subsequenteditions
(RoyalCollegeof Physicians,1884).The demiseof
a subgroupof â€˜¿�functional'diseaseswasconsistent
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withthecriticismsof Gowers(1886),whohadsought
to minimise the â€˜¿�functional'sector of disorders in
his Manual of Diseases of the Nervous System.
Instead, Gowers had discussed a continuum of
disease,rangingthroughthe â€˜¿�organic'(wherethe
lesion could be extraneous, as in haemorrhage or
tumours); the â€˜¿�structural' (having evident neural
pathology, these accounting for most forms of
neurological illness); and the â€˜¿�nutritional'(where
there is no evidentlesion,only â€œ¿�adisturbanceof
functionâ€•,whoseeffectsare neverthelesslasting,
as in chorea or paralysis agitans). â€˜¿�Functional'
disease became a residuum, in which symptoms
had to be transientin additionto beinglesionless,
andto whichGowerswishedto admitonlyhysteria,
neuralgia, and some forms of epilepsy(Gowers,
1887). It was hysteria that typified â€˜¿�functional'
illness,and as the conceptof functional disease
becameincreasinglyanomalouswithin neurological
nosology,thesimplestsolutionbywhichaninternal
divisionbetweenstructuraland functionaldiseases
could be obliteratedwas to have hysteria,as the
purestrepresentativeof the latter, removedfrom
the ranks of neurologicaldisorder. Its transplan
tationto thegrowingdomainof thementaldisorders
has sanctioneda largely implicit identificationof
â€˜¿�functional'with â€˜¿�psychological'ratherthanâ€˜¿�physio
logical'disorder.Theambiguitybywhichâ€˜¿�functional'
may be usedin either of thesesenses,deprecated
bycommentatorssuchasRogers(1988)andTrimble
(1982), has beenan unfortunate but lasting conse
quence.

In the UK, the conceptof â€˜¿�functional'diseases
hadeffectivelydisplacedthat of â€˜¿�neurosis'in noso
logicaldiscussionfrom the middleof the century
(Lopez-Pinero,1983).On theContinent,â€˜¿�neurosis'
survivedto embraceconditionswhosesymptoms
referred to the nervous system, but for which
physiologicalrather than anatomicalexplanations
were sought. Its own fate showsmany parallels
with that of â€˜¿�functional'neurologicaldisease.Its
rangewas to becomeincreasinglyrestricted,until
by 1890 hysteria was seen as the quintessential
neurosis(Charcot, 1889),while many â€˜¿�intermediate'
neuroses unrelated to frank pathology became
subsumedundera singlebridgehead,â€˜¿�neurasthenia'
(Lopez-Pinero, 1983). The subclass of neurosis
wasthen largely banishedfrom the ranks of neuro
logical disorder as it became psychologised, via the
inceptionof the â€˜¿�psychoneuroses',with neurotic
disorderbecomingtheprovinceof psychiatry.This
transition, requiring the archetypal neurosisof
hysteriato becomethepsychoneurosisof conversion
hysteria,wasalsoto permitneurologiststo reorgan
ise classification more assertively on the basis of

structuralpathologyor its plainly acknowledged
absence.

TheIrrelevanceof conversionto â€˜¿�conversionhysteria'

This analysis,demonstratingthat â€˜¿�conversionhysteria'
came to label a niche that had been shaped in order
to fit widernosologicaldemands,suggeststhat the
specificfeaturesof Freud'stheory of conversionmay
have been largely contingent on the success of
conversion hysteria as a diagnosis. It supplied a
meansby which hysteria could beconstructed asan
essentially psychogenic condition, that had appeared
at a particularlyfavourablemoment.Indeed,some
previousformulationsof hysteriahad been even
more exclusively psychological in their explanations
(e.g. Carter, 1853),and their surprising neglect by
contemporary medicine may have owed much to a
greaterincompatibility with contemporarynosology.
Conversely,it is lessof a surprisethat Russell
Reynolds, when setting out ideas on the psychogenesis
of hysteria in 1869 that were ultimately to be
highlyinfluential(cf. Merskey,1983),took painsto
differentiatehis â€œ¿�paralysisand other disordersof
motionandsensation,dependentonideaâ€•from the
conditionbeingdiagnosedasâ€˜¿�hysteria'at that time
(Reynolds,1869,p. 484).

As theprecedentof usingâ€˜¿�conversionhysteria'to
indicatea syndrome,setbyFreud,wasmorewidely
followed, the â€˜¿�psychiatrised'conceptof hysteria
became tied to the theory of conversion. It is
interesting that the refmements it has since undergone
showedthat psychoanalyticideasconcerningthe
interpretability of symptoms have enjoyed pro
gressivelylessinfluenceon the criteriaby whichit
hasbeendiagnosed,in keepingwith the thesisthat
they werecontingent to acceptanceof the syndrome
in the first place. Nevertheless, conversion hysteria's
psychoanalyticheritagesurvivesin the general
suppositionthat symptomformationisa reflection
of unconscious processes. This residual emphasis
upon the aetiologicalimplicationsof â€˜¿�conversion'
continuesto distractattentionfrom thosefeatures,
evidentfrom itsnosologicalsituation,that makeit
mostremarkable.

Among these, conversion disorder has retained the
singulardistinction of beinga psychologicaldisorder
whosesymptomsare identifiedwith the peripheral
nervous system. The persistence of such a concept,
seeminglyindispensableto practisingneurologists
(Mace& Trimble,1991),indicatesthatmany ofthe
conditions prevailing when it was introduced may
not havechangedgreatly.The conceptis certainly
an untidy one, althoughthis impressionmay be
enhanced becauseit signals deeper faults in the
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diagnosticstructure.Nevertheless,with the mood for
reform looking set to prevail, conversion hysteria's
futuremaybeviewedfrom a nosologicalstandpoint.

Conclusion:the future of conversionhysteria

Appreciationof theparticularqualitiesofthe category
of conversion hysteria, and of its functions within
thediagnosticsystem,carrya numberof implications
for the successof further diagnosticchanges.

Firstly, an understanding of the functions and
characterof the categoryof conversionhysteria
suggests that reform that merely substitutes labels,
for instanceletting â€˜¿�dissociation'operate where
â€˜¿�conversion'used to be, can solve little. It would
further obscure,rather than positivelyexploit, the
category's nosological idiosyncracy. In any case, a
cosmeticallyacceptablesubstitute, remaining just as
permeablein its boundary and reactivein its content,
can beexpectedto bethe object of renewedcriticism
once its predecessor'sFreudian associationsare
discoverednot to have beenthe sourceof all the
problemsit had posed.

Secondly, as â€˜¿�conversionhysteria' has been the
inheritorofa nichecreatedthroughlargerchanges
in diagnosticpractice,significantreformisunlikely
to be possible without adjustment to the terrain
around it. So-called â€˜¿�functional'nervous disorder
poseda conundrumbecauseofa psycho-physical
dualism that was increasingly mirrored within nos
ology. The emergence of conversion hysteria as a
uniquecategory,by whichanomalouscasescould
be flipped betweenzonesof neurologicaland psycho
logical disorder, complemented other nosological
revisions which had consolidated this polarisation.
Although that division has since been somewhat
attenuated, an abrupt discontinuityin nosology
between neurological and psychological disorder
persists.It mightbe mitigatedwerea more differ
entiated map to be used at the neuropsychiatric
borderlands, in which psychological as well as
somatic featureswould each have weight in the
diagnosisof a broader range of non-structural
syndromes than is the case now. Such a potentially
sweeping(and in somesensesretrograde)change
wouldnotcomeaboutsimplythroughfiat. It ismore
likely that significant reorganisation would be deferred
until it was forced by independent developments that
challengethe agreedbasisof diagnosis.For instance,
greatercontinuityat the neuropsycbiatricinterface
is a likely result were pressure to restructure the
diagnostic scheme to grow once again within neur
ology. Signs of this may already be detected. The
increasing refmement of investigative techniques
posesseriousproblemsfor the localisation paradigm

upon whichattemptsto link symptomsto specific
structural defectshave rested. Thesedevelopments
permit changes in function to be mapped in situ
that are complexand dynamic,yet associatedwith
anatomical alteration at remote sites (which they may
also precede). They therefore contradict the simple
topographiccorrespondencebetweenstructureand
function that the idea of the focal lesion begs
(Reynolds, 1989). The assumption that a clear
judgementcanbemadeasto howâ€˜¿�structural'a given
diseaseis hasdependedupona reliabledistinction
betweenstructuraland functional changethat is
looking increasingly hard to apply. These judgements
had underpinnedthe nosologicalrearrangementin
whichthecategoryof conversionhysteriaemerged.
A futurereorganisationof nosologythat respected
patterns of physiologicalas well as structural
changewould forcibly shift the ground on which
conversionhysteriahas stood, if not displaceit
altogether.

Thirdly, even if attempts to resolve some of the
deeper problems in the present nosological structure
do follow, this will not in itself guaranteesubstantial
change. The present paper has been necessarily
selective in looking to official classifications for
observationsabout nosology,and theseinevitably
misrepresent day-to-day practice (Mace & Trimble,
1991). Although it is probable that sanctioned
diagnoses and actual practice are more closely
aligned than formerly, diagnosis has traditionally
been shaped by the working needs of practitioners
who, asFaber(1923)well appreciated,arethoroughly
dependentupon the diagnostic matrix to structure
their clinicalthinkingand behaviour.

It may be argued that the concept of conversion
hasbeenunusualtoo in underpinninga characteristic
form of clinical behaviour, which might be termed
â€˜¿�conversive'.A patientmay besaidto haveprovoked
conversivebehaviourwhenthedoctorpainstakingly
pursuesinvestigationsto detectminute structural or
physiological abnormalities to a point at which an
abrupt switch occurs. Then all investigation stops,
attitudes to the patient may alter, and the symptoms
are interpretedaspsychologicalmanifestationswith
out the patient necessarilyhaving changed in any
way. Instead,thedoctor'sperceptionof thepatient's
problemhasundergonea form of conversion.The
reframing that occurshere is often radical, and
reflectsthediagnostician'sdependenceona schema
in whichneurologicalandpsychologicalframeworks
remainmutuallyexclusive.Rogers(1988)hasaptly
usedthesimileof Necker'scubeto illustratethesort
of switchthat can be entailed.

Althoughconversivebehaviourcanbeseenasan
expressionof nosologicallimitations, and to illustrate
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the relevance of the perspective that has been pursued
here, its real value is that it offers an important
opportunity for empirical study. Conversive behaviour
is relatively common, yet it remains unclear what
relative contributions are made by a range of
variables to its precipitation and the form it
takes. These include the symptoms patients present
with, other aspectsof their behaviour, as well as
the training of doctorsand their diagnosticand
attitudinalset.Researchthat tookconversivebehav
iour as a focus of study would offer a practical
exerciseby which the perspectivesof socialand
medicalsciencemight bepooled, anda reconciliation
between the â€˜¿�internal'and â€˜¿�external'perspectives
on hysteria,outlined at the outsetof this paper,
realised.

Lastly, while conversion hysteria has now featured
in psychiatric classification for half a century, the
recent attack it has faced indicates the presence of
powerful pressure for change. A category that
remains essentially â€˜¿�fuzzy'in its boundary, elastic
in scope,and (though lessessentially)aetiological in
implication, is bound to seemuntidy in a scheme
concernedwithphenomenologicalpurity.However,
this seemsa curiousdevelopmentgiventhe traditional
concernof nosographywith aetiologicalaswell as
descriptive classification, and the likelihood that
psychiatricnosologywill facean enormouschallenge
onceunderstandingof the biological underpinnings
of individual symptomspromptsregroupingsfounded
on a revisedpathology(Trimble, 1989).Thecurrent
growth in formalism within psychiatric diagnosis is
curiously reminiscent of the situation in medicine
two centuriesago, whennosologists'emphasison
the comprehensiveness, clarity, and cohesion of a
scheme took precedence over the incomplete insights
afforded by biology and pathology. That of course
wasthepreludeto a revolutionwithinmedicine,one
that wasto renderFerriar's(1795)originalconcept
of hystericalconversionobsolete.A reform of
psychiatric nosography, leaving it free to devise
groupings based on a fresh understanding of the
neurologicalpathology accompanyingpsychological
symptoms, would ultimately dispensewith the
current conceptjust as surely. However, even then,
provided diagnosis had remained the clinician's
most essential tool, one should expect a further
incarnation of hysteria to emerge elsewherewithin
medical nosology.
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