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Hysterical Spinal Paralysis
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Summary

Seventeen patients were diagnosed as having hysterical paralysis. Although a var-
tety of patterns of motor and sensory loss were seen, 15 out of 17 patients had normal
reflexes, and all the patients had bowel and bladder control, an important diagnostic
point. All but 1 were improved after an average 3-8 days hospital stay with 13
being fully recovered. When a patient is encountered with paralysis, normal reflexes
and bowel and bladder control, the only nitial diagnostic study indicated is routine
X-rays.
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Charcot, the French neurologist, developed the early description of hysteria.
Freud, one of his pupils, further defined la grand hysterie into four phases: the
epileptoid; violent movement; attitudes passionnelles or hallucinatory; and
the final delirium (Critchley and Canton, 1984). Hysterical paralysis fits into the
hallucinatory phase. Other terms used to describe this disorder are conversion
hysteria, conversion reaction, functional hysteria and functional paralysis.

The main feature of an hysterical problem is an alteration or loss of function
for which there is no apparent anatomical or physiological explanation. In hys-
terical paralysis there is loss of sensation and/or motor function in areas of the
body relating to the patient’s idea of a functional unit rather than in a definite
pattern of innervation. Hysteria has traditionally been considered to primarily
affect females and, whether male or female, occurs between the ages of 15 and
30.

Patients and methods

During 1988, the physicians at Shepherd Spinal Center saw 10 patients with a
diagnosis of hysterical paralysis. Patients admitted to Shepherd Spinal Center
and its associated hospital, Piedmont Hospital, from 1984 to 1988, with the
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discharge diagnosis of hysterical paralysis were reviewed. Seventeen records
were identified and analysed for sex, age, length of stay, aetiology, physical ex-
amination and status on discharge.

Results

Twelve of the 17 patients were male with an age range of 12 to 43 and an
average of 29-4 years. Aetiologies are shown in Table I. Review of the sensory
examinations demonstrated 11 to have had normal findings. Six others had
variable sensory loss which corresponded to the loss of motor function. All had
normal rectal sensation. The results of the motor examinations are shown in
Table II. In the 2 patients who were quadriplegic, 1 had touch preserved and
the other had normal sensation in all extremities.

Reflexes were evaluated in all cases. They were present in all but 2 and were
graded as equal except in 2 patients where they were present but diminished.
In both cases where the reflexes were not present, there was an associated high
alcohol intake.

All patients had X-ray evaluations, which were normal except for 1 patient
who had a T12 minimal compression fracture. Four patients had computerised
tomography, 2 a myelogram and 1 a magnetic resonance image, and all were
normal. Five patients had elevated blood alcohol, 3 had had a previous episode
of paralysis, and 1 had a positive psychiatric history.

Treatment consisted of evaluation and assurance that recovery would occur.
At discharge, 14 were normal, 3 had weakness in one leg and 1 patient was
transferred from the acute hospital to a psychiatric unit. This patient had no
history of trauma, with gradual onset of monoplegia. The average stay was 3-9
days ranging from 1 to 12 days.

Discussion

Hysteria is diagnosed when there are symptoms out of proportion to anatomical
and physiological function. Most investigators believe there is a higher inci-
dence in women. In this series, 709, were male. In a review by Dickson et al.
(1984), 8 of 9 were males and all 4 were males in Watson’s report (1982). In
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Delargy’s group (1986) 509, were males and Weingarden’s (Weingarden and
Lynch, 1984) group of 5 had 4 males. However, in a large series from the
Hysterical Paralysis Acupuncture Treatment Center in China (Zhenymg ez al.,
1987), 569%, were female. In Ziegler’s study (1960), of 134 patients with many
forms of hysteria, 829, were female. Although there is not total agreement, it
appears that hysterical paralysis is male predominant. Fifteen of these 17
patients had traumatic induced spinal cord injury. Spinal cord injury is a
problem of young adult males which may explain the reversed sexual incidence.

Elements of the physical examination are most important. Although any com-
bination of sensory and motor loss can be seen, the predominant clinical pattern
in all studies is paraplegia. The critical element in the examinations, as noted
by Smith (1926), is reflex function which is almost universally normal. In this
series, 2 patients had absent reflexes but the examination was clouded by heavy
alcohol intoxication; however, at discharge reflexes had returned. Reflex func-
tion in the presence of paralysis should alert an examiner to the possibility that
no spinal cord injury exists, suggesting a functional paralysis.

To test motor function the physician can elevate the paralysed limb and let it
go. Frequently the limb will remain suspended in space rather than quickly
returning to the examination table as it should if truly paralysed. Another test
is to place a hand under both heels and perform a straight leg rising test on one
side and frequently if there is not a true paralysis, the examiner will feel a
pushing down pressure on the unelevated heel.

All of the patients in this series had normal rectal sensation and with intact
reflex function had a positive bulbocavernosis reflex. Bowel and bladder control
are usually normal, arousing suspicion of the diagnosis of hysterical paralysis.
If there is any doubt, urodynamic studies can be obtained.

Regarding diagnostic studies, routine X-rays are all that is required. If the
X-rays are normal and the patient has normal reflexes, further evaluation may be
delayed for 24 to 48 hours. Most patients show significant improvement during
that time and by discharge are normal. In this study approximately $4000
worth of unnecessary studies were performed. If the patient’s paralysis does
not respond in 4 to 5 days, further studies are indicated but probably will be
normal.

Treatment is not a problem in the acute case but in those whose symptoms
last beyond 7 to 10 days physical therapy (Mackinnon, 1984), functional elec-
trical stimulation (Khalil ez al., 1988) and, in the Chinese series (Zhenymg et
al., 1987), acupuncture can be helpful. Long term psychiatric intervention may
be necessary in chronic cases (Lazare, 1981). In patients with a psychiatric
disorder who then develop paralysis, an organic cause must be ruled out prior
to attributing the paralysis to the psychiatric problem (Miller ez al., 1986).

Conclusion

In the evaluation of a traumatised patient who presents with paralysis, either
paraplegia or quadriplegia, obtain routine X-rays. If the patient has normal
reflexes and preserved anal and genital sensation and function, in-depth
diagnostic studies such as a CAT scan, myelogram or MRI are not indicated
acutely.
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