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et al's earlier research (1990) showed UK Hindus
had higher rates than Moslems. It would be inter
esting to know if their later work finds this pattern
repeated.
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AuThoR's REPLY: Dr Ineichen raises a valid issue.
Aggregation of groups originating from the Indian
subcontinent conceals the significant epidemiologi
cal differences that exist between them, and our
preference would have been to disaggregate into the
different national, religious and regional subgroups.
We have always adopted this approach where poss
ible, as for instance in an earlier paper in which we
were able to examine religious differences in suicide
rates (Soni Raleigh eta!, 1990). Some disaggregation
was feasible on that occasion because we were in the
unusually fortunate position of working directly
from death certificates, and hence could distinguish
between Hindu and Muslim names.

Unfortunately, much of the epidemiological re
search relating to ethnic minorities has been con
strained because the data more typically available
(on mortality and population size) do not permit
such disaggregation. We did not have access to the
death certificates for this later period. Instead, we
used the OPCS national mortality data relating to
persons born in the Indian subcontinent. These
cannot be disaggregated into the component country
groups (India, Pakistan, Bangladesh, Sri Lanka)
without some bias â€”¿�the reason for the bias is that
India is sometimes referred to as undivided, pre
partition India in recording country of birth at the
time of death registration. Thus, deaths registered as
Indian-born include some people born in Pakistan.
It is for this reason that OPCS have followed the
practice of aggregating the groups from the Indian
subcontinent (Marmot et a!, 1984) and the subject is
discussed in greater detail in these publications.
Hence, in this paper, we were not able to examine any
subgroups, whether national, regional or religious,

and I am conscious that we thereby lose an important
dimension to the work. In the circumstances, it was
unavoidable. I have little doubt (although this is no
more than an informed hunch) that the pattern vis-Ã 
vis Hindu and Muslim suicide rates would be similar
to what other studies have shown, because, as Dr
Ineichen points out, the two religions have very
different positions on suicide.
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What is the incidence of conversion pseudodementia?

SIR:Copeland eta! (Journal, August 1992, 161,230â€”
239) presented a three-year follow-up study designed
to confirm the prevalence and incidence of dementia,
depression, and pseudodementia identified in a
sample of 1070 elderly persons living in Liverpool.
The results from this detailed and rigorous research
have major implications for cross-cultural studies.
However, we are, once again, surprised to see that
cases of â€˜¿�conversionpseudodementia' (McEvoy &
Wells, 1979)were not detected by an epidemiological
investigation. At the end of the second year of a
follow-up study still in progress we confirm the
diagnosis of cases of conversion pseudodementia
identified at year 0.

Briefly, our study involved review of the clinical
charts of all 467 patients (228 men, 239 women;
median age 49 years, range 18â€”93)admitted to our
department of psychiatry from April 1989 to March
1990.We encountered an unexpectedly high number
(six) of cases of cognitive impairment probably
related to hysterical conversion reaction. This pre
liminary diagnosis was established using a stan
dardised protocol based on existing sets of clinical
criteria (Grant, 1989). Patient assessment followed
a step-by-step algorithm: (a) recognition and
measurement of the cognitive deficit by Mini
Mental State (Folstein eta!, 1975) and Blessed-Roth
information-memory-concentration test (modified
by Hodkinson (1972)); (b) exclusion of organic
dementing disorders by medical history, physical
neurological examination, laboratory tests, neuro
physiological and brain-imaging evaluation and by
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application of the Wells' Check-List Differentiating
Pseudodementia from Dementia (Wells, 1979); (c)
exclusion of depression by Hamilton Rating Scale
for Depression (Hamilton, 1960). The diagnosis
of conversion disorder was based upon a semi
structured psychiatric interview. Patient assessment
also included interviews with relatives, and socio
environment evaluations. In addition, all six patients
satisfied DSMâ€”IIIâ€”R,Lazare's (1981) and Kirby &
Harper's (1988) criteria for the diagnosis of conver
sion disorder. The six patients identified as affected
by cognitive impairment probably related to hysteri
cal conversion reaction were included in a three-year
follow-up programme. The follow-up consists of a
monthly interview with patients and their relatives, a
physical-neurological examination and laboratory
tests every six months, and a yearly neuropsychologi
cal assessment. At the end of year 2 the outcome for
the six patients was: four diagnoses of cognitive
impairment definitely related to conversion disorder
(one man, three women; median age 64 years; range
61â€”69);one diagnosis of cognitive impairment poss
ibly related to conversion disorder (associated with
depressive illness) (a 64-year-old man); one diagnosis
of cognitive impairment not related to conversion dis
order (diagnosis of primary degenerative dementia)
(a 73-year-old man).

The relatively high number of cases of conversion
pseudodementia identified by this study could poss
ibly be related to multiple factors: (a) our apparently
privileged standpoint as a result of our department
being the only referral centre providing psychiatric
assessment and care for the whole Val Trompia
population (Brescia Province, Italy; 106244 inhabi
tants in March 1990); (b) a peculiar sociocultural
environment able to cluster a pathology still confined
to sporadic observations; (c) the possible evolution
of hysterical symptoms since Charcot (1878) estab
lished the classical pathological reference patterns.
In this regard it must be underlined that in the
families of all four of the above-mentioned patients,
at least one relative suffering from cognitive
impairment could be found. The presence of affected
relatives might provide a model to be mimicked.
Interestingly, cognitive impairment may represent a
new kind of hysterical syndrome which appears to be
shaped by ageing and age-related disorders of con
temporary society. Moreover, as recently speculated
by Leff(1988), the expression of hysterical symptoms
in the Western world has shifted from the bodily
mode to the psychological mode; we believe that con
version pseudodementia might represent a paradigm
of this evolution.

Although the present study is limited by the
relatively small sample size and the incomplete

follow-up, we would like to highlight this reversible
cognitive dysfunction in order to underline the risk of
an inaccurate diagnosis of dementia causing possible
institutionalisation of the patient and subsequent
deterioration, and to urge epidemiological research
to provide quantitative data on this illness. In the
light of our experience, it would be interesting to
know if cases of dementia and pseudodementia, in
which hysterical behaviours were identified or sus
pected, were detected in Copeland et al's large study.
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AuThoR'S REPLY: Liberini and his colleagues raise
interesting points in their account of the incidence of
conversion pseudodementia. Within the UK, con
version hysteria is generally thought to be rare, es
pecially in older people. A benefit of increasing
interchange between European psychiatrists will be
the challenging of national diagnostic customs by
epidemiological evidence.
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