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ABSTRACT RESULTS CONCLUSIONS

This study was conducted to evaluate the pattern of psychogenic dystonia including associated
conditions and predictors of outcome in order to assess the long-term prognosis in this population

of patients seen in the Baylor Movement Disorders Clinic between 1988 and 2002 with psychogenic
movement disorders (PMD). Patients were contacted by telephone using existing contact information,
internet search engines, operator assistance, and people finder to obtain telephone numbers. Data
collected from a structured interview (telephone follow up) and detailed chart review (Visit 1) was entered
into a database. The psychogenic dystonia subset was analyzed, examining the characteristics as well
as outcome of patients with dystonia. Clinical features of the PMD were categorized using Fahn and
Williams diagnostic criteria, McMaster's Health Index Questionnaire, treatment, and outcome measures
including reason for improvement were recorded. The diagnosis of PMD was given in 4.1% (N = 517) of
all patients during this study period, with psychogenic dystonia accounting for 17.2%. There were more
women (n = 71) than men (n = 18) who were diagnosed with psychogenic dystonia. The average age at
onset was 34.8 + 13.8 years. The average duration of symptoms was 3.9 * 5.1 years, with the average
duration of follow-up being 3.6 * 3.1 years. Of these 89 patients with psychogenic dystonia 62.9% had
co-morbid psychiatric diagnoses, 74.2% had other neurologic symptoms and 25.8% had organic
neurologic disorders. A clear precipitating factor was noted by 78.7% patients of which personal life
stress, and trauma were the most common. Common clinical features of psychogenic dystonia include
distractibility (58.4%), intermittent, episodic symptoms (42.7%), inconsistent movements (21.3%), and
active resistance to passive movement (24.7%), and fixed posture (7.9%). Onset was abrupt in 85%
patients. Pattern of dystonia was generalized in 20% patients, while focal dystonia was noted in 38.2%
patients. Organic movement disorder was present in 20.2% patients with psychogenic dystonia.
Associated psychogenic tremor was noted in 71.7% patients. Long-term outcome was available in 54 Health-related( 1300 14.9
patients, while 24 refused interview, and 11 did not complete the questionnaire for outcome measures.
Improvement was noted by 32 patients (59.3%), 13 had worsened (24.1%), and 9 remained the same
(16.7%). Most common reason stated for improvement was effective treatment by the physician (39.6%).
In this series of psychogenic dystonia patients, we have identified abrupt onset, distractibility, intermittent
and episodic pattern, active resistance to passive movement, as the predominant characteristic features.
Women seem to be more affected than men, depression and anxiety are the most common psychiatric
co-morbidities. Improvement with time was noted in 59.3% patients and there is a positive correlation
between clinical improvement and perceived effective treatment.
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inconsistent movement, variable amplitude and frequency when associated tremor was present, active AMean (SD) Range; X p < 0.0001
resistance to passive movement, suppressibility, fixed posture. Data was also collected on comorbid
features including associated somatization, psychiatric or neurologic disorders, including presence of
organic movement disorder.
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