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AbstrAct
Munchausen syndrome in adults have been intensively 
studied but only a few publications exist describing this 
syndrome in children. Research and clinical attention for 
factious disorders among children and adolescents focus 
almost solely on a “by proxy” presentation. In the case 
report before us, we present a teenager who had a known 
history of somatic symptom falsification and underwent 
unnecessary elaborate and invasive medical management. 
Preventive measures such as raising awareness, listing 
of medical observations suggesting suspicion and a 
national patients registry may prevent unnecessary 
medical procedures, and assist in identifying patients 
suffering from a mental disorder. 
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imposed on self (otherwise known as “Munchausen 
syndrome” (1) is described in DSM-5 as falsification of 
physical or psychological signs or symptoms, or induc-
tion of injury or disease by a patient (2). The deceptive 
behavior should be evident in the absence of an external 
incentive such as avoiding military duty or obtaining 
financial compensation. Feigning of a medical condition 
with external incentive would most likely be diagnosed as 
malingering (a condition no longer considered a mental 
disorder according to DSM-5).

In the 18th century, the German author Rudolph Erich 
Raspe wrote the story of Baron Karl von Münchausen, 
a German cavalry officer. The character was based on 
the real-life contemporary military hero, Baron von 
Münchausen, known for his tendency to outrageously 
exaggerate when recalling his military exploits (3). The 
Baron’s name was adopted by Richard Asher in 1951 to 
describe a chronic factitious disorder characterized by 
a dramatic clinical presentation of a history of recur-
rent hospital admissions (1). Asher initially described 
three forms of presentation – acute abdominal (lapa-
rotamophilia migrans), haemorrhagic (haemorrhagia 
histrionica) and neurological (neuropathica diabolica). 
Rather than give up on the pretense, patients maintain 
their deception even in the face of invasive investiga-
tions and surgical procedures of which there are many 
extreme examples in scientific literature: one patient 
suffering from the condition was reported to undergo 
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IntroductIon  
A patient presenting with an acute medical condition, 
supported by a plausible medical history, warrants a 
thorough medical workup.  In some cases the workup 
will reveal ambiguous and incoherent findings, raising 
the possibility of Factitious disorder. Factitious disorder 
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a prefrontal leucotomy, and repeated and increasingly 
proximal limb amputations have been reported in other 
cases (3). Multiple hospitalizations often lead to iatrogenic 
general medical conditions (4).

Studies regarding management and treatment of 
Munchausen syndrome are scarce regarding adults and 
even more so for adolescents. Psychotherapy is the stan-
dard treatment of choice, as was the mainstay of treatment 
in the case of B. (5, 6).  Treatment with medication such 
as an antidepressant or antipsychotic pharmacotherapy 
does not seem to be beneficial (6).

Munchausen syndrome has also been called “hospital 
addiction,” “polysurgical addiction” and “professional 
patient syndrome” (7). According to recent literature, 
it is estimated that approximately 1% of patients in the 
hospital setting meet the criteria for the disorder. There 
seems to be insufficient data to confirm a difference in the 
gender ratio (2, 3). Patients diagnosed with Munchausen 
syndrome have been reported as being untruthful, and 
often suffer from concomitant substance abuse. The moti-
vations of patients with factitious disorder may include a 
desire to receive affection and care by undergoing medi-
cal procedures or experiencing a sense of control from 
deceiving healthcare professionals (8).  Some predisposing 
factors have been described for factious disorder, such 
as abuse in childhood, medical conditions and other 
mental disorders (9).  Discrepancy between medical 
history, physical signs and laboratory results should 
raise a suspicion that the symptoms are fabricated(10). 

Suggested observations that may raise suspicion as to 
the existence of the disorder are listed in Table 1 (3, 11). 

Research and clinical attention for factitious disorders 
among children and adolescents focus almost solely on 
a “by proxy” presentation, although no data suggesting 
less prevalence of primary Munchausen syndrome in this 

population has been published to the best of our knowl-
edge. In the majority of cases, suspicion of Munchausen 
syndrome appears after revealing a medical history from 
prior healthcare providers (1). Induced symptoms are 
generally more difficult to detect than fabrication of 
symptoms, but once they are detected they might be 
easier to confirm or prove (12). 

The distinction between a somatoform and factitious 
disorder is mainly based on volitional choice and the 
known consequences that might follow its exercise in 
specific situations (13).  In some cases, despite having a 
known relevant psychiatric medical history, the patient’s 
management includes invasive diagnostic and treatment 
procedures, as we describe in this report.

PAtIent descrIPtIon
B., 17 years old, was well known to the adolescent psychi-
atric inpatient unit in a central mental health center from 
a prior hospitalization, due to psychogenic non-epileptic 
seizures (“pseudo-seizures”). He had been previously 
diagnosed with Obsessive Compulsive disorder, Tourette 
syndrome and Attention Deficit Hyperactivity disorder, 
and was transferred to the ward from the surgical unit 
in a large general hospital. After undergoing a thor-
ough and surgically invasive medical investigation for 
suspected gastrointestinal bleeding, he was admitted to 
the adolescent psychiatric inpatient unit by court order 
due to a suspicion of self-inflicted injury resulting in 
serious bleeding, and possible ingestion of blood. Three 
months prior to his admission to the psychiatric unit, B. 
was examined in the emergency ward of two different 
hospitals due to reported hematemesis. He was later 
hospitalized in general hospital A and  underwent two 
abdominal CT scans demonstrating no exceptional find-

Table 1. Suggested observations that point towards suspicion of Munchausen disorder

Clinical observation Medical information per history
•	Atypical, dramatic, vague and inconsistent presentation of 

symptoms although  apparently plausible
•	 Inconsistency between medical  anamnesis and objective findings
•	Perfect descriptions that resemble a medical textbook 
•	Sometimes technical medical words slip out
•	 Indifferent acceptance of risky and invasive procedures
•	Emergence of symptoms only when the patient is being observed
•	Hostile, controlling patients, particularly when they are not heard or 

when they are asked documentation as proof of illness
•	Apparent development of complications or change in the initial 

clinical symptoms
•	when the suggested disease has been ruled out

•	 Large number of admissions into different hospitals with a long 
medical history

•	Abuse of drugs, especially prescription painkillers or sedatives
•	Employed or trained in a branch of medicine
•	Early experience of protracted illness/admissions
•	Psychological predisposition or psychiatric illness
•	Sociopathic personality traits and personality disorders
•	Separation anxiety
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ings, and a gastroendoscopy which revealed gastritis 
with no apparent bleeding source and for which he was 
treated with Omeprazole. 

Following this, B. was admitted to general hospital X 
where a workup included an endoscopy and a colonoscopy 
without any findings. Suspicion was raised that the blood 
loss was due to self inflicted injury and he was placed under 
supervision until his discharge. A few weeks later, he was 
admitted once again to general hospital A due to reported 
massive hematemesis containing blood clots, and a complete 
blood count revealing a decline in hemoglobin from 13g/dl 
to 8.9g/dl. His medical file upon admission also recorded a 
diagnosis of Tourette syndrome, gross hematuria, a previous 
left flank blunt trauma and pseudoseizures. Hospital A was 
unaware of the recent hospitalization in hospital X. Upon 
admission, an emergency gastroendoscopy was performed, 
with no evidence of internal bleeding, and he was admitted 
to the Intensive Care Unit. The combination of B.’s alarming 
report of massive hematemesis, the documented dramatic 
drop in hemoglobin levels and persistent tachycardia led 
to a diagnostic angiography that uncovered no apparent 
source of bleeding, and an empiric embolization of the left 
gastric artery was performed. During this period, B.’s par-
ents reported to his community psychiatrist that they had 
discovered hidden plastic bags in B.’s bedroom containing 
blood remains, open syringe cases, syringes, a cat collar 
(probably used as a vein tourniquet) and bloody napkins. 
The psychiatrist shared this information with the hospital 
medical team, and a psychiatric evaluation recommended 
that B. be transferred to a adolescent psychiatric unit. The 
patient declined to be hospitalized and thus a court order 
was issued. 

During his hospitalization B. appeared intelligent and 
unusually familiar with medical conditions, pharma-
cotherapy and the medical jargon. He described many 
somatic symptoms which he portrayed with indifference 
and detachment. On the ward, B. attempted to take on 
the role of “therapist” for other patients, declared his 
wish to become a physician (and declared that he had 
been accepted to a medical school in another country). 
Treatment included initiation of a psychotherapeutic 
alliance, behavioral therapy with several confrontational 
meetings, occupational therapy, family therapy and 
reinitiation of pharmacotherapy with Duloxetine and 
Fluoxetine. Psychotherapy sessions focused on expressing 
emotions, and validation of the self-inflicting damage 
disorder as a worrying and potentially serious medical 
risk. The use of validation interventions within psycho-
therapy have shown efficacy regarding his insight, but 

no substantial alleviation in symptoms was achieved. 
During a psychiatric interview, he confessed he had 

been repeatedly letting large quantities of blood, prior and 
during his hospitalization in the adolescent psychiatric 
ward. He described bloodletting on a weekly basis, in the 
ward lavatories and bathroom. Subsequently, the nursing 
staff uncovered concealed medical equipment used for 
this purpose, including needles, blood-stained bags and 
condoms he had used as a tourniquet.

Upon reaching age 18, the court order for hospitaliza-
tion expired and B. was released from the ward, contrary 
to the recommendations of the medical team. 

dIscussIon
While Munchausen syndrome in adults and Munchausen 
syndrome by proxy have been intensively studied and are 
well described, only a few publications exist describing 
this syndrome in children. According to a literature review 
published in 2000 (14), over a period of 30 years only 
42 cases were described. According to a retrospective 
study published in 2008, “The prevalence of factitious 
disorder in pediatric patients seems to be only slightly 
lower than the prevalence among adult patients seen in 
the frame of psychiatric consultation-liaison service” 
(15). The prevalence of Munchausen syndrome among 
children and adolescents is a rare condition, yet it is of 
great importance to identify these cases.The authors stress 
the importance of identifying intentional falsification 
of somatic symptoms among children and adolescents. 
Increased awareness may prevent unnecessary medical 
procedures and treatments, and assist in identifying 
patients suffering from a mental disorder presenting with 
somatic complaints. Factitious disorder is characterized 
by falsification of medical or psychological signs and 
symptoms in oneself or others. According to DSM-5, 
the deceptive behavior must be evident in the absence of 
obvious external rewards –  thus differing from malinger-
ing, where the symptoms are reported for personal gain. 
Factitious disorder differs from conversion disorder, in 
that factitious disorder diagnosis requires evidence of 
deceptive falsification of symptoms. 

Studies regarding management and treatment of 
Munchausen syndrome are scarce regarding adults and 
even more so for adolescents. Psychotherapy is the stan-
dard treatment of choice, as was the mainstay of treatment 
in the case of B. (5, 6).  Treatment with medication such 
as an antidepressant or antipsychotic pharmacotherapy 
does not seem to be beneficial (6).
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A systematic review on factitious disorder in patients 
aged over 16 years, which included 32 case reports and 13 
case series, showed insufficient evidence of any manage-
ment technique for factitious disorders (4). 

There is thus insufficient data to evaluate effective-
ness of any management techniques, although several 
key points emerge: active pursuit of prompt diagnosis, 
regular interdisciplinary meetings, face-saving strategies 
(e.g., hypnosis), treating underlying psychiatric disorders 
including personality disorders (16), appointing a primary 
care provider as a “gatekeeper” and avoiding unnecessary 
medical tests (11). There seems to be a  consensus that 
one of the most important factors leading to success-
ful management is early recognition of the disorder (5, 
6, 11), which can enable early treatment interventions 
and prevent unnecessary harmful procedures such as 
demonstrated in the case of B.  

This case also emphasizes the importance of a multidis-
ciplinary approach, including a psychiatric consultation, 
when evaluating a patient presenting with symptoms 
inconsistent with objective findings, especially with 
multiple prior medical procedures and observations 
lacking substantial findings. The possibility of misdiag-
nosis of an organic illness, among other reasons, may 
deter physicians from including a psychogenic disorder 
in the differential diagnosis. This may happen even when 
working up patients with a known prior psychogenic 
diagnosis, such as we have presented. This, in turn, may 
lead to unnecessary use of invasive and costly procedures, 
and may subject patients to significant risks and defer 
suitable treatment for many years (3).

This case also emphasizes the disadvantages of not 
creating a registry of patients previously diagnosed with 
Munchausen syndrome in the Israeli medical system 
(otherwise known as a “black list”) which is probably 
the best-known preventative approach (3). This strategy, 
advocated by many, including Asher (1), could prove to 
be efficacious and would be relatively easy to implement, 
especially in Israel, due to population size and techno-
logical advances in the health system. Nevertheless, a 
“black list” presents a number of dilemmas, including 
substantial ethical considerations such as breaching of 
medical confidentiality, and the risk of avoiding neces-
sary treatment due to prejudice. The authors would like 

to point out that while preventative measures such as 
a shared registry may raise ethical, legal and logistical 
difficulties, it could potentially enable early recognition, 
thus reducing the risk of serious physical harm to patients 
suffering from factitious disorders, such as in the case of B.

We hope to raise the awareness of clinicians for the 
need to include Munchausen syndrome in the differential 
diagnosis, in the clinical pediatric population when it 
is called for, so as to prevent patients such as B. from 
undergoing unnecessary and risky medical procedures.
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