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Objective: Factitious disorder with phys-
ical symptoms characterizes patients who
strive to appear medically ill and assume
the sick role. Clinical suspicion is highest
for female health care workers in the
fourth decade of life. This study was de-
signed to analyze the diagnosis of facti-
tious disorder, the demographics of af-
fected patients, and intervention and
treatment.

Method: Retrospective examination was
of 93 patients diagnosed during 21 years.
Two raters agreed on subject eligibility on
the basis of DSM-IV criteria and absence
of a somatoform disorder and a plausible
medical explanation.

Results: The group included 67 women
(72.0%); mean age was 30.7 years (SD=8.0)
for women and 40.0 years (SD=13.3) for
men. Mean age at onset was 25.0 years
(SD=7.4). Health care training or jobs were
more common for women (65.7%) than
men (11.5%). Most often, inexplicable lab-

oratory results established the diagnosis.
Eighty had psychiatric consultations; 71
were confronted about their role in the ill-
ness. Only 16 acknowledged factitious be-
havior. Follow-up data were available for
only 28 patients (30.1%); maximum dura-
tion of follow-up was 156 months. Two pa-
tients were known to have died. Few pa-
tients pursued psychiatric treatment.
Eighteen left the hospital against medical
advice.

Conclusions: Factitious disorder affects
men and women with different demo-
graphic profiles. Diagnosis must be based
on careful examination of behavior, moti-
vation, and medical history and not on a
stereotype. Laboratory data and outside
medical records help identify suspicious
circumstances and inconsistencies. Con-
frontation does not appear to lead to pa-
tient acknowledgment and should not be
considered necessary for management.

(Am J Psychiatry 2003; 160:1163–1168)

Factitious disorder with physical symptoms is challeng-
ing for health care providers. DSM-IV offers two inclusion
criteria: physical symptoms are intentionally produced,
and the patient’s motivation is to assume the patient role.
The only exclusion criterion is the lack of external incen-
tives seen in malingering. The DSM criteria define an ex-
tremely heterogeneous population with coexisting medi-
cal and psychiatric disorders.

Case series are an invaluable data source for factitious
disorders, which can cause irreversible medical conse-
quences for the patient, tremendous cost to society, and
strong emotions in health care providers (1–4). The inci-
dence and prevalence of factitious disorder with predomi-
nantly physical symptoms are unknown because its inher-
ently secretive nature thwarts traditional epidemiological
research. Sutherland and Rodin (5) estimated the inci-
dence at a tertiary medical center of 0.8% on the basis of
10 patients (70% female) referred to psychiatry out of
1,288 psychiatric consultations. Population-based studies
that use either surveys or review of comprehensive medi-
cal records have not been conducted.

Most literature regarding factitious disorders has been
based on hundreds of case reports and a few large series.
In 1983, Reich and Gottfried (4) described a 10-year expe-

rience with 41 patients with factitious disorders in a hospi-
tal population. This group was 95% female, their average
age was 33 years, and 68% had health-related jobs. Carney
and Brown (1) described 42 patients, 76% of whom were
female. The mean age was 34 years, and 50% were in “car-
ing professions.” The profile of the young female health
care worker with factitious disorder is widely accepted (6).

Method

This study was approved by the Mayo Foundation’s institu-
tional review board. Effective Jan. 1, 1997, Minnesota law requires
patient consent for all medical records review for research. Con-
sent is not required for patients seen before that date unless they
return for subsequent care. Data were collected from February
until June 1997; three potential patients were excluded.

Two databases were used to identify patients. The computer-
ized master list of dismissal diagnoses from 1976 to 1996 was
searched for “factitial disorder,” “factitial symptoms,” “Mun-
chausen’s syndrome,” and “polysurgical syndrome.” However,
this database was not sufficient because some patients with a
compelling diagnosis of factitious disorder were not included. In
some cases, the primary medical or surgical service elected not to
state “factitious disorder” as the dismissal diagnosis but preferred
a less provocative diagnosis, for example, “anemia of unknown
origin.” To identify cases of this type, the psychiatric consultation
service list from 1980 to 1996 was manually reviewed for all re-
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quests concerning these disorders. Because psychiatric consulta-
tions were not conducted on all patients, this resource was also
insufficient. The two databases were used in a concerted effort to
identify all patients with possible factitious disorder in the 20-
year interval. The same inclusion and exclusion criteria were used
for both sources of data. Missing records from the psychiatric
consultation database determined the 4-year staggered start.

Data Collection

U.S. residents who were inpatients 18 years or older at index
treatment were eligible. This study was designed to test the hy-
pothesis that patients with factitious disorder have a shorter life
expectancy than a national age- and sex-matched normative pop-
ulation. The aim was to collect follow-up data and use the Social
Security Administration Death Master File to determine the age at
death of the patients. Because of tremendous difficulty obtaining
follow-up data, this part of the study was not completed. Problems
included no permanent address, undocumented Social Security
number, false names, and records that disappeared at dismissal.

All medical records were examined by two reviewers. DSM-IV
criteria were used. Patients were included if their physical signs or
symptoms were intentionally produced and their motivation was
to assume the sick role. If external incentives such as economic
gain were present, patients were excluded. Several additional is-
sues not referred to in DSM-IV were also addressed. Patients were
excluded if their medical records revealed one or more of the fol-
lowing: plausible medical explanation, possible somatoform
disorder (suspected unconscious symptom production and moti-
vation), exclusively psychological factitious symptoms, or inade-
quate data. Patients with symptoms limited to the hair and skin
(apart from nonhealing deep wounds) were excluded because
this set of patients was large; in this distinct subgroup, motivation
to assume the sick role was generally absent. Both raters evalu-
ated patients independently and then reached consensus. Pa-
tients were excluded if either reviewer determined a possibility
that the symptoms were not factitious, usually because of a plau-
sible medical disorder.

The index treatment was defined as the hospitalization during
which the treatment team concluded that the patient’s illness was
factitious. This index treatment became a reference point, and all
subsequent data were considered follow-up or outcome data.
Data were sought to support the classic diagnosis of Munchau-
sen’s disorder, which requires a self-inflicted medical condition,
visits to multiple medical centers (peregrination), and pathologic
lying (pseudologia fantastica) (7). This step was undertaken be-
cause many physicians persist in using Munchausen’s terminol-
ogy and criteria when referring to patients with factitious disor-
ders. Peregrination was identified as having previously visited
three or more medical centers for the same problem. The authors
failed to develop a definition for pseudologia fantastica that could
be operationalized.

Patients were included only if there was conclusive evidence
that the patient intentionally produced or feigned physical signs
or symptoms (DSM-IV criterion A). The specific categories of evi-
dence and examples are as follows:

1. Inexplicable laboratory results (foreign material in biopsy
samples, positive results of toxicology screens, or a history
of abnormal findings from biological fluids collected in pri-
vate but normal findings from fluid collected while patient
was under observation) (Table 1).

2. Inconsistency between the history and results of physical
examinations.

3. Patient admission of self-induced illness.

4. Records from other institutions (patients denying recent di-
agnostic evaluations in the context of contradictory infor-
mation or criminal conviction for Munchausen’s syndrome
by proxy).

5. Observed tampering and inappropriate behavior (removal
of dressings, manipulation of catheters, or syringes contain-
ing medications or contamination).

6. Surreptitious use of medications (suspected medications
were found in the patient’s possession).

7. Family confrontation of patient.

TABLE 1. Selected Examples of Inexplicable Laboratory
Results for 93 Patients With Factitious Disorder

Presenting Complaint Laboratory Evidence
Hematuria Red candy found in urine sample
Recurrent hypoglycemia Exogenous insulin identified
Nonhealing wound Mouthwash found in wound
Pheochromocytoma 

after adrenalectomy 
elsewhere

Normal adrenal tissue

Diarrhea Stool sample consisted purely of water
Recurrent renal colic Glass fragments found in urine sample
Recurrent polymicrobial 

infections
Unusual pathogens found 

(aquarium water)
Hypokalemia, diarrhea Thiazide diuretics detected in urine 

toxicology screening

TABLE 2. Demographic Characteristics of 93 Patients With
Factitious Disorder

Variable Patients With Variable
N %

Sex
Male 26 28.0
Female 67 72.0

Race
Non-Hispanic/white 84 90.3
African American 2 2.2
Other or mixed 7 7.5

Education
Less than high school 10 10.8
High school graduate or some 

college or technical school 48 51.6
College graduate or higher 18 19.4
Unknown 17 18.3

Health care training
None 49 52.7
Nursing 24 25.8
Medicine 2 2.2
Other (such as technical, 

emergency medical 
technician, medical illustrator) 18 19.4

Employment
Employed and/or student 64 68.8
Disabled 15 16.1
Worker in health care field 41 44.1

State of residence
Minnesota 17 18.3
Illinois 10 10.8
Wisconsin 8 8.6
Other (23 states) 58 62.4

Mean SD Median Range
Age at index evaluation (years)a 33.8 10.6 32 18–68

Men 40.0 13.3 39 21–68
Women 30.7 8.0 31 18–64

Age at onset (years)b 25.0 7.4 26 13–39
Men 26.0 10.2 25 17–38
Women 24.8 7.0 26 13–39

a Significant difference between groups (p<0.003, Wilcoxon rank-
sum test).

b Nonsignificant difference between groups (p=0.70, Wilcoxon rank-
sum test).
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Statistical Analysis

The data were entered into SAS 6.0 (SAS Institute, Cary, N.C.),
and descriptive statistical analysis was conducted. Wilcoxon’s
rank-sum test (also known as the Mann-Whitney U test) was used
to test whether the median age was significantly different be-
tween male and female patients in the study. A two-sided test was
used (8). The reported p value was based on the normal approxi-
mation; p values of 0.05 or less were considered statistically sig-
nificant. The median, range, mean, and standard deviation were
reported for age for each sex.

Results

The study included 93 hospitalized patients with facti-
tious disorder. Twenty cases were obtained from the insti-
tutional master list and 73 from the psychiatry consulta-
tion service list. The characteristics of the patients are
described in Table 2. The study group was predominantly
female, and the women were significantly younger than
the men (p<0.003, Wilcoxon rank-sum test). Women were
more likely to have health care training or jobs (N=44,
65.7%) than men (N=3, 11.5%). Peregrination was identi-
fied in 16 men (61.5%) and 28 women (41.8%). Table 3 lists
the type of evidence that supported factitious disorder,
and Table 4 provides several features associated with this
study group. Complaints of pain were the most frequently
associated feature, and problems with prescription medi-
cations were common. A subgroup had close relationships
with local physicians. Several patients exhibited unusually
immature behavior with hospital staff or family and
friends, a finding suggesting poor coping skills.

The interventions pursued by primary medical or surgi-
cal services are listed in Table 5. The majority of the pa-
tients (76.3%) were confronted with their diagnosis; how-
ever, only a small number (17.2%) acknowledged that their
illness was self-induced or simulated.

Follow-up data are included in Table 6. A small number
of patients received continuing medical care at the same
institution after the diagnosis of factitious disorder was es-
tablished. The medical records revealed three patients
who subsequently sought inappropriate medical care
elsewhere. In some cases, this outcome was determined
because other institutions requested medical records.
Eighteen patients left against medical advice, and four pa-
tients refused dismissal. A small group of patients agreed
to receive psychiatric treatment, but it was difficult to de-

termine to what extent they engaged in treatment and
modified their behavior.

Discussion

Determining what evidence is sufficient for establishing
the diagnosis of factitious disorder remains difficult. Five
levels of factitious disorder behavior have been proposed:
1) fictitious history, 2) simulation, 3) exaggeration, 4) ag-
gravation, and 5) self-induction of disease (6). These levels
are awkward to apply because they overlap, and patient
presentation varies over time. Most of the patients in-
cluded in this study group would be placed in level 4 or
higher because conclusive laboratory data and physical
examination data are more readily available. At lower lev-
els of enactment, physicians must rely on inconsistent
medical histories. Medical records from elsewhere offer-
ing contradictory information are useful, but secretive pa-
tients are often reluctant to authorize their release. In-
sightful family members, if available, also may provide
invaluable data regarding a fictitious history or simulation
of symptoms.

Differential diagnosis in patients with self-destructive
behaviors is extensive, and the disorders include somato-
form, eating, chemical dependency, personality, psy-
chotic, and malingering. Verifying that a patient’s objec-
tive is to assume the sick role rather than, for example, to
access drugs, is critically important. Evidence that was ac-
ceptable for this retrospective study was deliberately con-

TABLE 3. Evidence of Factitious Disorder in 93 Patients

Patients With Evidencea

Evidence N %
Inexplicable laboratory results 42 45.2
Inconsistent or implausible history 33 35.5
Patient admission of self-induced illness 16 17.2
Outside records 15 16.1
Observed tampering, syringes, etc., found 11 11.8
Hidden medications found 4 4.3
Family confronted patient 3 3.2
a Total is more than 93 because some patients had more than one

type of evidence.

TABLE 4. Associated Features in 93 Patients With Factitious
Disorder

Feature

Patients With Feature

N %
Self-referred 44 47.3
Pain complaints 85 91.4
Visited three or more medical centers 

previously for the same problem 28 30.1
Alleged abuse of the patient 21 22.6
Personal involvement with local physician 

(such as close friend, employee) 13 14.0
Immature relationships

With medical staff 24 25.8
With family or friends 19 20.4

Chemical dependency issues
Opioids 14 15.1
Benzodiazepines 9 9.7
Alcohol 8 8.6

Other DSM-IV psychiatric disorders 30 32.3

TABLE 5. Interventions for 93 Patients With Factitious
Disorder

Intervention

Patients Given Intervention

N %
Psychiatric consultation

Obtained 80 86.0
Never ordered 7 7.5
Patient refused 8 8.6
Patient left before assessment 8 8.6
Patient confronted 71 76.3
Patient acknowledged 16 17.2
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servative. Additional patients may have presented with
suspicious behaviors that were never documented as po-
tentially factitious by the hospital teams. As a result, these
patients are likely an underrepresentation of the number
of patients with factitious disorder seen at our institution.

The two databases used for this study yielded similar
cases existing in different contexts. The computerized
master list primarily included patients with clear-cut situ-
ations. This source provided data regarding the 23 patients
who were not seen by the psychiatry consultation team;
reasons for this were patient refusal, patient dismissal, or
lack of a request. Fewer data concerning past psychiatric
history and social concerns were available for these pa-
tients. Primary services were hesitant to record factitious
disorder as the dismissal diagnosis, sometimes with even
robust evidence. The psychiatric consultation log revealed
121 patients with a questionable factitious disorder. In 48
instances, patients were excluded from the final study
group because of insufficient evidence or exclusion crite-
ria, but in 73 cases, the factors supporting the DSM-IV di-
agnosis were present in the opinion of the examining psy-
chiatrist. However, sometimes the primary surgical or
medical team still declined to explicitly state factitious dis-
order on the dismissal summary. The willingness for psy-
chiatrists and nonpsychiatrists to document factitious
disorder varies considerably within this institution and
nationally. Even published case reports can generate con-
troversy to consider factitious disorder in the presence of
other psychiatric diagnoses (9).

In our experience, physicians are reluctant to consider a
factitious process in the differential diagnosis unless defin-
itive proof is available. If the threshold of evidence is too
high, patients undergo unnecessary, risky, and expensive
procedures. However, when the standard for evidence is
too low, patients can be inappropriately confronted about
their role in inducing an illness. In our opinion, factitious
disorders must remain diagnoses with exclusion and inclu-

sion criteria. Simply identifying core inclusion symptoms
does not address the extensive psychiatric and medical dif-
ferential diagnosis (10). New diagnostic results, such as low
C-peptide levels in suspected exogenous insulin use, can
simplify documenting a factitious process (11, 12). How-
ever, more in-depth understanding of the vast array of
medical disorders and their variants can make it more dif-
ficult to confidently consider a factitious explanation.

The need for diagnostic rigor is clear. Once a treatment
team becomes suspicious that a patient is deliberately
fabricating or simulating an illness, countertransference
issues potentially interfere with the provision of compas-
sionate medical care. Furthermore, if the treatment team
decides to confront a patient about a suspected factitious
disorder, the patient-physician relationship is likely to be
irrevocably damaged.

The high percentage (72.0%) of female patients in this
study group challenges the DSM-IV assertion that facti-
tious disorder is more common in men. Additional reports
describing relatively large study groups would assist in de-
termining the sex prevalence. Clearly, published single
case studies may be misleading in this regard.

Our study confirms that a significant subgroup (47.3%
of the total) consisted of female health care workers. The
well-known stereotype of the patient with factitious disor-
der has likely biased this retrospective study group. None-
theless, the study method also permitted identification of
a small majority of patients (52.7%) who had a different
demographic background. The vague inclusion criteria
used previously may have unfairly weighed demographic
factors in studies in which the patients were overwhelm-
ing female (5). The use of two reviewers to determine po-
tential cases was expected to reduce the ascertainment
bias inherent in a project of this type. The relative number
of health care workers in case series of factitious disorder
is striking (1, 4, 5). These patients have the knowledge and
skills needed to induce a plausible illness. Whether this
pattern diminishes over time with the evolution of televi-
sion programs depicting realistic and graphic medical
scenes remains to be seen. Close relationships with local
physicians, which included family members, employees,
and friends, were observed, and the illness conceivably fa-
cilitated more contact or the relationship interfered with
detection of the factitious process.

Most of the patients (71.3%) were well educated (high
school education or higher), and most (68.8%) were either
employed or full-time students. This socioeconomic dis-
tribution is unlikely to be explained by persons having in-
surance coverage that permitted access to a tertiary medi-
cal center. During this study, unemployed and disabled
patients would have had ready access because of govern-
ment insurance programs. Patients with factitious disor-
ders have been described as belonging to higher socioeco-
nomic groups, but this characterization has not been a
satisfactory explanation (13). The age at onset was in early
adulthood for both men and women.

TABLE 6. Follow-Up Data for 93 Patients With Factitious
Disorder

Outcome Patients With Outcome
N %

Confirmed dead 2 2.2
Threatened to sue institution 4 4.3
Ongoing care at institution

Inpatient 22 23.7
Outpatient 7 7.5

Agreed to psychiatric treatment
Inpatient 11 11.8
Outpatient 8 8.6

Subsequently sought inappropriate 
medical care elsewhere 3 3.2

Left against medical advice 18 19.4
Refused dismissal 4 4.3
No follow-up data 65 69.9

Mean SD Range

Duration of follow-up (months) 64 51 1–156
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Evidence indicating the most effective intervention and
treatment is still lacking. Immediate confrontation ap-
pears ineffective in most patients. The approach advo-
cated by Eisendrath and associates (10) is likely preferable,
in which patients suspected of having a factitious process
are treated in a supportive manner without confrontation.
Physicians often feel that confrontation is necessary to
complete the evaluation; however, data show that few pa-
tients admit their behavior. The alternative method is
gradually to develop an empathetic relationship that in-
duces the patient to give up the maladaptive behaviors.
The assistance of a psychiatrist is beneficial to assess the
patient for coexisting psychiatric disorders and to advise
the primary health service on management (14). However,
when patients place themselves at risk of iatrogenic injury,
a more direct approach is sometimes mandatory. Treat-
ment of any coexisting chemical dependency or psychiat-
ric disorder is optimal.

The generalizability of these observations made at a
midwestern tertiary care center is unclear. Psychiatrists
and nonpsychiatrists at medical centers renowned for
specialized diagnostic evaluations likely encounter similar
patients. This study group clearly represents a referral
group because patients traveled from all over the United
States for medical care. However, for many patients, the
desire to obtain multiple medical opinions appears to be
an element of the disorder. The impact of managed care
restrictions on reducing peregrination is unclear. In our
opinion, no psychiatric or medical disorder served mean-
ingfully as a control group. In this respect, this study de-
parts from conventional research standards. If future pro-
spective studies are feasible for examining long-term
outcome, quality of life, or health care costs, for example,
some type of comparison group will be necessary.

The investigators are aware that some of the informa-
tion in the medical records of this group of patients may
be inaccurate. For example, the information regarding vis-
its to previous health care centers could not be easily veri-
fied. Patients are likely to have underestimated the num-
ber of visits if they were concerned that doing otherwise
would expose them to scrutiny for a factitious disorder.
Several patients had social and developmental histories
that were clearly implausible, but no means were available
to verify their educational or occupational histories. The
diagnosis of Munchausen’s syndrome requires the pres-
ence of a self-induced illness, visits to multiple medical
centers, and pseudologia fantastica (7). This terminology
did not prove to be useful with this study group because of
the inherent difficulty in operationalizing these criteria.
Because of this hurdle, we recommend that physicians use
the DSM terminology of factitious disorder rather than
this outdated classification system.

Medical records from other institutions were essential
for establishing the diagnosis of factitious disorder for 15
patients. Outside records permitted the treatment team to
be aware of the suspicions and working diagnoses of pre-

vious health care providers. They also informed the team
of which diagnostic tests had been performed previously,
and this information helped the team understand the pa-
tients’ relentless quest for further evaluations, which
might include exploratory operations. Outside records will
be increasingly difficult to access because of new federal
privacy regulations. The effects of new federal privacy reg-
ulations that allow patients to request alterations to their
medical records if they detect a mistake remain to be seen.
Privacy legislation may encourage some patients to obtain
much-needed health care. In the case of a patient with a
factitious disorder, the regulations may make establishing
a diagnosis addressing self-destructive behavior even
more difficult.

This study was conducted in compliance with Minne-
sota state law regulating researchers’ access to medical
records (15). Legislation is likely to interfere substantially
with research on secretive disorders. Patients are unlikely
to provide consent for research authorization. Compound-
ing a patient’s inherent propensity to falsify information,
this legislation may make it increasingly difficult for health
care providers to understand the risk factors, appropriate
interventions, and outcomes of patients with factitious
disorders.
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