Factitious Disorders

Authored by
mohammad looti

September 28, 2025

RECOMMENDED CITATION

mohammad looti (2025). Factitious Disorders. PSYCHOLOGICAL SCALES. Retrieved from
https://scales.arabpsychology.com/?p=29607

PSYCHOLOGICAL SCALES scales.arabpsychology.com



https://scales.arabpsychology.com/?p=29607
https://scales.arabpsychology.com/?p=29607
https://scales.arabpsychology.com
https://scales.arabpsychology.com

Factitious Disorders

Factitious Disorders

Primary Disciplinary Field(s): Psychiatry, Clinical Psychology, Behavioral Medicine

1. Core Definition

Factitious disorders refer to a complex group of mental health conditions characterized by the
intentional production or feigning of physical or psychological signs or symptoms in oneself or, in
some instances, in another person. The fundamental distinction of these disorders lies in the
primary motivation behind the deceptive behavior: the individual's psychological need to assume
the "sick role". This role typically garners attention, sympathy, nurturance, and other forms of
approval that are inherently bestowed upon those who are genuinely ill. Unlike malingering, where
the fabrication of iliness is driven by clear external incentives such as financial gain, avoidance of
responsibilities, or procurement of drugs, factitious disorders are propelled by an internal,
unconscious drive for recognition and care. Individuals often go to extraordinary, and frequently
perilous, lengths to create or simulate illness, engaging in a pervasive pattern of deceptive conduct
within medical environments.

The spectrum of behaviors associated with factitious disorders is remarkably broad, encompassing
actions from the subtle exaggeration of existing symptoms to the deliberate and often dangerous
induction of severe illness. Patients may construct elaborate, fabricated medical histories,
consciously amplify complaints, tamper with medical samples (e.g., adulterating urine with blood,
contaminating cultures), or even inflict self-harm to produce observable symptoms (e.g., injecting
bacteria or noxious substances, ingesting harmful compounds). These actions are frequently
meticulously planned and executed, often demonstrating a sophisticated understanding of medical
terminology, procedures, and the intricacies of various diseases. The central element remains the
intentional deception in presenting oneself or another as ill, with the absence of any discernible
external reward beyond the profound psychological gratification derived from occupying the sick
role. This pattern can lead to numerous unnecessary medical investigations, invasive treatments,
and prolonged hospitalizations, thereby exposing the patient to significant health risks and placing
a considerable burden on healthcare resources.

The psychological underpinnings of factitious disorders are often intricate and remain incompletely
understood, frequently involving elements of personality disturbance, insecure attachment styles,
and a pervasive need for control. Individuals with these disorders may harbor a history of genuine
iliness, significant trauma, or early life neglect, which can inadvertently lead them to associate the
sick role with receiving care, attention, and a sense of validation. The fabrication of illness thus
evolves into a maladaptive coping mechanism, providing a fragile sense of identity, belonging, or
even a perverse form of power, even if that identity is rooted in perceived suffering. The inherently
deceptive nature of the disorder presents formidable challenges for clinicians in both diagnosis and
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treatment, as patients are typically highly skilled at manipulation and exhibit strong resistance to
acknowledging their deception.

2. Etymology and Historical Development

The term "factitious" derives from the Latin word factitius, meaning "made by art" or "artificial,"
aptly emphasizing the fabricated and non-genuine nature of the illness presented. While the
phenomenon of feigning illness for various motives has been observed and documented
throughout human history, its formal classification as a distinct psychiatric disorder is a relatively
modern development. Earlier historical accounts often conflated individuals who feigned iliness
with malingerers, seeking tangible gains, or those suffering from hysteria, without clearly
delineating cases driven purely by the internal desire for the sick role. The contemporary
understanding of factitious disorders began to coalesce with the advent of more structured and
nuanced diagnostic framewaorks in psychiatry during the mid-20th century.

A critical juncture in the recognition and conceptualization of factitious disorders occurred in 1951,
with the introduction of Munchausen syndrome by the distinguished British physician Richard

Asher. Asher's seminal paper vividly described a distinct pattern of patients who would "go from
hospital to hospital feigning iliness," presenting dramatic, often fantastical, and yet initially plausible
medical histories that invariably proved to be entirely fabricated upon deeper investigation. He
eponymously named the syndrome after Baron Munchausen, an 18th-century German nobleman
renowned for his exaggerated and fantastical tales of adventure. Asher's groundbreaking
description served to draw widespread attention to this specific behavioral pattern, unequivocally
distinguishing it from simple malingering by highlighting the profound internal psychological drive
rather than any obvious external gain. This nomenclature swiftly gained traction within the global
medical community, establishing a crucial framework for comprehending these perplexing and
often baffling clinical cases.

The official recognition of this cluster of conditions within mainstream diagnostic manuals began
with the American Psychiatric Association's Diagnostic_and Statistical Manual of Mental

Disorders, Third Edition (DSM-III) in 1980, where it was categorized under "Factitious Disorder."

Subsequent revisions, including the DSM-1V and the most recent DSM-5, have further refined the
diagnostic criteria and nomenclature. These revisions introduced important distinctions, such as
Factitious Disorder Imposed on Self and Factitious Disorder Imposed on Another (previously
known as Munchausen syndrome by proxy). This continuous evolution in classification reflects a
deepening understanding of the varied presentations and underlying psychopathology of these
conditions, moving towards a more precise and nuanced diagnostic approach that unequivocally
emphasizes the deliberate intent to deceive and the absence of external incentives beyond the
deeply ingrained psychological need to assume the sick role.
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3. Key Characteristics

Intentional Production or Feigning of Symptoms: The defining characteristic of factitious
disorders is the conscious and deliberate creation, exaggeration, or simulation of physical or
psychological signs or symptoms. This is not a subconscious manifestation of distress, but rather a
purposeful act of deception meticulously designed to mislead healthcare providers into believing
that the individual is genuinely ill. The individual actively fabricates or induces illness with clear
intent.

Absence of External Incentives: A crucial diagnostic criterion is the absence of clear external
motivations for the deceptive behavior. Unlike malingering, where the fabrication of iliness serves a
tangible, identifiable purpose such as financial compensation, avoiding military service, evading
legal consequences, or obtaining prescription medication, factitious disorders are driven solely by
an internal psychological need. If such obvious external incentives are present, the condition is
typically diagnosed as malingering.

Primary Motivation to Assume the Sick Role: The overarching psychological goal for individuals
afflicted with factitious disorder is to be perceived as and treated like a patient. This role provides a
profound sense of identity, a source of consistent attention, profound sympathy, and access to a
structured, caring environment--elements that may be conspicuously lacking in their lives. The
perceived psychological benefits of being sick are so compelling that they frequently outweigh the
significant risks associated with unnecessary, invasive, and often dangerous medical interventions.
Sophisticated and Elaborate Deception: Individuals with factitious disorders frequently exhibit an
astonishing degree of medical knowledge, resourcefulness, and ingenuity in their deceptive
practices. They may diligently study medical texts, observe hospital routines with keen attention,
and meticulously learn to mimic specific, complex symptoms or manipulate diagnostic tests to
create false positive results. Their remarkable ability to present plausible, yet ultimately spurious,
clinical pictures can be extraordinarily convincing, rendering accurate diagnosis an exceptionally
challenging endeavor for even the most seasoned clinicians.

Willingness to Undergo Risky Procedures: Despite the inherent dangers and physical
discomfort, patients with factitious disorders are often remarkably eager to undergo invasive
diagnostic tests, extensive surgeries, and aggressive medical treatments. This willingness further
solidifies their perceived illness and reinforces their commitment to the sick role, unequivocally
highlighting the profound psychological imperative driving their behavior, often at severe cost to
their own physical well-being.

Frequent Hospitalizations and "Hospital Shopping”: A common and distinctive pattern
observed in these disorders involves repeated hospital admissions, frequently across numerous
different medical facilities, and sometimes even in different cities, states, or countries. When their
deception is eventually uncovered or strongly suspected in one medical institution, these
individuals characteristically discharge themselves or strategically seek medical care elsewhere, a
phenomenon colloquially referred to as "hospital shopping" or "doctor shopping.”
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4. Forms of Factitious Disorders

The DSM-5 meticulously categorizes factitious disorders into distinct forms, primarily based on
whether the deceptive behavior is imposed upon oneself or upon another individual. These crucial
distinctions are paramount for accurate diagnosis, appropriate clinical management, and
navigating the often complex ethical and legal ramifications, particularly when vulnerable
individuals are involved. A comprehensive understanding of these specific presentations is
indispensable for clinicians to effectively identify, intervene, and manage these highly intricate and
challenging cases.

The most widely recognized and frequently discussed form is Factitious Disorder Imposed on

Self, which has been historically and colloquially known as Munchausen Syndrome. In this

manifestation, the individual systematically and deliberately feigns, exaggerates, or actively
induces illness or injury within themselves. The methods employed can be extraordinarily diverse,
ranging from fabricating subjective symptoms (e.g., falsely claiming severe, intractable pain,
experiencing non-existent seizures, or reporting vivid hallucinations), manipulating medical
samples (e.g., adding blood to a urine specimen, contaminating wound cultures with foreign
substances), to intentionally causing self-harm (e.g., self-injecting bacteria or fecal matter,
ingesting anticoagulants to induce bleeding, purposefully cutting or burning one's skin). The sole
objective of these actions is to assume the identity and role of a sick person, thereby attracting
medical attention, sympathy, and dedicated care from healthcare providers. These individuals
frequently demonstrate an extensive and sophisticated understanding of medical conditions and an
uncanny ability to mimic the nuanced presentations of complex illnesses, which renders diagnosis
an exceptionally formidable task for even highly experienced clinicians.

A patrticularly severe, ethically disturbing, and legally consequential variant is Factitious Disorder
Imposed on Another, previously referred to as Munchausen Syndrome by Proxy. In this highly

damaging presentation, an individual, typically a primary caregiver (most commonly a parent),
deliberately fabricates or actively induces illness or injury in another person under their care, most
often a dependent child, but sometimes an elderly individual or other vulnerable person. The
perpetrator then presents the victim as genuinely sick or injured, actively seeking medical attention
and sympathy for themselves as the concerned, dedicated caregiver. This form constitutes a grave
and severe form of child abuse or elder abuse, as the innocent victim is subjected to unnecessary,
invasive, and often highly dangerous medical investigations, treatments, and procedures, enduring
real physical and psychological harm at the hands of their supposed protector. The motivation for
the perpetrator remains the profound psychological gratification derived from assuming the sick-
role-by-proxy, basking in the attention, praise, and admiration for their perceived unwavering
devotion to the "ill" individual. The consequences for the victim can be catastrophic, potentially
leading to chronic illness, permanent disability, or, tragically, even death.
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Beyond these primary categories, other less common or more broadly defined forms also exist
within the diagnostic framework. Other Specified Factitious Disorder is a category applied when
the full diagnostic criteria for factitious disorder are met, but the clinician chooses to explicitly state
why the presentation does not fit into the established categories (e.g., factitious disorder with
predominant psychological symptoms). Conversely, Unspecified Factitious Disorder is utilized
when the full criteria for factitious disorder are not met, and the clinician opts not to specify the
precise reason for the unmet criteria. These broader categories acknowledge the wide spectrum of
clinical presentations and the inherent challenges in precisely classifying every instance of illness
fabrication, providing flexibility within the diagnostic system.

5. Clinical Presentation and Diagnhosis

The clinical presentation of factitious disorders is notoriously protean, capable of mimicking a vast
and diverse array of medical and psychiatric conditions, which makes early detection and accurate
diagnosis exceedingly difficult for even highly skilled clinicians. Patients often present with
dramatic, complex, and sometimes deliberately vague symptoms that do not conform to typical
diagnostic patterns or expected disease trajectories. They may report symptoms that are not
objectively verifiable through standard medical tests, or their symptoms may exhibit unusual
fluctuations, frequently improving significantly when under direct, close medical observation and
mysteriously worsening when not. A key red flag for astute clinicians is the observation that
symptoms appear predominantly or exclusively in the presence of medical staff, or when the
patient is explicitly aware of being observed.

Diagnosis of factitious disorders heavily relies on a high index of suspicion on the part of
healthcare providers, coupled with a meticulous, systematic, and often interdisciplinary diagnostic
approach. This typically involves a comprehensive review of the patient's entire medical record,
often necessitating the gathering of records from multiple healthcare institutions spanning different
geographical locations, and, crucially, obtaining collateral information from family members or other
reliable sources--though perpetrators of factitious disorder imposed on another may actively isolate
their victims from such contacts. Key indicators that may raise suspicion include a consistent
history of multiple hospitalizations across various facilities for inexplicable symptoms, an unusual
eagerness or willingness to undergo painful or risky procedures without apparent fear or hesitation,
and significant discrepancies between the patient's reported symptoms and objective clinical
findings or laboratory results. When laboratory results are inconsistent, appear deliberately
contaminated, or when the patient's condition inexplicably deteriorates despite receiving
appropriate and aggressive medical treatment, factitious disorder should be strongly considered in
the differential diagnosis.

The diagnostic process is further complicated by the inherent nature of the disorder: individuals
with factitious disorders are profoundly resistant to any suggestion that their illness is not genuine
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or that they are fabricating symptoms. Direct confrontation about their deception often elicits strong
defensive reactions, denial, hostility, and frequently results in the patient abruptly discharging
themselves to seek care at another unsuspecting facility. Therefore, a careful, non-confrontational,
and empathetic approach is often recommended, initially focusing on rigorously ruling out all
genuine underlying medical or psychiatric causes. Collaborative care among various medical
specialists is absolutely crucial, and once a factitious disorder is strongly suspected, the clinical
focus must strategically shift from treating the feigned illness to addressing the profound underlying
psychological issues that drive the deceptive behavior. In the dire cases of factitious disorder
imposed on another, the paramount priority immediately shifts to ensuring the safety and protection
of the victim, which invariably involves swift legal intervention and mandatory reporting to child
protective services or adult protective services.

6. Etiology and Risk Factors

The precise etiology of factitious disorders remains largely elusive and is not fully understood, but
current theoretical models suggest a complex and multifaceted interplay of psychological,
developmental, and potentially subtle biological factors. There is no single identifiable cause;
rather, these conditions are believed to arise from a constellation of predisposing elements that
contribute to the development of these profoundly challenging and perplexing disorders. A
significant proportion of individuals diagnosed with factitious disorder report a history of early
childhood trauma, including experiences of physical or sexual abuse, severe neglect, or significant
early life losses. This early adversity and attachment insecurity may contribute to the development
of deeply ingrained psychological needs for attention, control, validation, and care, which are later
maladaptively expressed through the adoption of the sick role.

Comorbidity with various personality disorders, particularly Borderline Personality Disorder or

Narcissistic Personality Disorder, is frequently observed in individuals with factitious disorders.

Core characteristics of these personality disorders, such as identity disturbance, unstable
interpersonal relationships, profound emotional dysregulation, and a pervasive sense of emptiness
or abandonment, can significantly contribute to the allure of the sick role as a maladaptive
mechanism for seeking consistent care, managing intense emotions, and maintaining a fragile
sense of self. Furthermore, a personal history of multiple genuine illnesses during childhood, or
repeated hospitalizations (whether authentic or fabricated), can inadvertently create a powerful
learned association between illness and receiving intense care and attention, thereby fostering a
pattern of perpetuating this dynamic into adulthood.

Other potential risk factors that have been identified include a professional background in
healthcare or related fields, which can provide individuals with detailed medical knowledge,
privileged access to medical systems, and an enhanced ability to manipulate clinical processes.
Additionally, a history of failed interpersonal relationships, significant social isolation, or a profound
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lack of genuine social support may intensely amplify the psychological need for the attention, care,
and structured environment that the medical setting often provides. While no specific genetic
markers have been definitively identified, current research strongly suggests that adverse early life
experiences and deeply entrenched psychological vulnerabilities play a more significant and direct
role in the development of these disorders than purely biological predispositions. The pervasive
lack of a clear, singular biological basis further underscores the profound psychological complexity
inherent in factitious disorders and highlights the critical need for comprehensive mental health
intervention.

7. Treatment and Management

Treating factitious disorders presents exceptional challenges, primarily due to the patient's intrinsic
pattern of deception, their profound denial, and their steadfast resistance to acknowledging their
active role in the fabrication or induction of illness. The overarching goal of treatment is twofold:
firstly, to protect the patient from unnecessary, invasive, and potentially harmful medical
investigations and interventions; and secondly, to meticulously address the deeply rooted
underlying psychological vulnerabilities and needs that serve as the primary drivers of the
deceptive behavior. Achieving these goals invariably requires a long-term, highly integrated, and
multidisciplinary approach, involving close collaboration among psychiatrists, clinical psychologists,
social workers, and primary care physicians.

Establishing a therapeutic relationship built on genuine trust, rather than confrontation, is of
paramount importance. Directly confronting the patient about their deception typically elicits
immediate defensiveness, intense anger, and often results in the patient abruptly discontinuing
treatment and seeking care elsewhere. Instead, clinicians are often advised to adopt a non-
confrontational stance, focusing empathetically on the patient's expressed emotional distress and
suffering, even if the physical symptoms are fabricated, and gradually exploring healthier, more
adaptive coping mechanisms for managing stress and emotional dysregulation. Psychotherapy,
particularly cognitive-behavioral therapy (CBT) or dialectical behavior therapy (DBT), can be highly
beneficial in assisting patients to gain insight into their underlying motivations, develop more
effective strategies for coping with emotional distress, and improve their interpersonal relationship
skills. Family therapy may also be considered in some circumstances, especially if family dynamics
inadvertently contribute to the perpetuation of the sick role, though this is often fraught with
difficulty given the pervasive nature of the deception.

In the dire and ethically complex cases of factitious disorder imposed on another, the immediate
and most critical therapeutic step is to ensure the absolute safety and protection of the victim. This
often necessitates immediate separation of the victim from the perpetrator and invariably involves
mandatory reporting to child protective services or adult protective services, triggering legal and
protective interventions. The perpetrator, in such cases, then requires intensive and long-term
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psychiatric intervention, which is often exceptionally challenging to implement given their profound
denial and manipulative behaviors. For both forms of factitious disorder, the long-term prognosis is
generally guarded, as these disorders are typically chronic, deeply ingrained, and highly resistant
to change. Therefore, prevention, through early identification of at-risk individuals and the provision
of comprehensive mental health support for those with histories of trauma or significant personality
vulnerabilities, remains an important, albeit difficult, long-term public health goal.

8. Significance and Impact

Factitious disorders impose profound and far-reaching challenges on the afflicted individuals, the
entire healthcare system, and society at large. For the individual suffering from these disorders, the
relentless and obsessive pursuit of the sick role leads to a life characterized by pervasive
deception, a continuous cycle of numerous painful and often dangerous medical procedures, and,
paradoxically, a profound lack of genuine physical or mental health. The constant anxiety and fear
of exposure, coupled with an inherent inability to form authentic and trusting interpersonal
relationships, contribute significantly to a deep sense of isolation, chronic distress, and often
profound emptiness. The singular focus on fabricated illness frequently obstructs any meaningful
engagement with or treatment for underlying mental health issues, thereby perpetuating a self-
defeating cycle of suffering and medical manipulation.

The impact on healthcare systems is unequivocally substantial and detrimental. These disorders
consume vast amounts of critical medical resources, including extensive diagnostic tests,
numerous specialist consultations, precious hospital bed days, and costly surgical interventions, all
for conditions that are either self-induced or entirely feigned. This significant diversion of resources
can severely strain already overstretched healthcare budgets and, more critically, can potentially
delay or compromise the provision of timely and appropriate care for genuinely ill patients.
Furthermore, the emotional toll on healthcare providers, who frequently experience feelings of
manipulation, profound frustration, and betrayal, can contribute significantly to professional
burnout, moral injury, and a pervasive sense of disillusionment. Trust, which is the foundational
pillar of the patient-provider relationship, is severely eroded, making it considerably more difficult to
deliver effective and empathetic care to all patients.

From a societal and ethical perspective, factitious disorders raise complex and often distressing
guestions. Factitious disorder imposed on another, in particular, represents a severe and
egregious form of abuse, with devastating and often lifelong consequences for vulnerable victims
who are completely dependent on their caregivers. It starkly highlights the potential for profound
harm to occur within seemingly trusted caregiving relationships and unequivocally necessitates
robust legal and protective interventions to safeguard the innocent. The very existence of these
disorders also fundamentally challenges the implicit assumption that patients are inherently truthful
about their symptoms and medical histories, thereby complicating the diagnostic process and
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treatment planning across virtually all medical fields. Consequently, understanding, identifying, and
effectively addressing factitious disorders is crucial not only for the well-being of affected
individuals but also for maintaining the ethical integrity, efficiency, and efficacy of the entire
healthcare system.

9. Debates and Criticisms

Despite their formal inclusion in major diagnostic manuals such as the DSM-5, factitious disorders
remain a persistent subject of considerable debate and criticism within both the psychiatric and
broader medical communities. One significant diagnostic and clinical challenge lies in the difficulty
of consistently and reliably differentiating factitious disorder from malingering. While the DSM-5
criteria attempts to distinguish between the two based on the presence or absence of explicit
external incentives, in practical clinical application, this distinction can often be exceptionally
difficult to ascertain definitively. Patients may present with mixed or ambiguous motives, or their
initial motivations for feigning illness may evolve over time, thereby blurring the precise diagnostic
lines between these conditions and rendering accurate classification more complex and elusive.

Another prominent area of ongoing discussion revolves around the precise nosological nature of
the disorder itself. Some academic and clinical perspectives argue that factitious disorder may not
constitute a distinct, primary mental illness in its own right, but rather represents a severe
manifestation or behavioral expression of underlying, more fundamental personality disorders or
profound early life trauma. Proponents of this view suggest that effectively treating the primary
underlying condition would, in theory, lead to the resolution or amelioration of the factitious
behaviors. The current lack of a clear, universally accepted etiological model for factitious
disorders, coupled with the profound and well-documented difficulty in engaging patients in
meaningful and sustained treatment, significantly contributes to this ongoing debate concerning its
classification, conceptualization, and optimal therapeutic approach. Furthermore, the very term
"factitious" can inadvertently carry a pejorative and stigmatizing connotation, potentially
exacerbating the existing shame and isolation experienced by individuals already struggling with
incredibly complex psychological issues.

Moreover, the act of diagnosing factitious disorder is inherently confrontational, as it directly implies
deliberate deception on the part of the patient. This unavoidable aspect can lead to significant
ethical dilemmas for clinicians, who must delicately balance their professional duty to protect the
patient from both self-induced harm and iatrogenic harm from unnecessary medical procedures,
with the patient's fundamental right to autonomy and the very real potential for irrevocably
damaging the therapeutic relationship. The secretive and manipulative nature of the disorder,
combined with its relatively low prevalence compared to many other mental health conditions,
means that dedicated research into its precise causes, prevalence, and most effective treatments
is inherently challenging and often limited. This paucity of robust research leaves many
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fundamental questions unanswered and continues to fuel ongoing professional discourse and
scholarly debate within the medical and psychiatric communities.
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