
ROMANIAN JOURNAL OF PEDIATRICS  – VOL. LXVI, No. 2, YEAR 201796

Corresponding author:
Irina Dijmarescu, MD, Pediatrics Clinic, ”Grigore Alexandrescu” Clinical Emergency Hospital for Children, 30-32 Iancu de Hunedoara 
Boulevard, District 1, Bucharest
E-mail: irinaandronie@yahoo.com

MÜNCHAUSEN SYNDROME – A QUESTION 
OF MEDICAL ETHICS? 

Lecturer Daniela Pacurar1,2, MD, PhD, Assoc. Prof. Gabriela Lesanu1,2, MD, PhD, 
Anca Popescu1, MD, Irina Dijmarescu1, MD, Prof. Dumitru Oraseanu1,2, MD, PhD
1Pediatrics Clinic, “Grigore Alexandrescu” Clinical Emergency Hospital for Children, 

Bucharest
2 “Carol Davila” University of Medicine and Pharmacy, Bucharest

ABSTRACT 
“Factitious disorder” or “unnatural, artificial, fake disorders” as Münchausen syndrome (MS) and Münchausen 
syndrome by proxy (MSBP) represent severe mental disorders in which a person tries to convince those around 
him/her that he/she or the person depending on him/her is sick, without the purpose of obtaining benefits.
Patients with disorders such as MS or MSBP may arise a series of controversies and appeals from the simple 
question of patient status to confidentiality issues, privacy, medical malpractice or participation and involving of 
the medical team at the suffering of the patient. Recognition of the phenomenon of simulation depends heavily 
on experience of the physician, but the existence of elements of guidance and personality traits of patients or 
parents are important.
Many issues of ethics and medical deontology arise in diagnosis, evolution and treatment of these syndromes, 
many becoming subject to medical or legal disputes. The problem is more delicate and involves many conse-
quences in terms of child protection in MSBP, considered the only form of lethal, highly complex mistreatment 
and abuse. Ethical, medical and ethics issues are different in the two types of diseases, but medical staff in-
volvement and participation in perpetuation of the symptomatology is a common character, much debated. 
Despite the controversy, many of these issues remain unresolved and there are no clear guidelines so doctors 
can give an appropriate response.
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GENERAL PAPERS

The “Münchausen Syndrome” (MS), a term in-
troduced in 1951 by Richard Asher, as well as the 
Münchausen Syndrome by Proxy (MSBP), as de-
scribed in 1977 by Meadow, are comprised today in 
the “Factitious disorders” chapter, as a free transla-
tion – an “unnatural, artificial, counterfeit disor-
ders” representing severe mental disorders, catego-
rized in the Diagnostic and Statistical Manual of 
Mental Disorders, Fifth Edition, code: 300 (DSM-
5) and in OMS – International Statistical Classifi-
cation of Diseases, 10th Revision, F68 code (ICD-
10). They are divided into 2 categories (1-3).

“Factitious Disorder Imposed on Self Author” 
or Münchausen Syndrome (MS) is a severe mental 
disorder in which a person tries to convince those 
around him/her that he/she is sick, aims to be sick, 
he/she hurts himself/herself, falsifies data, docu-
ments and medical tests in order to receive treat-
ment (2-4).

“Factitious disorder imposed on another”, also 
known as Münchausen Syndrome by Proxy 
(MSBP), is a serious mental disorder in which 
someone “fabricates” a disease to another person, 
then asks for medical intervention. More often the 
parents are involved, falsifying the child’s medical 
history, this fact being considered a potentially le-
thal form of child abuse, often misunderstood and 
undetected (4).

To these 2 categories was added, since 2000, a 
third category of “Factitious Disorders” called 
Münchausen By Internet, not yet categorized in the 
DSM-5 (5).

“Factitious disorder” does not mean to falsify 
medical data for the purpose of obtaining benefits 
(financial or administrative). The symptoms ex-
pressed by the mother as belonging to her child, do 
not aim to obtain personal advantages, but are 
fuelled by the mother’s desire to be awarded the 
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role of “hero” and to be recognized as the person 
who provides the utmost care for their children. 
There have been reports that the victims of people 
suffering from MSBP might develop MS or might 
continue to transmit the MSBP “pattern” to their 
children (4). 

Such “mysterious” diseases are difficult to treat, 
the medical and psychological therapy being very 
important in preventing “self-flagellation”. So far, 
about 30 cases of MS were described in teenagers 
or children older than 12 years old, most often these 
cases remaining undiscovered and rarely diagnosed 
(6). 

Legal and ethical issues in MS 
Some of the ethical or legal issues related to 

“Factitious disorders”, either MS or MSBP may be-
come the subject of legal proceedings or public de-
bates. Despite the controversy, many of these is-
sues remain unresolved and there are no clear 
guidelines so that the doctor may offer an adequate 
response in such situations (7). Numerous issues of 
medical ethics and deontology arise during diagno-
sis, during the evolution and treatment of such syn-
dromes, and we are trying to bring them to the pub-
lic’s attention. The problem is much more delicate 
and involves consequences in terms of child pro-
tection in the case of MSBP, considered as the only 
lethal and highly complex form of abuse currently 
known. The MSBP syndrome is a public health 
tragedy.

Accuracy of diagnosis 
Recognising the dissimulation phenomenon de-

pends a lot on the physician’s experience, as well as 
on his/her speciality or concerns. For example, 
neurologists often prefer the diagnosis of hysteria 
rather than a factitious disorder diagnosis, and this 
fact is perhaps due to the social impact that such 
disorder might cause (8). Using different clinical 
presentation patterns, the patients must be catego-
rized by the medical professionals in one of the two 
categories: a person with abnormal behavior or a 
truly sick person, without ignoring the contribution 
of personal or social motivation factors. Therefore, 
we face two problems. 

The first problem is the faulty diagnosis of the 
actual disease (9). This situation, that must be nec-
essarily avoided, consists of the fact that the physi-
cian, in his/her hastes to demonstrate the presence 
of a “factitious disorder” syndrome, might cause an 
erroneous diagnosis of a real organic disorder. The 
patient’s symptoms may be attributed to a factitious 

disorder only after a careful consideration and in-
vestigation; therefore, a patient must not be diag-
nosed with MS based only on certain unpleasant, 
unnatural or unusual psychological or behavior fea-
tures. 

MS may be suspected in a patient with: a long 
medical history and inconsistencies between the 
history of its claimed disease and the objective 
medical data, acute medical problems apparently 
convincing, but atypical, with vague and inconsist-
ent symptoms, frequent hospitalizations, medical 
conditions with an unfavorable outcome for no ap-
parent reason, the patient’s desire to be subjected to 
frequent medical assessments, even to risky surger-
ies, with extensive medical knowledge – “by the 
book”, an inconsistent attitude – from extremely 
cooperative to extremely vague in terms of his/her 
medical history, a mood and emotions more favora-
ble and optimistic than would be justified by the 
patient’s disorder (4,10,11). Frequently, the patient 
comes in to benefit from healthcare services when 
his/her previous medical records are difficult to ac-
cess or when the known or experienced medical 
personnel is missing (10). They are examined in the 
emergency rooms of hospitals during busy on-call 
shifts, they request several consultations, even us-
ing false identities, they have few visitors from the 
time of their admission, and they are reluctant to 
allow the medical personnel to talk to their fami-
lies, friends or other physicians. Their conflicts 
with the medical personnel occur when their re-
quests related to medication, diagnosis and medical 
assessments are not met (3,12). There should be 
evaluated the elements of the clinical examination 
that may suggest the presence of MS: multiple sur-
gical scars, signs of self-mutilation, irrelevant signs 
during the neurological examination, the absence 
of signs of dehydration in patients with frequent di-
arrhea and vomiting, symptoms that seem to wors-
en during the clinical examination compared with 
the moment of contact with the patient’s family. 

Most often, during the first medical consulta-
tions, such symptoms are interpreted by the physi-
cians as belonging to a real somatic disorder with 
an atypical presentation, or to a rare disease, and 
these patients, who became experts in fabricating 
their symptoms, represent diagnostic challenges for 
their physicians. Thus, for the medical personnel, it 
becomes equally difficult to diagnose or to confirm 
the absence of a disease (10,11). It is very difficult 
to diagnose MS due to the lack of patient’s honesty, 
of complex, unclear symptoms, in a permanent dy-
namic. It is extremely important, since the moment 
of arising suspicions, as well as for supporting the 
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diagnosis, to take a detailed medical history, in a 
careful manner, observing the correct chronology 
and inventory of all medical records. 

Potential abuses, frustrations or traumas suf-
fered during childhood must be correctly identified 
(13) It is necessary to diagnose psychiatric disor-
ders (anxiety syndrome, personality disorder) and 
the psychological and/or psychiatric consult is 
mandatory (3,10,11).

The ethical and legal issues in the cases of 
MSBP or MS are related to medical malpractice li-
ability due to the lack of a diagnosis for a real dis-
ease and for cataloguing it as MS or MSBP. In such 
cases, the medical personnel is put in a difficult 
situation by the defense, even when the patient was 
seen harming itself. The standard claim in such 
cases is that the initial disease was real, but it was 
incorrectly diagnosed and treated, so that the pa-
tient is currently disfigured or has permanent disa-
bilities. Regardless of the evidence, the judges and 
juries tend to consider MS or MSBP as being un-
likely and not credible, and they assume that the 
patient has a mental illness. The presence of a 
wealthy patient, with an appropriate behavior and a 
neat appearance in the courtroom might tip the 
scales in favor of the patient (14).

The second problem is the faulty diagnosis of 
the factitious disorder (15). In this scenario, a pa-
tient with MS or MSBP sues the medical personnel 
and the medical institutions for their failure to de-
tect that the disease for which he/she was treated is 
false. The claim is that, as a result of such failure 
and mistakes, all treatments were administered im-
properly, the iatrogenic effects were completely un-
justified and the physician violated the medical 
treatment guidelines in accordance with the diag-
nosis. 

Another challenge in factitious disorders syn-
dromes is the possibility that physicians might be 
involved as a witness or expert and they should be 
able to help a jury discern real somatic disorders 
from deception or factitious disorder syndromes. 

Real patients or not?

A strong association exists between the human 
sickness behavior in some patients and the poten-
tial advantages or benefits that society grants to 
people with disabilities. “The role of a sick person 
is a partly legitimate and conditioned status that 
may be desired due to the potential social gains and 
advantages” (16). 

It was noted that “despite reducing diseases – 
pathologically speaking, and improving the physi-

cians’ healing abilities, the number of sick people is 
increasing” (17). In addition, our society more eas-
ily accepts the idea of a physical illness than that of 
a behavioral or emotional disorder or “a lack of ca-
pacity to adapt to living conditions” (17). 

The first issue is the degree of voluntary decep-
tion/lying in “factitious disorders”. A second issue 
is related to the difficulty of recognizing the con-
cept of medical deception on the part of many phy-
sicians who remain reticent and distrustful to the 
possibility that the patient would behave in a de-
ceitful manner in order to influence their medical 
opinion (18,19). Another important aspect concerns 
the question of whether people with “factitious dis-
orders” are actually patients, therefore, if they have 
the right to treatment and to receive medical docu-
ments from physicians or hospitals. The American 
Medical Association (AMA) and other organiza-
tions and experts believe that the patient is a person 
in need of care from the medical personnel and they 
establish with him/her a relationship based on trust, 
morality, responsibility and collaboration in order 
to heal the patient and remove his/her pain (20,21). 

Strictly considering this definition, the profes-
sional medical associations and the patients’ asso-
ciations believe that a person who tries to simulate 
an MS or MSBP type disorder should not fall into 
this category, therefore that patient should not re-
ceive medical care and treatment. 

The physician’s responsibility

An important issue is related to the responsibil-
ity of the physician who discovers a patient or a 
person who is simulating his/her disease. The med-
ical records are confidential documents emanating 
from the physician-patient relationship and should 
not be communicated to third parties without the 
written consent of the patient, unless the informa-
tion is required by law or the disclosure protects the 
welfare of the individual or of the society (20). 
Some patients categorically deny their physician 
the permission to communicate with other health 
care professionals or even with the patient’s family 
about his/her health condition (22). A proposed so-
lution in such situations is to use statements like 
“The patient forbade me to comment on the fact 
that he/she would have an MS or MSBP-like disor-
der”, thus tacitly encouraging others to read be-
tween the lines (22). Another solution to the prob-
lem relies on the idea of dishonesty on the part of 
the patient. The physician-patient relationship, 
which establishes the right to confidentiality, pro-
vides that both the physician and the patient must 
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perform their roles in good faith, strictly observing 
the truth, so that the physician may act for the wel-
fare of the patient, regardless of the circumstances 
(20).

According to this view, the correct and ethical 
relationship between the physician and the patient 
ceases to exist when the patient engages in medical 
deception and lying (acting in bad faith). Thus, the 
physician may cease to comply with the patient’s 
right to confidentiality, and he/she may share medi-
cal information with other specialists and with the 
patient’s family in order to   solve the case, for the 
benefit of the patient.  

Legal culpability of the patient
A person who steals is considered guilty, is be-

ing prosecuted and sentenced to pay fines. A patient 
who simulates his/her disease is stealing the physi-
cians’ time and unnecessarily uses medical resourc-
es, but he/she will rarely be subjected to criminal 
prosecution and brought before a court of law (23). 
The legislation of several countries raises the ques-
tion of a possible fraud and provides the payment 
of fines by the patient. The estimated costs caused 
by MS patients are $ 40 million each year in US 
(24).

Patient privacy
An additional issue of ethics and legality is re-

lated to the patient’s invasion of privacy in an at-
tempt to discover the objects or means by which he/
she seeks to dissimulate a disease. The physician 
should respect and advocate for respecting the pa-
tient’s privacy in all forms: physically, by respect-
ing the privacy of his/her personal space, informa-
tionally, involving his/her personal data, 
decisionally, by respecting his/her personal choices 
and relationally, concerning his/her family or other 
personal relationships (20). Privacy is not absolute 
and must be decided and judged depending on the 
patient’s needs and the resources of the medical 
units; however, patients should be informed about 
possible privacy issues (24). 

The patient’s trust and his/her consent to search 
his/her personal belongings must be earned, never 
letting him/her suspect that the medical personnel 
is aware of the falsity of his/her disease. The patient 
may insist that he/she has nothing to hide and may 
accept the search of his/her personal belongings. In 
some hospitals, in many countries, searching the 
patient upon admission is mandatory (4,22).

Video coverage, patient wards included, using 
hidden cameras in order to detect patients with fac-

titious disorders, is very controversial. Using cam-
eras for monitoring patients is not considered a vio-
lation of their privacy if they are commonly used 
for monitoring certain services (e.g. intensive care 
units), but applying this method only for certain pa-
tients becomes a problem The pros and cons are 
debating the issue of the existence of patient’s pri-
vacy in the hospital, but most voices are supporting 
the idea that hospital wards cannot provide privacy, 
and video surveillance is particularly useful in 
proving cases of abuse and MSBP (25,26).

The legal advisors should meet with the medical 
team whenever such a decision for video surveil-
lance must be taken, and the recommendation is 
that hospitals should have clear procedures for such 
situations. 

 In our country, such legal issues related to “fac-
titious disorder” syndromes are not yet considered 
with the same acuity as in other countries, on one 
hand because of reluctance and mistrust of physi-
cians over the possibility of patients mimicking 
certain diseases, on the other hand because of phy-
sicians’ inexperience in detection and assessment 
of such patients and, last but not least, due to a lack 
of legislative knowledge of both physicians and pa-
tients, and the absence of legislative codes to regu-
late such situations. 

Confidentiality and informing the patient 
Another ethical issue is related to the legality of 

registering the patients with MS in patient registers 
that are to be made available to medical institutions 
both nationally and internationally, and to be used 
for identifying people with MS who reach medical 
services in several medical centers. For the medical 
personnel, such registers are useful, but US law 
considers them as a violation of the confidentiality 
of the patient’s medical condition (27). Advocates 
for patients’ rights are raising the question that peo-
ple placed on these lists might receive inadequate 
medical care when they do have a real health prob-
lem, considering their history of multiple spurious 
claims. Another concern is that such lists could in-
clude individuals just for the simple reason that 
they are uncooperative or because the medical pro-
fessionals could not establish a diagnosis. The sup-
porters of establishing such registers have as an ar-
gument the fact that the patients will be helped 
because they will no longer be subjected to unnec-
essary and painful tests, procedures and treatments. 

Legal and ethical issues of MSBP
In many states, the law ambiguously takes this 

syndrome into consideration, as well as the guilt of 
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the accused abuser – who is affected by this pathol-
ogy – towards the victim.

In Romania, this ambiguity was resolved by: 
Government Decision no. 49 of January 19, 2011, 
published in the Official Journal, updating the Law 
no. 217/2003 on preventing and fighting (combat-
ing) domestic violence. “MSBP is the artificial 
creation of a child’s illness by the parent; the illness 
is induced by voluntarily administering drugs or 
substances or by supporting the existence of symp-
toms suffered by the child that have never been 
confirmed by specialists. In both cases, the parents 
ask the physicians for numerous medical or surgi-
cal investigations, repeatedly victimizing their 
child. Any functional sign can be invoked by the 
parents in order to obtain painful and intrusive in-
vestigations and procedures for their child.” (28). 
Also, it should be noted that, until recently, the 
judges and jurors were often distrustful about the 
existence of this form of abuse, being influenced by 
the “scholarly” pleadings made by the parents’ at-
torneys (19).

MSBP must be seen as a life-threatening condi-
tion associated with a particular psychotic behavior 
and with potential iatrogenic complications (10).

Justifying reasons for MSBP

Many and various reasons for MSBP have been 
tried, from the point of view of the perpetrator-
abuser parent who is falsifying his/her child’s ill-
ness, and all include (10, 29-31).

• Gaining sympathy, attention, respect and 
public recognition by masquerading as a de-
voted and loving mother, the only one able to 
save her child;

• Proving to others his/her high level of medi-
cal knowledge;

• The desire to prove to himself/herself, by de-
ceiving the medical experts and by manipu-
lating “important people” that he/she is truly 
in control of the situation;

• Getting rid of other responsibilities of daily 
life (such as education, work, housework), by 
being a devoted mother with a chronically 
sick child, gaining the image of a neglected 
wife or receiving help and support from other 
family members;

• Maintaining his/her own image of a person 
who “does good deeds”, as well as interest-
ing and important things;

• Participating in a social life, being part of the 
“hospital family”, participating in social or 
charitable activities within the various wards 

of the hospital, which seems more exciting 
than the ordinary life of being a member of a 
single family;

• Sometimes, as a secondary purpose, but not 
as the main motivational element of MSBP, 
there may be the purpose of getting special 
food, attracting the public’s or media’s atten-
tion, community support or financial assis-
tance, obtaining donations;

• However, it is necessary to lie, and the child 
must suffer in order to permanently have the 
attention of others. Because of this image 
problem of the mother, if the first child gets 
too sick, becomes invalid or dies, she imme-
diately transfers the disease to a sibling of the 
first child (32).

The ethical and legal issues associated with 
MSBP do not relate only to the individual adult 
perpetrator, in an isolated manner, but also to its 
relationship with the medical personnel and the 
consequences of the medical personnel’s actions 
over the child, as a result of the distortion of the 
reality presented by the parent. Thus, a series of 
specific problems must be considered in the case of 
this medical condition.

The parent perpetrator and the medical personnel: 
partners in child abuse?

Much controversy and many questions are still 
present in the diagnosis of MSBP: the MSBP term 
should be attributed to the parent-perpetrator or to 
the abused child? This syndrome is a psychiatric or 
pediatric condition? Who should decide the diag-
nosis: a pediatrician or a psychiatrist? (33) Regard-
less of the answers to these questions, certainly 
MSBP is clearly distinct from any other form of 
ill-treatment through the active involvement of the 
health care personnel in causing morbidities (34). 
MSBP is a form of abuse and the medical system 
takes part, in many cases, to its emergence and its 
perpetuation. Can we conclude that the parent-per-
petrator and the medical personnel are equally re-
sponsible for the child’s morbidity? (35,36). MSBP 
is a special “triangle” relationship which develops 
between the parent-perpetrator, the child victim 
and the medical personnel, based on the child’s 
abuse and the parent’s deceit, associated with the 
act of deceiving the physician regarding the impos-
sibility of establishing the diagnosis or finding an 
effective treatment (10,30,37).

Some mothers seem to have a special skill for 
being impostors, they are able to simulate a medi-
cal condition, as well as an unusual concern and 
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care for their sick child. The dedicated medical per-
sonnel is professionally and intellectually stimu-
lated by challenging and unsolved cases after mul-
tiple surgeries and medical investigations, and they 
will try to find unusual and rare diagnoses, there-
fore showing a great interest for these individuals, 
by allocating them more time and attention, both to 
the child and mother (30,34).

This special mother-child-physician “triangle” 
is strongly influenced by the character of the adults 
involved. All parents exhibit a permanent need for 
medical attention regarding their children, thus, 
they are fabricating an illness for them. In all cases, 
the parents of MSBP victims will “choose” the 
physician, they will search with perseverance, from 
a consultation to another, and they will find “that” 
physician who will satisfy their personal need of 
assistance and attention (37).

In our society, abundant in medical litigation, in 
which the physician is easily accused of malprac-
tice on all media channels, of lack of medical atten-
tion, of failure to provide emergency therapy, of 
carelessness for the sick patient, it is easier for the 
parents of MSBP victims to insist and to pressure 
the medical personnel to do more for their child. In 
this way, the health care professionals are contrib-
uting and are helping the victims’ parents to torture 
their own children with endless medical proce-
dures. When previous investigations, tests, proce-
dures and medications are considered by the family 
to no avail or are denied, the parents-perpetrators 
will consider that the medical system is incompe-
tent and unable to help their “poor” child and the 
suffering mother (10,30).

Video surveillance coverage, with hidden cam-
eras in patients’ wards, is a method by which, in 
other countries, is made a distinction between the 
“fabricated” medical events and the real ones. 
However, installing video cameras in patients’ 
wards raises important moral, legal and ethical is-
sues related to data confidentiality and professional 
secrecy. But, in certain situations, these methods 
have been very useful in identifying child abusers 
(25,26).

The impact of MS or MSBP on the medical 
personnel 

This relationship between the parent-perpetrator 
and the physician may be extended to all categories 
of health care professionals who participate in the 
child care (nurses, caregivers), who often are more 
frequently or more extensively in contact with the 
abusers and their victims. Frequently, the parents of 

children with MSBP can be characterized as charm-
ing, polite, attentive people who accommodate well 
to the hospital’s conditions, and they make friends 
with people from the medical team or with other 
relatives of other patients. As parents, they seem 
devoted, attentive a nd careful with their children, 
and they have an admirable behavior. However, 
they have a tremendous capacity to deflect and to 
fool the medical personnel, they are two-faced peo-
ple: one loving face, of a perfect mother, and an-
other face capable to manipulate, to lie and to fal-
sify medical conditions (39).

Although most mothers of MSBP victims are 
quite the flatterers, they can become aggressive if 
they fear they will lose the attention of others, if 
they are threatened to be exposed and unmasked, or 
when the medical personnel has opposing views 
and does not consider that further tests are neces-
sary (35,39). These intense reactions of only one 
person are capable to differently attract the atten-
tion of the medical personnel, to convey opinions 
and contradictory feelings in connection with the 
mother and her family, thus compromising the 
medical team’s work (29,37).

MSBP versus typical forms of child abuse
The first distinctive feature of MSBP versus 

other physical types of child abuse is related to the 
degree of premeditation. Most forms of child abuse 
involve hitting the child as a form of punishment 
for various actions (crying, enuresis, dirtying his/
her clothes), while the abuse of MSBP seems to not 
be caused by the child (10,30,36,39). 

The two forms of abuse share some common 
characteristics: 

• the child has a long medical history;
• the adult perpetrators/abusers become angry 

and hostile when confronted with their own 
behaviour (37,41);

• the abusers do not accept responsibility for 
the child’s health care;

• the child’s health suddenly improves when 
he/she is separated from his/her family; 

• the abusers may withdraw together with the 
child if they detect the medical personnel’s 
suspicions.

The elements that distinguish the two forms of 
abuse are presented in Table 1 (35,40,41).

Patient’s Therapy and Education
The assessment should not be limited to the 

child involved and should also include his/her 
brothers and other family members. Psychotherapy 
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should be a therapeutic method that benefits the 
mother, the affected children and other family 
members. 

The family requires a careful long-term moni-
toring, especially because of the danger of trying to 
resume the same type of behavior in a new location 
(30).

US law provides that if a MSBP type disorder is 
suspected, the physicians are obliged to inform the 
authorities: Child Protective Services, Social Ser-
vices. The parent-abuser is confronted with the evi-
dence, he/she will deny all accusations and will at-
tempt a quick discharge of the child. Confronting 
the parent-abuser may lead, for a while, to the dis-
appearance of the child’s symptoms, but in most 
cases, the parents go to other medical units, in an-
other city. The unpleasant element of the confronta-
tion is the permanent damage to the physician-pa-
tient-family relationship and completely losing the 
child from observation (37).

In severe cases, the treatment and cure of MSBP 
are obtained only by separating the child from the 
parent – abuser (“a total parentectomy”). This en-

TABLE 1. MSBP versus other physical types of child abuse
The typical form of child abuse
The abuser’s ‘patt ern’ 
 is the child’s stepfather or the mother’s boyfriend
 avoids seeking medical assistance
 requests a rapid discharge
 has a typical behaviour: sullen, hosti le, appears as he 

is in jeopardy
 the parent leaves the impression of being responsible, 

but has a “do not mess with me” atti  tude
 he feels threatened by the medical personnel 
 avoids contact with the medical personnel
The victi m’s ‘patt ern’
 shows specif c signs of abuse or neglect
 his/her medical history is unclear

The MSBP abuse
The abuser’s ‘patt ern’
 It’s almost always the mother
 Seeks permanent medical assistance
 She cannot accept that she has a healthy child and asks for other tests, 

treatments and medical procedures, consults
 She impresses the medical personnel with her medical knowledge 

about the child’s conditi on
 She needs to be appreciated as a devoted mother 
 She seeks the att enti on of the medical personnel
 She becomes involved in the acti vity of the ward where the child is 

hospitalized, in the family life of the medical personnel or of other 
hospitalized pati ents 

The victi m’s ‘patt ern’
 Shows vague symptoms
 An accurate medical history, specif cally “by the book”
 Oft en presents with an atypical disease

sures the child’s safety, and an immediate reversi-
bility of all his/her symptoms. The separation of 
mother and child can be, at the same time, a new 
reason of stress, anxiety and emotional trauma for 
the child, who perceives the separation from his/her 
mother as a punishment, since in his/her vision she 
is being a protecting and caring mother who wants 
only his/her well-being and is concerned with his/
her health status. Criminal prosecution may be re-
quired.

CONCLUSIONS 

The MS and MSBP represent an inexhaustible 
topic that is particularly interesting and should be 
known by the residents, from the earliest years of 
their medical education. Knowing about this syn-
drome is important in order to properly diagnose 
patients, which would lead to the establishment of 
a correct therapeutic plan in the shortest time, as 
well as to protect us from accusations of malprac-
tice, since these individuals are both stubborn liti-
gants and complainers.
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