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ABSTRACT 

The study crit~cally examines the psychiatric phenomenon ofMunchausen by Proxy/Factitious 

Disorder by froxy. It provides a comprehensive examination of the literature, indicating the 

disagreement$ and lacunae. A critique of the literature is offered, with particular focus on the 

lack of atten~ion to the historical and social predeterminations of Munchausen by Proxy, its 

diagnostic coµstruction, its validity as a syndrome, the inadequacy of the clinical data, the 

recursivity of the literature and its concomitant lack of attention to contextual factors 

contributing to the emergence of the phenomenon. A case history is used to illustrate the 

dominant pra~tices and discourses as well as the difficulties encountered in the clinical work. 

The study co~cludes with some questions raised by such cases and offers a few suggestions 

regarding the p>ntribution of the clinical psychologist in addressing these questions. 
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CHAPTER l 

INTRODUCTION:THE PATIENT, THE HISTORY, 

THE DEFINITION AND THE MAP 

While it is still regarded as a relatively rare phenomenqn in South Africa, Munchausen Syndrome 

by Proxy has recently become the topic of moral deb~s and legal battles in America and Britain, 

sparking various interest groups. In that respect it follo\fS the path of Dissociative Identity Disorder 

and "false memory syndrome", both generating muc~ controversy in the media. Apart from the 

well-publicized court cases,1 Munchausen Syndrom~ by Proxy has been the topic of television 

documentaries and talk shows, has generated Inteme( websites and has even been the subject of 

a novel (Kellerman, 1992). Since its naming in 1977, ~ literature grew rapidly and ever more cases 

were identified. The current context is one where thel following questions are being asked: Why 

has it only been foregrounded in the latter part of the tweptieth century? Is it restricted to the "Western 

World"? Why are the perpetrators primarily women1 Is it a diagnosable psychiatric disorder or 

is it merely another form of ( child) abuse? Is it a "re~" disorder or is it iatrogenic? Is it another 

modern-day witch hunt fuelled by sensationalist media1 Has it become the first psychiatric scandal 

of the 21st century (Kenny, 1999)? Some of these questions will be addressed in this study. 

The introduction comprises three sections. Tuel first offers a case vignette which triggered 

the enquiry. This is placed in the context of 1he history ~f the MW1chausen Syndrome by Proxy and 

its current definitional status. The second section is devonpd to a synopsis of the dissertation, interwoven 

with the rationale and methodology of the study. The thitif section deals with technical aspects, namely 

my choice of terminology and the delimitations ofth~ study. 

1.THE PATIENT 

Mrs X 1 was a 35-year-old, unemployed, Muslim woman~ voluntmily admitted herself to Valkenberg 

psychiatric hospital 18 days befure I was appointed as her case manager. She was transferred from 

the female psychotic unit to the (short-stay) assessment/crisis intervention ward where I had.just 

begun my psychology internship. 

Mrs X had been married and divorced twice under Muslim rites. She had three children, 

a 14-year-old daughter from her first marriage and two sons from her second marriage. The sons 
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were aged 11 and 9 respectively. I was informed that Mrs -PCI presented with a "treatment-resistant 

depression with psychotic features" and my task was to ass~s~ her suitability for electro-convulsive 

therapy. She complained of depre.ssedmood, initia1 and terminal insomniaaccompanied by nightmares, 

lack of appetite, loss of weight, decreased energy, anxiety,ltearfulness, restlessness and auditory 

hallucinations. According to her, 1he medication she was 1$:jng was not effective. At the time she 

was taking amitriptyline 150mg nocte, lithium 250mg maqe~ 500mg nocte (as augmentation) and 

chlorpromazine 50mg mane, 100mg nocte. (She had been tafing amitriptyline and chlorpromazine 

for eight years. Lithium was added as augmentation three ye.µ-$ ago). She was eager to receive electro­

convulsive therapy. When asked how she understood the ~i~e-effects, she said she had been told 

that it might result in temporary amnesia. Her file history m~qtioned that she had given her youngest 

child anti-depressant medication for his headache, but bec4u~e she expressed feelings of guilt and 

remorse, it was regarded as an isolated act of an overwhe~ mother to calm down her hyperactive 

child. During the first consultation Mrs X was drably dressed, sat slumped in her chair, was fidgety 

and made poor eye contact She was tearful and appeared M,xious and anhedonic. Mrs X offered 

no information about medicating her child. According to hqr,I her children are her life. She reported 

being distraught after a phone call from them, during whic~ they started crying, saying how much 

they miss her. She complained that her ex-husband was nqt ~wing her sufficient access to them 

since her hospitalization. In an effort to facilitate more contact with her children, I tried to locate 

the social worker she had consulted at the local children'~ p.ospital. 

Since I only had the social worker's first name antf !since she had subsequently moved to 

another institution, I had difficulty tracking her down. \.\fh~n I finally did, she informed me that 

Mrs X's youngest son had recently been hospitalized at th¢ ~ocal children's hospital twice in three 

days, presenting with vomiting, headaches and a depressed! l4Yel of consciousness. At the time Mrs 

X denied any knowledge of the aetiology of his symptoms. 1 On the fourth day the boy deteriorated 

into an intermittent coma A toxicology screen revealed high levels of tricyclics and opiates in his 

blood. A child psychiatrist was consulted and she diagnosed Munchausen by Proxy (Factitious 

Disorder by Proxy). The children were temporarily placed in the care of their grandparents and their 

father, and the case was referred to the Child Protection Unit. Initially Mrs X continued to deny 

any involvement, but 11 days later admitted having given her son one or two pills before his initial 
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hospital pre.5entation. She persistently deqied giving him any additional medication, claiming that 

he might have taken some himself She alsp denied administering medication during his hospitalization. 

However, she admitted needing help and I undertook to admit herself to a psychiatric hospital, which 

is where our paths crossed. 

2. T H E HI S T OR Y 

Before turning to the definition ofMun~hausen by Proxy, I will briefly situate this controversial 

phenomenon historically, with specific re~rence to its "predecessor", Munchausen Syndrome. Not 

only do the two phenomena share the eptjnymous name. but the conceptualisation of Munchausen 

Syndrome also influenced that of Muncµausen by Proxy and therefore merits brief attention. 

a) Munchausen Syndrome: 

Hieronymus Karl Friederich Freiherr vqn M11nchhausen ( l 720• l 797) was a German officer and 

mercenary who was renowned for his fatjtastic tales of his peripatetic adventures. In 1785 Rudolph 

Eric Raspe, an exiled German writer an~ geologist, whose own life was almost equally eventful, 

anonymouslypublished~ron.MI~l&l~.:..s.!~Jlm~!LWs.M!ml~Ufilfil&.lli~lfil!lWU.;aD®l,lu:m 

in Russia (Bracy, 1963). 3 

Asherfirstused the Baron's name in II 951, in what is regarded as the first systematic documentation 

of(adult) Munchausen's Syndrome. Asijer does not offer a definition per se, but describes these 

patients' multiple presentations at variou~ hospitals with apparently acute illnesses, their dramatic 

histories consisting of falsehoods and thei;r tendency to discharge themselves against advice ( 1951 ). 

He justifies his use of Baron von Munclausen's name as follows: 

The gentleman to whom I resuvv,uuuy dedicated this syndrome originated as a real 
person - Karl Frederick Von M chausen (sic) of Brunswick - who was wont to 
entertain his friends by recountin fabulous adventures of palpable absurdity. When 
Rudolph Raspe ofHanover anon ously published these stories without his permission, 
a gentlemanly old fellow with a gi fur tall stories became the laughing stock ofEmope 
and the eponymous representatio of an incorrigible liar. It is to Raspe's fictitious 
Baron that my term refers; the p ·en1s resemble him in the dramatic nature of their 
stories, the wide extent of theirtrave s an 
p.154). 

Asher's article is characterized by a conflict between motive and lack of motive. He describes the 

"apparent senselessness" and lack of secondary gain, claiming that these patients lie from a "love 
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of mlsehood" ( 1951, p.339). However, he then proceeds to list poss(ble motives underlying 1he behaviour. 

These include a grudge against doctors and hospitals, a de$ire Ito become the centre of interest, to 

obtain free accommodation or drugs, orto escape from the policef He also concedes that most patients 

are hysterics, schizophrenics, masochists or psychopaths. 

Asher's wmk formalized a phenomenon which had manyl labels, including "hospital addiction", 

"polysurgical addiction" (Menninger, 1934), "scalpellophilia'' (P~assman, 1994), "professional patient 

syndrome", "Ahasuerus Syndrome" (Wingate, 1951) 4 and "f?,ctitious illness". Patients with this 

disorder have been called "hospital hoboes", "peregrinating (pro*em) patients" and "kopenickiades" 5 

(Enoch & Trethowan, 1991; Parnell, l998b). Many of the tenµs reflect a measure of devaluation 

(Plassman, 1994 ), which is also pervasive in the literature. 6 1Jrroughout its history fabricated or 

self-inflicted illness had a distinct class association and as rec¢ntly as the 1980s Munchausen patients 

were associated with unemployment, lack of achievement, alcohol !abuse and criminal histories (Bhugra, 

1997; Camey, 1980; Folks & Freeman, 1985). 

Munchausen Syndrome still is believed to be more common among males (American Psychiatric 

Association (APA), 1994; Enoch & Trethowan, 1991; Fol~~ Freeman, 1985; Meadow, 1994). 

Whereas the terms "Munchausen Syndrome" and "Factititjus Disorder" are frequently used 

interchangeably, some authors have attempted to reserve "Mun¢hausen Syndrome" for those cases 

in which the fucti.tious production is chronic, rather than episodf c, and which - due to the patients' 

wandering - involve multiple physicians, towns and hospit$ (4ibow, 2000; Pankratz, 1999; Taylor 

& Hyler, 1993 ). When this distinction is made, the traditional gttnder ratio is modified: Munchausen 

Syndrome remains more common in men, but Factitious Disorcler is more prevalent among women 

(Fink & Jensen, 1989; Sutherland & Rodin, 1990 ). It is not clear-t,vhether the more episodic Factitious 

Disorder is qualitatively different, or whether the episodic patient eventually evolves into the chronic 

Munchausen patient (Libow, 1998). 

b) Munchausen by Proxy: 

The documentation of parent-induced illness predates1he 1977 baptismal article (Dine, 1965; Herzberg 

& Wolff: 1972; Lansky, 1974; Osborne, 1976; Pickering, Moncrieff & Etches, 1976; Rogers et 

al., 1976). The first use of the name "Munchausen by Proxy" appears in an article entitled "Folie 

a Dew: in the Parents of Psychosocial Dwarfs" (Money & Werlwas, 1976). As the title suggests, 
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this use of "Munchausen by Proxy" refers to the pres~ntation of parental-induced symptoms with 

both parents delusionally colluding in the falsificatiqn of the histmy.7 In both the cited cases the 

mothers had a history of caring for sick or handicapped family members. In both families other 

siblings played the role of surrogate patients once thp index patients improved or left the house. 

The first systematic description of 1he phenomenon is credited to Me.adow, a British paediatrician. 

His 1977 article was precipitated by two cases, one ~n which the mother systematically :falsified 

her child's symptoms, tampered with urine specimetjs and interfered with hospital observations, 

and another in which a child was futally poisoned with ~xic doses of salt. Meadow based his choice 

of the term ''Munchausen Syndrome by Proxy" on the sirrtj1arities it showed with Munchausen Syndrome, 

particularly the fabrications and the extensive travell,ng to obtain treatment. He emphasized the 

falsification of symptoms and medical histories and the~ these mothers seemed to use their children 

"to get themselves into the sheltered environment of a cJ;tlldren' sward" ( 1977, p.345). He particularly 

noted how the mothers thrived on the attention of th~ staff. 

As with most aspects of Munchausen by Protj, the name has also been a site of contention. 

Subsequent to Meadow's article, many other names ~ave been used, including "Munchausen by 

Proxy Syndrome" (Donald & Jureidini, 1996a; Hotc1'1ciss, 1997; Lyons-Ruth, Kaufinan, Masters 

& Wu, 1991; Parnell & Day, 1998; Schreier & Libow,I 1993a; Siegel & Bryk, 1998; Sigal, Gelkopf 

&Meadow, 1989; Waller, 1983; Weston&Morelli, 19~8), "Polle Syndrome" 8(Ackennan& Strobel, 

1981; Burman & Stevens, 1977; Clark, Key, Rutherfotd & Bithoney, 1984; Leeder, 1990; Liston, 

Levine & Anderson, 1983; Mehl, Coble & Johnson, 1~90; Verity, Winckworth, Burman, Stevens 

& White, 1979), "Meadow's Syndrome" (Lazoritz, l 98f; Warner & Hathaway, 1984 ), "peregrinating 

paediatric patients" (Fialkov, 1984), "chemically abustjl children; (Shnaps, Frand, Rotem & Tirosh., 

1981), "Factitious Illness by Proxy" or simply "childlabuse". Lazoritz (1987) argued for the use 

of "Meadow's Syndrome", not only as a tribute to Me~ow's work, but also because the Baron had 

suffered as a consequence ofRaspe's fictionalizations and would never have harmed a child. Similarly 

Carek objects to the use ofMunchausen's name, accusing Munchausen by Proxy proponents of 

debamng the noble Baron's name by introducing a "pathological or even malicious quality that is 

so foreign to the Baron's tales" (1995, p.261 ). 
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c) Relationship between Muncbausen Syndrome and Munchaus,n by Proxy: 

Differing views are held on the relationship between Munchausen Syn~rome and Munchausen by 

Proxy. MllllChausen by Proxy is commonly regarded as a variant or ~iatric equivalent of ( adult) 

Munchausen Syndrome, sharing essentially similar psychodynamics ( ii\.ckerman & Strobel, 1981; 

. Enoch& Trethowan, 1991; Griffith, 1988; Lyons-Ruth etal., 199t Me]jll et al., 1990; Sigal, Carmel, 

Altmark & Silfen, 1988; Sigal et al., 1989). However, others contend ~hat the similarities in name 

have led to confusion, that the one cannot be regarded as a variant of the ~ther (Bhugra, 1997; Parnell, 

1998b; Schreier & Libow, 1993a), and that the "etiologic commonality'1 suggested by earlier articles 

bas not been borne out (Donald & Jureidini, 1996a, p. 753 ). In this regatd. Parnell argues that there 

seems to be a fundamental difference between the psychopathology ~f someone willing to make 

himlherself suffer and that of someone willing to create suffering in hi~/her own child. According 

to her, Munchausen by Proxy "is more a pathology of the parent~hild ¢lationship than a pathology 

ofthe self' (1998b, p.19). 

3. DI A G NO S TIC C L A S S IF IC A T IO N 

!lm&OO~WID..~~~Wl!W!!I.MWY&l.J.ll~~(henceforth DSM-IV) 

prefers the term "Factitious Disorder by Proxy" and it is commonly reg~ded to be interchangeable 

with "Munchausen by Proxy". While recognising that the varied terminology can be confusing, 

Parnell ( 1998b) maintains that the connection between the terms "Munc~ausen Syndrome by Proxy" 

( or "Mwichausen by Proxy Syndrome") and "Factitious Disorder by irroxy" is clearly established 

in the research literature. However, she admits that problems with the ~isparate nomenclature still 

arise, citing a case in which a perpetrator's legal representative discre4ited a psychologist witness 

by arguing that Munchausen by Proxy does not even exist, because the specific term is not included 

in the DSM-IV. 

The DSM~IV defines Factitious Disorder by Proxy as a form of abuse in which the essential 

feature is the "intentional prcxluction or feigning of physical or psychological symptoms in another 

person who is tmder the individual's care" [criterion A]. Typically the victim is a young child and 

1he perpetrator is the child's mother. The motivation for the perpetrator's behaviour is presumed 

to be a psychological need "to assume the sick role by proxy" [criterion B]. "External incentives 
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fur the behaviour, soch as economic gain, are absent" [ criterion C]. ''lbe ~ is not better accounted 

for by another mental disorder" [criterion D] (APA, 1994, p.727).1 The perpetrator presents the 

proxy person for medical care and the latter is usually subjected to extensive hospitalizations and 

invasive and/or painful interventions. Victims often incur psycholo~cal and/or physical hann and 

may end up emotionally or physically damaged, disabled or dead. The I}erpetrator invariably disclaims 

any knowledge of the aetiology of the problem. 

The phenomenon is currently listed in the DSM-IV as a subt)jpe of the Factitious Disorders 9 

and is included in an appendix as a concept orcategoiy "for further study" (APA, 1994, p.703). 

Tecbnirallyit1herefurefullsunderthebroaderdiagnosticcategoiyof''F~usDisorderNotOtherwise 

Specified". The latter has no specific criteria and Factitious Disord~r by Proxy (as delineated by 

the suggested research criteria) is merely an example. 

no discrete psychiatric diagnostic categoiy or criteria for Mwichausen ~ Proxy. In the section entitled 

"Injmy, poisoning and certain other consequences of external causes" J Munchausen by Proxy would 

be classified under "Other Maltreatment Syndromes" (17 4 .8), making~ clear that it is not a psychiatric 

diagnosis (World Health Organisation (WHO), 1992). 

Besides the DSM-N definition, Rosenberg (1987) offers on4 of the most widely accepted 

and used definitions. She lists the following signs and symptoms as "cotjstitutingthe syndrome cluster" 

(1987, p.548): 

1) an illness is fabricated by the parent or someone in loco parentif 

2) a child is presented for medical assessment and care, usually persistently 

3) the perpetrator denies knowledge of the aetiology of the illness 

4) acute symptoms abate when the child is separated from the perpetrator. 

* * * * * * * * * * * * 
4. THE MAP: SYNOPSIS AND RATIONALE 

This study was prompted by the dilemmas encountered in my intervention with Mrs X. I turned 

to the literature for guidance regarding 1he establishment of a diagnosis, an understanding of what 

might underlie the behaviour and how to treat it. This literature, which is essentially empirically 

derived, is set out in chapter 2.10 Unlike a conventional literature review, the literature is set out 
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in a detailed and comprehensive way, because: a) relatively little is known about Munchausen by 

Proxy, particularly in the field of psychology; b) a comprehensivelexamination of the literature is 

useful in an extremely difficult area of clinical work, and as such it Provides an integral background 

for understanding the case material; c) it generates important questi<jms about its construction, which 

in tum raises questions about the clinical work; and d) the field is tj.fe with confusion, obfuscation 

and contradiction. Chapter 2 thus offers a relatively neutral inspectiqn of the territory, while flagging 

some of the disagreements and lacunae within it 

After having examined the literature, many questions remaiped unanswered, and I therefore 

shifted my attention from the level of data collection to a conceptual one, thereby moving into a 

critical theory approach. Consequently chapter 3 is devoted to a critique of the literature, both from 

within its ranks and without. The critiques highlighted the inadeqµacy of the research, as well as 

the moral and ethical dilemmas presented by such a case. Chapter 4 returns to the abovementioned 

case, illustrating the material discussed in chapter 2. Remaining with ~e case study, chapter 5 critically 

examines the questions raised by the critiques. The moral judgem¢nt pertains to having to decide 

whether the behaviour constituted a crime or an act committed in a Jisychotic state, i.e. to what extent 

does a person like Mrs X belong in the psychiatric health system qr in the legal system? Does the 

fact that someone behaves in an apparently wilful manner elim~te the possibility of her having 

a psychiatric disorder? If she does have a psychiatric disorder, what ~sour professional responsibility 

regarding treatment? Mrs X seemingly turned to the appropriate sxstem for help, but we had very 

little to offer and therefore we pushed her into the legal system. 'l)'hese issues are addressed with 

specific focus on the way people like Mrs X are positioned, their absence of voice and the role 

psychologists can play in making these voices heard. 

One of the difficulties in problematizingthis phenomenon rut been my own divided loyalties, 

which are reflected in the structuring of the dissertation. Chapters 2 and 4, the examination of the 

literature and the discussion of the case material, subscribe to the medical/psychiatric model~ eocountered 

in the public hospital system where I was placed as an intern. Whereas I recognize the power of 

this mcxlel and its usefulness in a country where psychological services to the disadvantaged are 

scarce, I am acutely aware of its inherent problems. Chapters 3 and 5 therefore critique both the 

literature and my case management as hegemonic practice, with the view to raising some critical 
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questions. These questions highlight a broader dilemma: How do we as c1inical psychologists integrate 

our critical thinking with our clinical practice, especially when it involv~s multiple epistemologies? 

While there is no easy answer, I am reminded of two quotations pointing to the accommodation 

of two intersecting epistemologies. Turner (1992), a medical sociologist, premises that the body 

is socially constructed through various discourses (medical, moral, arti$c, commercial, etc.). While 

he contends that such a position calls into question the claims of"expert'' knqwiedge, he also acknowledges 

that "some things ('hysteria') may be more socially constructed than o~ers ('gout')" and that topics 

which are "politiailly charged ( such as 'black ltmg') are more likely to be regarderl as socially constructed 

by sociologists than other conditions ('goitre')" (1992, p.26). Similarly, Wetherell and Potter, two 

social constructionists, defend their approach against charges of subj~tivism with the following 

example: "New Zealand is no less real for being constituted discursively - you still die if your plane 

crashes into a hill whether you think that the hill is the product of a vol$ic eruption or the solidified 

fonn of a mythical whale. However, material reality is no less discursi~e for being able to get into 

the way of planes" (1992, p.65). 

Applying the above to Munchausen by Proxy, one is confronted by the material reality of 

children undergoing unnecessary medical interventions due to the bqhaviour of their parents. At 

the same time there is the discursive construction of a psychiatric dis~r "Munchausen by Proxy", 

which is embedded in and reproduces patriarchal power relations, positions the subjects of its study 

as disordered, dangerous, deceitful, untreatable women, while simultan~usly denying them a voice. 

As a clinical psychology intern faced with the "phenomenal reality" (~arrett, 1988) of a patient11 

with a diagnosis ofMunchausen by Proxy, I had to examine my relationspip with these two seemingly 

oppositional "givens". 

In accordance with Turner, I want to argue for an "epistemological~~--~-~~ 

Since MWIChausen by Proxy is a relatively tmCharted territory fur psychologists, it would be inappropriate 

to foreclose our conceptual optiom prematurely. This study therefore examines the field from both 

the hegemonic and the alternative perspectives without the presumption of providing answers, but 

endeavouring to explore the role of psychologists in a realm where they have heretofore been largely 
r 

absent. 

* * * * * * * * * * * * 



5. TERMINOLOGY 

My own use ofterminolog;j requires some clarification. 

1) With regard to the pattern qf abuse, I will follow Meadow's example and use the term "Munchausen 

by Proxy" ( except when the context dictates otherwise, such as in quotations). 12 For the immediate 

purpose of the discussion "M.,nchausen by Proxy" will be regarded as interchangeable with "Factitious 

Disorder by Proxy", as defi*ed by the DSM-IV. 

2) Since the term initially deµoted the form of abuse, and si?ce its status as a psychiatric disorder 

is being disputed, I will refertv Munchausen by Proxy as a 11phenomenon" ( as opposed to a" disorder"). 

3) While it contains inhere~y problematic asswnptions, I will adhere to the DSM-IV tenninology 

in referring to the concerned parties as the "perpetrator" and the "victim", unless the context demands 

otherwise. The use of these gender-neutral tenns is motivated by the fact that the behaviour is not 

confined to mothers only, anq that attempts have been made to extend the definition to include similar 

abuse of adults and pets. 

6. D E L IM I TA T IO N S 

The study primarily focuses ~n issues surrotmding the diagnosis and the perpetrator. Besides brief 

attention in the examination ~f the literature, matters concerning the child victim of this abuse are 

therefore excluded. Similarl)\, the covert video swveillance debate, the social work, legal and forensic 

aspects will only be addres*d to the extent that they intersect with my broader argument. 



CHAPTER 2 

THE LITERATURE: INSPECTING THE TERRITORY 

Due to Munchausen by Proxy's recent inclusion in the D M , its status as a category "for further 

study" (AP A, 1994, p. 703), and its relative rarity, both in cli:pical practice and psychological writing., 

this chapter is devoted to an inspection of the territory as i~ presents itself in the literature. As the 

study is concerned with the psychiatric diagnosis and treatmeqt of the adult "perpetrator", the discussion 

is primarily confined to these areas. Following some observ~tions regarding the distribution of the 

literature, the chapter examines the literature on victims, peajetrators, aetiological factors, prevalence, 

definitional and conceptual developments and debates, and m~agement. Although the study excludes 

forensic and legal matters, a short section on covert video suryeillance is included, as it is increasingly 

regarded as an indispensable part of the diagnostic proces~. 

1. THE DISTRIBUTION OF THE LITERATURE 

The existing literature on Munchausen by Proxy generally ertjanates from paediatrics and is published 

primarily in paediatric, general medical or child abuse jollllals (Fisher, 1995b; Gray & Bentovim 

1996; Griffith, 1988; Lyons-Ruth et al., 1991; Ostfeld & Felf:iman, 1996; Schreier & Libow, 1994a, 

1994b; Sigal, Altmark & Carmel, 1986). Schreier and Libo'f' (1994a; 1994b) specifically note the 

scant attention being paid to Munchausen by Proxy in thq psychiatric literature. In an extensive 

search conducted in 1994, they located 178 papers of which 1143 were published in medical journals 

and only 19 in the psychological and psychiatric literature (ll993b). This distribution is corroborated 

byOstfeld and Feldman (1996). The even greater lack ofµifonnation in social work literature is 

noted by Gray and Bentovim (1996), Mercer and Perdue (1~93), and Ostfeld and Feldman (1996). 

A few implications of the above distribution are 

- a primary focus on identification and the child victim, with 1little discussion of either the perpetrator 

or management or psychological treatment strategies other than confronting the parents and removing 

the child (Lyons-Ruth et al., 1991; Sigal et al., 1986)~ 

- social workers and psychologists are at a distinct disadvantage regarding recognition and knowledge 

ofMunchausen by Proxy (Ostfeld & Feldman, 1996); 

- a lack of dynamic understanding (Schreier & Libow, 1994b). 
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The literature also appears to concentrate on dramatic cases of obsetjved induction of symptoms 

during in-patient stays (Meadow, 1990), with I~ attention being paid to tjtses in which the perpetrators 

involvement is more subtle or cannot be proved beyond a doubt (Ly~ns-Ruth et al., 1991 ). 

2. VICTIMS 

Since this study focuses primarily on perpetrators, the literature regard~ng victims is only attended 

to in brief, mainly because it sheds light on the case study that follows in chapter 4. 

While the victims are typically young or preschool children, with the abuse most commonly 

starting in the first year of life, children of all ages and even adults hape been abused in this way. 

The youngest presentations involved foetuses subjected to prenatal fabtjcation (Goodlin, 1985; Goss 

& McDougall, 1992).13 Most of the illness simulation and production tjlkes place while the children 

are in hospital. Males and females seem to be equally victimized (McClqre, Davis, Meadow & Sibert, 

1996; Palmer & Yoshimura, 1984; Rosenberg, 1987). Birth order alsp does not seem to play any 

significant role (Libow, 1998). 

Although the presentation of symptoms and signs covers a btoad spectrum, the majority 

of induced and simulated conditions involve the gastrointestinal, the !Wnitourinary and the central 

nervous systems (AP A, 1994 ). The most common presentations are blee~ing, seizures, central nervous 

system depression~ apnoea, diarrhoea., vomiting, fever and rash (Rosen~erg, 1987). Various physical 

complaints may be presented simultaneously (Eminson & Postlethwaf te, 1992; Sullivan, Francis, 

Bain & Hartz, 1991 ). (For more detail on manifestations, see Levin and ~heridan ( 1995) and Schreier 

and Libow ( 1993a) ). Common methods of fabrication include poisonijg, 14suffucation, scratching, 

painting or applying caustics to the skin, dietary manipulations, exogenot$ blood application, falsifying 

temperature, contamination of blood and urine samples, symptom coactrtng-amttyi 

The victim's illnesses are characteristically atypical in their presentation, course and response 

to treatment Signs and symptoms are often unverifiable and occur only in the presence of the primary 

arregiver. The victims usually require extensive medical attention, en1ailing invasive med.ical procedlll"es, 

surgery, intravenous medicines and multiple X-rays. With older children (and adults) there may 

not only be compliance or passive collusion, but collaboration with the perpetrating caregiver in 

the production of signs and symptoms (APA, 1994; McClure et al., 1996; Meadow, 1984; Sanders, 
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1995; Schreier & Libow, 1993~ Sigal et al., 1989; Stone, 1989; Woolcott, Aceto, Rutt, Bloom & 

Glick, I 982). 15 

Consequences: 

Obvious physical consequences fur1he victims of this~ of abuse are needless and harmful investigations 

and treatments, inducing of a genuine disease due to $e perpetrator's actions, disfigurement, sudden 

death as a result of the perpetrator misjudging the degree! of insult and development of chronic invalidism 

(Meadow, 1989a, 1994; Rosenberg, 1995). Due to a ~ack of comprehensive follow-up, information 

about long-term (physical) morbidity is scant. The nyo available systematic studies (Bools, Neale 

&Meadow, 1993; Davis et al., 1998) suggestthatmanyyictims suffer long-term physical consequences 

and are at risk for further fabrication. 

Despite being widely stated, psychiatric andlpsychological sequelae are poorly described 

due to limited follow-up. The only systematic followrup study reported "unacceptable" outcomes 

for balf1he 54 children studied (Bools et al., 1993). Prpblems include feeding disorders, withdrawal, 

hyperactivity, conduct disorders, interference with t~e capacity to relate, retreat into illness under 

stress, fears of permanent damage, development o~Munchausen Syndrome/Factitious Disorder 

and scholastic problems due to absenteeism (Berg~ Jones, 1999; Bools et al., 1993; Conway & 

Pond, 1995; Croft & Jervis, 1989; Dowling, 1998; M~Guire & Feldman, 1989; Sigal et al., 1989). 

For a victim's account of growing up with Muncha'15en by Proxy, see Bryk and Siegel (1997). 

Co-morbidity figures vary greatly and includ~ physical and sexual abuse, failure to thrive, 

neglect and inappropriate medication (Bools, Neale I& Meadow, 1992; Gray & Bentovim, 1996; 

Rosenberg, 1987). Similarly, statistics about mortali1), rates show considerable variation. Among 

the larger studies ( n223 s 117), the figure varies from f% (Rosenberg, 1987), to 22% (Waller, 1983) 

and 33% (Meadow, 1990). It is hypothesized that the !mortality rates are inflated, as it is invariably 

the more serious cases that find their way into the l~erature (Meadow, 1990; Schreier & Libow, 

1993a). For a more detailed analysis, see Parnell (1998c). 

Siblings: 

Frequently Munchausen by Proxy involves siblings of the index patient in the same or similar manner. 

A follow-up study found sibling abuse to be more common than re-abuse of index children (Davis 

et al., 1998). Estimates of sibling Munchausen by Proxy abuse range from 25%-33% (Alexander, 
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Smith & Stevenson, 1990; Schreier & LibowJ 1993b). The only systematic sibling study (Bools 

et al., 1992) reported fabricated illness in 39%lof siblings and death with no identifiable cause in 

11 %. These morbidity rates are hypothesized ~o be an underestimate. 

Apart from the morbidity associated with being victims themselves, the emotional impact 

of witnessing Mwichausen by Proxy behaviour aq1 of having the nuclear family break up after discovery 

has not yet been studied (Alexander, 1995). What does seem to be consistent in the literature, is 

that only one child is the target ofMunchausen py Proxy at any given time (Alexander et al., 1990; 

Sigal etal., 1989).16Alexanderetal. (1990) sugg~stthatperpetrators who engage in serial Munchausen 

by Proxy may have more serious and overt psyc~pathology and children are more likely to be killed. 

3. P E RP E T RA T O R S 

a) Gender: 

Munchausen by Proxy is primarily perpetrated ~y females. The biological mother is the perpetrator 

in 90%to 100%ofcases (McClure et al., 1996~ Meadow, 1994; 1995; Perdue, 1988; Rosenberg, 

1987). Other female perpetrators include adoptiv~ mothers (Rosenberg, 1987), baby-sitters (Richardson, 

1987) and grandmothers (Samuels, McClaughl*, Jacobson, Poets & Southall, 1992). These mother­

perpetrators may appear medically knowledgeabJe and a significant proportion are involved in medical 

or caretaking fields (Gray & Bentovim, 1996; Nfeadow, 1982a, 1990a; Rosenberg, 1987; Schreier 

& Libow, 1993a; Skau & Mouridsen, I 995). 

In 1995 Meadow estimated that 5% ofwerpetrators were male. Parnell notes that by 1998 

13 cases of father-perpetrators had been discussed I in the literature (Jones, Badgett, Minella & Schuschke, 

1993; Makar & Squier, 1990; for a full list ofcitaµons, see Parnell, 1998c ). In the same year, Meadow 

published a review of 15 cases involving male gerpetrators, all dating from the previous ten years. 

According to Meadow, this increase in male perpetrators may be due to the general increase in 

identification of the phenomeno11 He also hypo'$ izes that the literature's exclusive focus on mother­

perpetrators may have dissuaded medical professionals from identifying male perpetrators (Meadow, 

1998). Jones et al. ( 1993) suggest that the increase in male perpetrators may be related to the growing 

numbers offuthers taking up primary caretaking roles. This role shift may leave them open to the 

same stresses of caregiving that lead to Munchausen by Proxy behaviour in females. Jones et al. 's 
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hypothesis is given credence by the fact that all but one pf the 17 fathers in 1he three aforementioned 

studies were unemployed (Jones et al., 1993; Makar~ Squier, 1990; Meadow, 1998). 

Little is known about futher-perpetrators. Meadpw described them as very similar to female 

perpetrators, except that fathers are generally not well Fked by hospital staff and are perceived as 

being overdemanding, overbearing and unreasonable ~ 1995a; 1998). Father-perpetrators are also 

more likely to incur criminal prosecution and receive moi;e punitive sentences than mothers (Meadow, 

1998; Samuels et al., 1992; Schreier & Libow, 1994b ).I Regarding the characterological profile of 

male perpetrators, Meadow's experience differs from th~ of Schreier and Libow (1993a). The latter 

suggest that father-perpetrators are a more overtly pathtjlogic.al group, exhibiting bi:zarre behaviour 

or symptoms reports with possible psychosis. Due to the ~all case numbers and varied presentations, 

inferences remain provisional. 

b) Prototypical presentation: 

1beprototypical presentation of mother-perpetrators is o~entive, self-sacrificing carers, who impress 

as good parents enjoying close (if enmeshed) relation$hips with their children. They rarely leave 

their children's bedside and since they are invariably ~ctively involved with the in-house care of 

the children, they are well liked by medical staff and *en as an invaluable help (Meadow, 1982; 

Nicol & Eccles, 1985). They often play the role of adyiser and comforter to other parents on the 

ward and have been noted even to comfort staff(Meado'-", 1984; Skau & Mouridsen, 1995). Contrary 

to the public show of attentiveness, video smveillanc~ has shown that these mothers often react 

indifferently to their children when no observers are p~sent (Samuels et al., 1992; Zitelli, Sel1man 

& Shannon, 1987). They often demand new interventions and are rarely wary of medic.al procedures, 

even when these are invasive and pose asignificantrisk tolthe child. Munchansen by Proxy perpetrators 

:frequently appear inappropriate in their expression of a.fleet: they are either overly calm in proportion 

to the gravity of the reported problem, show an inapprqpriate level of satisfaction with the child's 

medic.al problems or display excitement when the child's life hangs in the balance (McGuire & Feldman, 

1989; Palmer & Yoshimura, 1984; Schreier, 1992; Schreier & Libow 1993a). They invariably thriv~ .. 

in a medical environment, particularly on the attention of staff (Meadow, 1977; Mehl et al., 1990). 

"The striking quality of the presentation lies in the glaring contrast between the external cooperativeness 

and the covert abuse" (Lyons-Ruth et al., 1991, p.311 ). Perpetrators may switch doctors :frequently, 
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especially when there is a risk of being exposed. When confronted, most perpetrators persistently 

deny the accusations. Some become depressed and suicidal~ others become angry with the health 

care professionals and attempt to remove the child from h~spital against medical advice. 

Perpetrators may give confusing, complex medical I histories - both their own and that of 

thechild(McGuire&Feldman, 1989;Meadow, 1977; 1982a;I 1989a; Parnell, 1998c). These histories 

are often presented with dramatic flair and perpetrators may exhibit pseudologia fantastica. They 

commonly report having had an illness similar to that of the ~hild (Meadow, 1982a; Parnell, 1998c; 

Schreier & Libow, 1993a). Many have complicated obstetric histories or histories of multiple pregnancies 

(Feldman, Christopher & Opheim, 1989; Griffith, 1988; MqKtow, 1977; Parnell, 1998c; Polledri, 

1996; Sullivan et al., 1991). Jureidini (1993) suggests that qbstetric complications can contribute 

to the genesis ofMunchausen by Proxy through unresolved grjief secondary to perinatal bereavement, 

or through the production of a damaged child, which disrupt the mother-child bond and provides 

an external illness fucus for the mother. He also suggests ~ pregnancy and childbirth can facilitate 

transition:fromseIB-fucusedhostile behaviourofMunchausenSytjdrometoexternallyfucusedMunchausen 

by Proxy. 

c) Psychopathological issues: 

Most of the literature in this regard is based on single case rpports or on small case numbers. The 

only systematic study is that ofBools, Neale and Meadowl(1994), who reported on 47 mothers. 

72% of the mothers were regarded as having a history of"Sopiatizing Disorder" (an umbrella term 

covering somatofurm disorders and :factitious disorders). In l3% of these cases, the most probable 

diagnosis was "Factitious Disorder with physical symptom!". In order to compare these findings 

with others, I confine myself to two other large studies. M adow reports that of the 300 families 

he~ seen, 20-30% of perpetrators have "marked somatisation disorders" (1994, p.335). Rosenberg's 

1987 meta-analysis of 117 cases fuwid that 10% of mothers had Munchausen Syndrome and 14% 

had features ofMunchausen Syndrome. (Some studies with small case numbers report an incidence 

ofup to 100%.) 

Due to the idiosyncratic use of diagnostic nomenclature and a reported range too wide to 

be meaningful it is oot clear whether mother-perpetrators generally present wi1h Munchausen Syndrome, 

Factitious Disorder or Somatization Disorder. However, three positions are discernible: a) the generally 
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accepted view in the literature is that Factitious Disorder/Mu1'chausen Syndrome only manifests 

in a 1Y of perpetrators~ b) the only systematic study (t~at ofBools et al., 1994) found that 

it manifests in a u ·ty (between 52.5% and 72% ); c) the USM::lY work group on Factitious Disorder 

by Proxy perceives the latter as being on a continuwn with Factjtious Disorder, hence the similarity 

in diagnostic criteria According to one of its members there i~ "sufficient information to suggest 

that perpetrators may have been victims of Factitious Disorder! by Proxy in childhood, often have 

FactitiousDisorderpriortothe by-proxy abuse perpetration, andfr(NuentlymanifestFactitious Disorder 

again after confrontation and removal of their child-victims" (Fagan, personal comnumication, 1996, 

in Parnell, 1998b, p.45). 

Bools et al. (1994) reported forensic histories in 19% of mothers, histories of self-harm in 

53% and substance misuse in 21 %. Personality assessment of 19 mothers showed that the majority 

( ±89%) were judged to have a personality disorder, often of a seyere nature at the time of fabrication. 

Most subjects met the criteria for more th.an one category of Rersonality disorder. Histrionic and 

Borderline personality disorders were most common, particularly among active inducers. Dependent 

and Avoidant personality disorders were also identified. These ¢sults do not fully correspond with 

Rosenberg's. who reported that "hysterical" personality disorder was noted "several times", as opposed 

to Borderline, Narcissistic and unspecified personality disord~r noted "very occasionally" (1987, 

p.556). However, due to Rosenberg's lack of specificity, true pomparisons are not possible. 

In accordance with other authors (Parnell, 1998d; Rosen let al., 1983; Schreier 1996; Schreier 

& Libow, 1994a;1994b), Bools et al. (1994) found that none of the mothers were psychotic at the 

time of the fubrications. Only 15% of the interviewed mothers I had well-defined Axis I disorders, 

including depression and an eating disorder. While the small ~ercentage of clear Axis I disorders 

corresponds with the findings ofLibow (1994) and Sigal etal. (•989), it differs from those of Gray 

and Bentovim (1996), who reported psychiatric problems in 49% of37 mothers, with 43% having 

a history of depression. 17 It is, however, important to take note of both Gray and Bentovim's (1996) 

· 1 and Parnell's (19'J&l) observations, namely that the presence or visibility of Axis I dison:lers is contingent 

upon the time and circumstances of the evaluation. Most perpetrators initially mask or deny the 

presence of psychiatric problems and these usually only emerge later (e.g. during therapy). 

Samuels et al. (1992) c.alled attention to the presence of eating disorders in Munchausen 
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by Proxy mothers, following their observation that 71 % of 14 perpetj-ators ( of imposed upper airway 

obstruction) had eating and/or weight problems ( which they speculated to be a form of se1f•harm ). 18 

d) Psychological testing: 

Psychological test data are mainly alluded to in a few individual case ~tudies, but the data is generally 

incomplete (Griffith, 1988; Mosz.kowicz & Bj0rnholm, 1989; Palm~r & Yoshimura, 1984; Rosen 

et al., 1983; Schreier, 1992; Sigal et al., 1986; Sigal et al.,1988; Stotje, 1989). In an attempt to draw 

up a profile ofMunchausen by Proxy perpetrators, Schreier and Libo'-"1 ( 1993a) obtained psychological 

testing protocols on 12 mother-perpetrators. However, the validity of their conclusions is undermined 

by1he small sample siz.e, the testingconditions (some mothers were COW'tt(Xtlered to undergo assessments) 

and their own admission that the clinicians were generally operatip.g without a theoretical model 

or test profile, and the selection of test instruments were based on per~onal preference and familiarity. 

In a similar exercise, Parnell (1998d) reports on the MMPI-2 protoqols of 15 mother-perpetrators. 

Again the sample size remains small and testing conditions are prob~ematic, as 13 of these involved 

court-ordered evaluations. Given these problems, their findings can at best be regarded as exploratory 

descriptive information. However, two points deserve mention. 1} Th~ protocols generally substantiate 

previous reports oflittie gross psychopathology and reveal no particuuµ- group profile. 2) Once therapy 

commences, the protocols are modified. Parnell notes that the retest MMPI-2 protocols "generally 

show the individual perpetrator's psychopathology along with the ~ety and depression that emerge 

during the uncovering therapeutic process. A protocol obtained even later in therapy usually shows 

less defensiveness than the first protocol and has lower clinical sqales than the second protocol, 

with perhaps a more realistic picture of the perpetrator's personality ~tructure" ( 1998d, p.144 ). For 

a critique of psychological testing ofMunchausen by Proxy perpetj"a.tors, see Allison and Roberts 

(1998). 

4. AETIOLOGY 

Theories of aetiology are limited by the difficulty in obtaining accurate and detailed histories from 

the reluctant and often court•ordered parents. There seems to be agreement in the literature that 

the illness-inducing behaviour is usually triggered by life stresses, especially pregnancy, marital 

conflict or some furm of real or fantasized abandonment (Fisher, 1995; Meadow, 1994; Polledri, 



19 

1996). Despite having a compulsive quality to it, the behaviour seems to be llllder conscious control, 

but the motivation is regarded as largely unconscious and tra$ference-rooted (Nicol & Eccles, 1985; 

Parnell, 1998b; Schreier, 1996; Schreier & Libow 1993a). 

a) Psychodynamic factors: 

Multiple cursory explanations for the behaviour have been offered. It is seen as a form of projective 

identification from an over-involved somatizing mother (Boo~s, 1996; Palmer & Yoshimura, 1984 ); 

a projection of parents' hatred and despair with each other 0$> the child(-'s oody) (Dowling, 1998); 

masochism externalized/converted to sadism ( with directidentjfication with the physician as aggressor) 

(Sigal et al. 1988), a form of sacrifice serving to expiate and $ne for the parent's own self-perceived 

sin (Money, 1989); or a fonn of pathological play (Jureidini, I 9~9). It may seive the fullowing functions: 

providing an emotional buffer to or respite from stressful oome environments or dysfimctional marriages 

by placing the perpetrators in the containing, nurturing attjiosphere of the hospital and bringing 

them in contact with other parents (Griffith, 1988; Meadow, ~ 989; Mercer & Perdue, 1993; Rosen 

et al., 1983); generating support from relatives (Meadow, lt94); meeting unfulfilled dependency 

needs (Chan, Salcedo, Atkins & Ruley, 1986; Leeder, 1990)j altering the habits of absent partners 

( Gray &Bentovim, 1996;Meadow, 1989); avoiding otherphys~callyabusive actions while maintaining 

an idealiz.ed perception of themselves as parents ( Gray & Be~vim, 1996); maintaining the validity 

of family myths (Richtsmeier & Waters, 1984); distracting family attention from its unresolved 

grief over a loss (Richtsmeier & Waters, 1984 ), enabling tljie perpetrators to assert their hostility 

through gaining a sense of exhilaration and control in taking 9n and deceiving the medical system. 

Schreier (1992) and Schreier and Libow (1993a) ~ffer one of the more comprehensive 

psychodynamic explanations. They view the mother's beh*viour as being rooted in early real or 

emotional abandonment and lack of recognition (particulmjly by the father). Becoming a mother 

gives her an entree to the "theater of the 'patient'", where caring obstetricians, paediatricians and 

other staff provide an opJX>rtunity to repair the past trawna (Schreier, 1992, p.428). Since projections 

about the mothers own parents/father are transferred onto the medical staff: the doctor seives not 

only as a source of nurturance and an object of idealization, but also as a potentially punitive and 

rejecting figure. As the sadistic wishes against the abandoning parent are revived, the doctor becomes 

the focus of conscious or unconscious rage and ~ies of revenge. In this perverse 19sadomasochistic 
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interaction the child is not the object of the process; it is dehumanized and serves as a regulatory 

fetishistic object to control the relationship. The mother becomes al "pqrfect" mother in a perverse, 

funtasiz.ed relationship with a symbolically powerful, nurturant phy$ic~. The physician. raced with 

a confusing clinical presentation, may become caught up in a proj~ identification, which makes 

him/her feel thats/he does not care enough, spurring him/her on to uy hafder at the cost of overlooking 

obvious clues. Schreier and Libows aetiological thesis will be reyisi~ed in chapter 3. 

Polledri (1996) and Hotchkiss ( 1997) also utilize the con¢ep~ of perversion, as set out by 

Well don ( 1988). Polledri ( 1996) describes the behaviour as being a wrv4rsion of the maternal instinct, 

manifested in the mistreatment of children or evidenced through mtjltipJe terminations of pregnancy. 

This perversion is the result of serial abuse or chronic infantile qegl~t involving more than one 

generation. Polledri argues that these mothers have experienced early $:l sustained maternal deprivation, 

as well as intrusive projective identifications from their mothers. fhi, aspect of their relationship 

with their own mothers - probably experienced at a preverbal phasq of µeveiopment - becomes split 

off and encapsulated into a traumatic psychotic core (an "encapsulapxi pontainerlessness" (Gallwey, 

as cited in Polledri, 1996)). This split-off aspect of the self become~ re~tivated when she becomes 

a parent or takes on a maternal role. The "good mother" who wants cijldren is not integrated with 

the split-off: mother-infant childhood experience. 

Hotchkiss, also drawing on the concept of perverse motherljto~, traces the behaviour back 

to early rejection and points to the idealization of illness as a mecpanism of unification or repair. 

The child has to be ill, so that the mother can prove herself as a heal*r ap.d thus undo the internalized 

badness resulting from her own early relationships. "In projecting ~erlown woundedness onto the 

child and then becoming the agent of the child's healing, she could µe~ herself over and over again" 

(1997, p.321 ). This process is conceptualized as a fetishistic ritual. 

While Schreier and Libow, Polledri and Hotchki~ all theoriz.e around the concept of perversion, 

they view the aim of the perverted act differently. According to Schreier and Libow ( 1993a ), the 

Mllllchausen by Proxy behaviour is not primarily directed against the child, but against the physician, 

therefore distinguishing it from other forms of child abuse. 

b) Family dynamics: 

No Jarge systematic study of family dynamics has been done up to date (Skau & Mouridsen, 1995). 
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Griffith (1988) evaluated two families using a systemic model and suggests that Mtmchausen by 

Proxy can be seen as a disorder maintained by the family system as a whole, µot just by the autonomous 

behaviourofone parent He highlights the fullowingpatterns: an enmeshment of parent-child relationships; 

"multigenerational 1hemes of exploitative dominance/submission" in parent~ relation.wps (including 

physical and sexual abuse); "intense family group-loyalty" with no protecµve mechanisms for non­

dominant family members/children; intergenerational patterns of illness ~ehaviour around chronic 

medical/somatoform/factitious illness; and a "gender reversal oftypic~ sex roles for power and 

caretakingwithin the parental couple" ( the wife being more dominant and aggressive than the husband) 

(Griffith, 1988, p.434). 

These findings are confirmed by McGuire and Feldman's 1989 stµdy of 6 children and their 

families. In addition they found marital dysfunction in all families, patqmal substance abuse and 

spousal abuse (both physical and sexual) in 3 out of 4 fiunilies. The role of marital conflict w; a fucilitating 

factor in 1he progression towards Munchausen by Proxy abuse is also stre$ed by Gray and Bentovim 

(1996) and Souid, Keith and Cunningham (1998). Although these finding~ are potentially significant, 

the case numbers are once again too small to draw definitive conclusiqns. 

More commonly fathers have been described as physically abseµt, passive or emotionally 

uninvolved with the family or peripheral in some way. Fathers are genetjtlly regarded as oblivious 

of the abuse process, or in rare cases passively colluding with the motp.er. Alexander points out 

that mothers are normally the ones who take children to doctors or clinics, and if the mother has 

a medical background, it would be justifiable for the futher to entrust ttje "medical details" to her 

( 1995, p.63). However, he acknowledges that the passivityof1hese fathers 1raI$cends such understandable 

dynamics and recommends fin1her study to determine whether this passivitylcontributes to the inception 

of Munchausen by Proxy, whether it is a conditioned response to a chronic situation, or whether 

it indicates a marital problem that some mothers attempt to resolve through their behaviour( Alexander, 

1995). 

While the literature concurs that most perpetrator mothers have suffered neglect, emotional 

abuse or deprivation in their childhoods (Bools et al .• 1994; Gray & Bentovim, 1996; Meadow. 

1990a; Schreier & Libow, 1993a; 1994b; Sigal et al., 1989), evidence regarding maternal childhood 

sexual and/or physical abuse is contradictory. Figures vary from no acknowledgement of sexual 
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abuse (Gray & Bentovim, 1996), to 50% incidence of sexual abµse (Samuels et al., 1992). Similar 

statistics apply to physical abuse (Bools et al., 1994; Meadow, ~ 990a; Rosenberg, 1987; Samuels 

et al., 1992; Schreier & Libow, 1994b; Sigal et al., 1989). Varipus factors may be responsible for 

these differences, most notably the perpetrator's penchant for fabtjcation and the quality of the history­

taking process. Often maternal childhood histories are inadeq~ and collateral is absent However, 

even competent collateral gathering might not yield any certainti~, as most sexual abuse is perpetrated 

in secrecy. Parnell (1998d) states that in her experience moth,br-perpetrators rarely reveal abuse 

histories during the initial evaluation, and this informati9n onJy emerges later during therapy. 

Fisher ( 1995) points out that it is common for perpetrator.; of abuse to give histories of abuse 

themselves. Others may describe abusive experiences but may not consider their histories to have 

been abusive. Yet others will maintain - even in the race of evid~ce to the contrmy - that they have 

not been abused. This denial could either represent an attempt to appear as "normal" as possible 

(so as not to be "discovered"), or an attempt to hold on to idealized constructions of their parents 

as a defence against recognizing that they were uncared fur. Al~hough Fisher shares the view that 

childhood physical and sexual abuse is common in the histories o~Munchausen by Proxy perpetrators, 

he emphasizes that the emotional injury is the most destructive qomponent of~ abuse. Therefore 

he concludes that one can assume that many, if not most, perpe$tors share the long-lasting feelings 

of deprivation, inadequacy, lack of trust and fragile self concept that are characteristic sequelae of 

early abuse. 

The presence or absence of abuse and the severity1hereofhas significant aetiological repercussions. 

In contrast to the rest of the literature, Oppenoorth ( 1992) docqmented a case where the mother's 

actions were directly attributable to dissociation following chi~dhood sexual trauma. 

c) Social/ Socict.al Factors: 

The literature is characterized by an absence of attention to social/societal factors and their role in 

the production ofMunchausen by Proxy. The exceptions are Schreier and Libow (1993a; 1994b ), 

Day and Parnell (1998), Leeder (1990), Mercer and Perdue (1993), and Robins and Sesan (1991). 

Schreier and Libow specify that their book~ represents their attempt to "place 

this syndrome in the context of the destructive and unfulfilling roles assigned to women during the 

era of modem medicine" (1993a, p. xiii). They acknowledge the~w~r imbalance~j1:i,traditional 
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gender roles and argue that women's traditional soc~alization into caregiving roles mitigates against 

expression of their own needs and a sense of entitiem~Qt to make demands for themselves. In addition, 

other gender-based discrimination inside and outsidq the home may lead to feelings of powerlessness. 

They also recognize the less than critical attitude to~ds fathers who fail to fulfil their spousal or 

child caretaking roles as well as the mental health lite,ature's neglect of research on the role of paternal 

psychopathology and its contribution to child maladjµ$tment. With regard to women and the medical 

establishment, they briefly discuss the historical lac~ of gender equality in a largely male-dominated 

paternalistic profession. 

Schreier and Libow therefore hypothesiz.eltbat if ambivalent feelings towards caregiving 

roles are superimposed on childhood histories of neglc:ct or lack of acknowledgement, women with 

developmentally difficult babies and littl~ support ff om spouses might act out their own needs for 

recognition and power through a perversion of the tja(egiving role. The role of the devoted mother 

of a sick child not only guarantees approval, but ~so provides an opportunity to exercise power 

over the physician. While they recogniz.e some ofth~ jmportant historical and social factors in which 

Munchausen by Proxy is embedded, they nonethele$ deify the doctor. Sthe is described as mn1uring, 

sensitive, caring, kind, well-educated, powerful, i:rtjportant. Not only does the mother find "social 

stimulation and a sense of importance in this excitiqgworld [the hospital]", but she can also "bask 

in the glow of reflected glory when her pediatriciatj, with her help, succeeds in healing her child" 

(I 993a, pp. l 13,119). 

In a 1994 article Schreier and Libow include a subsection, entitled "Society's role", in which 

they only focus on people's difficulty acknowledging that mothers can consciously harm their children 

in this way and the lenient treatment these mothets receive from the legal system. In this artic1e 

society is therefore merely implicated in its lack of ('belief', its lack of detection skills and its lack 

of appropriate punishment ( 1994b ). 

Outside of the Schreier and Libow "camp", fukre is little recognition ofsocial/socielal fuctnJS 

involved in the production ofMW1chausen by Proxy. Of the four sources cited, I confine the discussion 

to Robins and Sesan ( I 991 ), as the contributions of the others are limited. 

Robins and Sesan ( 199 I) ad~ the aetiology ofMWlChausen by Proxy from three perspectives, 

namely a family systems theory, theories of women's psychological development and child abuse 
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theory. They identify the following contributing fact9rs making women more vulnerable to these 

types ofbehaviours: intergenerational transmission of av use and oppression; the chronic powerlessness 

related to traditional mother roles in adominantpatriarcJtal social order; the self-care-versus-other-care 

imbalance supported by Western culture, which prqduces feelings of deprivation and anger; the 

cultural condemnation of expression of anger by wmtj.en, which leads them (particularly those who 

have been abused) to learn less direct means of expre*sing anger and frustration; and the culturally 

sanctioned obtaining of self care from the medical profession. 

d) The role of health professionals: 

Some proponents ofMuncbausen by Proxy acknowledg4 the role ofhealth profussiooals in the production 

and perpetuation of the phenomenon, albeit rather ~uperficially. Schreier and Libow refer to the 

doctor as the "complementary ingredient necessary f~r the establishment and maintenance of this 

extraordinary disorder" ( 1993a, p.101 ). Following Ro~enberg's documentation that 7 5% of morbidity 

in published cases takes place at the hand of both the µiothers and the doctors (1987), many articles 

acknowledge the medical staffs unwitting cooperation µi the abuse in the fonn of invasive and painful 

procedures. However, few acknowledge the potential to induce iatrogenic disorders (Fialkov, 1984 ). 

One exception is Meadow, who calls the doctor the mpther's "partner in the abuse", and states that 

it could be maintained that there is no such entity as IMunchausen by Proxy and that it is "merely 

medical misdiagnosis and maltreatment" (1994, p.3~6). 

Other authors regard the medical staffs reluctance to believe that ostensibly caring mothers 

perpetrate such acts, and their even greater reluctan~e to confront them, as reinforcing factors in 

the abuse (Schreier, 1992; Schreier & Libow, 1994a; l1994b; Sigal et al., 1989). Yet others suggest 

that the relationship of dependence and admiration betwqen mothers and medical staff may be reciprocal, 

as the staff not only come to rely on the mothers' flatttti' and praise, but also on their help in caring 

for the children (Schreier, 1992; Sigal et al., 1989). 

Meadow(l 994) considers institutional factors inJ.TIOClemmedical practice enabling or contributing 

to Munchausen by Proxy abuse. According to him, new policies of unrestricted visiting and resident 

parents have increased the opportunity for abuse. This is particularly pertinent given that most of 

the abuse is perpetrated during hospitalization. Meadow also questions the role of what he tenns 

"an evolutionary culture which correctly believes home to be a safer and happier place than hospital 
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for most children and which seeks to admit fewer children for ever shorter periods" (1999, p.12). 

In a review of81 "unnatural sudden infant deaths", hel found that nearly half the children had brief 

admission to hospital within the preceding week and is died within 24 hours of being discharged 

(1999). These discharges were not due to a shortage of hospital beds or facilities. Meadow reiterates 

that children suffering from recurrent physical or Munqhausen by Proxy abuse have multiple warning 

signals and hospital encounters before the event that fi,a11y maims or kills them7 and cautions against 

discharging children without having taken the time to !understand the reasons for their presentation. 

In addition to the lack of contact between priµi.ary and secondary care doctors in modem 

medical practice, i11Cre$ing specialiZBtion also inc~s the risk ofMW'lChausen by Proxy. It facilitates 

a process of fragmented care with no individual phy*cian reviewing the totality of the problems, 

considering the whole child in the context of the fumil~ or talcing responsibility for the coordination 

of the child's treatment (Fialkov, 1984; Meadow. 1994; Rosenberg, 1995). Technological advances 

may also indirectly play a role in the process. "Somelpaediatricians are readier to order magnetic 

resonance imaging or a biopsy than to spend more tirr(e listening to the mother and dissuading her 

from yet further investigations of her child" (Meado~, 1994, p.336).20 

Donald and Jureidini (1996a; 1996b) present the most emphatic argument fur acknowledgement 

of the role of the medical system in the genesis ofMuncbaµsen by Proxy. According to them, MllllChausen 

by Proxy "evolves as a product of the relationship benreen a parent, who has both the capacity for 

abuse and the potential to be gratified by the medical system and a medical system that is specialized, 

investigation-oriented, fascinated by rare conditions, qften ignorant of abusive behaviours, and too 

accepting of reported histories"(l996a, p.754). Thqy contend that poor history taking is central 

to the aetiology and that technological advanc,es encourage more extensive and specialized investigations. 

To redress the exclusive focus on the perpetrator - thich has allowed the medical profession to 

ignore their role in the development of Munchausen ~y Proxy - they propose that the central role 

of the physician should be included in the definitional cl"iteria. 

e) Role of the media: 

Only Schreier and Llbow (1993a) consider the role of the media in the evolution ofMtlllchausen 

by Proxy. In addition to noting the dramatic increase in medical dramas on American television, 

they also comment on the highly idealiz.ed and intensely paternal representation of physicians in 
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television dramas. With regard to the discrepancy in roles for male and female doctor characters, 

they obsetve: "These programs mirrored the lessonsloffemale upbringing and communicated to 

women that their problems could be solved not by b~coming the active healer or problem solver 

themselves, but by being the passive recipient of a male physician's wisdom and authority" ( 1993a, 

p.60). According to them, it is not only isolated subur~an women who are susceptible to the social 

messages embedded in these shows, but doctors too become "enamored with their own power and 

goodness" (1993a, p.60). 

f) Ecological model: 

Fisher ( 1995) offers one of the more comprehensive ~ogical models for understanding Munchausen 

by Proxy behaviour. Because he recognizes that it is µot a unitary phenomenon and that different 

motivations may operate at various levels, he cautions lagainst single factor theories and the illusions 

of integration offered by biopsychosocial formulatipns. Instead he argues for a "fluid dynamic 

conceptualization of the myriad interacting components" (1995, p.42). Consequently his model 

consists of constitutional factors (genetic or biological tu.Inerabilities and early experiences), cultural, 

psychosocial and family influences, psychodynamic [$tors and triggers. Although Fisher pays scant 

attention to the role of health care professionals, his piodel takes into consideration the interplay 

between predispositions to affective or anxiety disor~ers, childhood abuse, exposure to abnormal 

sick role behaviours, attachment problems, gender rol~s, poverty, societal perceptions of physicians, 

societal responses to single parents, et cetera. 

5. PRE VALENCE . 

a) An international phenomenon? 

Although most studies ofMunchausen by Proxy have ~anated from Britain and the United States, 

there have been several articles from other countries, $UCh as Australia and New Zealand (Donald 

& Jureidini, 1996a, 1996b; Goss & McDougall, 1992; Holborow, 1985), Belgium (Adriaenssens 

& Eggennont, 1991), Denmark (Mosz.kowicz & Bj0rnholm, 1998), Germany (Plassman, 1994), 

Holland (Oppenoorth, 1992), Israel (Shnaps, Frand, Rotem & Tirosh, 1981; Sigal et al_, 1988; Sigal, 

Gelkopf & Levertov, 1990), Nigeria (Ifere, Yakubu, Aikhionbare, Quaitey & Taqi, 1993), Oman 

(Manikoth, Subramanyan, Menon & Al K.husaiby, 1999), Singapore (Lim, Yap & Lim, 1991) and 
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Sweden (Carlson et al., 1994). 21 This list is not exhaustive: Various artjiqles published in French, 

Spanish, Polish, German, Italian, Czech and Swedish were not accessible and/or obtainable. 

The above distribution of case studies seems to suggest that Mqn~hausen by Proxy might 

possibly be an international phenomenon (Meadow, 1994; Parnell, 1998c )l I)fere et al. ( 1993) illustrate 

that Munchausen by Proxy does not only occur within a western medical TI~igm, as the perpetrator 

in their case, despite being a trained nurse, also initially made use oftradi~qnal healers. 22 They point 

out that there is no referral system among these healers and children mi~tlbe more at risk, because 

of the absence of documentation and the competitive relationship betv{e~n traditional healers. In 

addition, poorly developed legal and social services and the stigma att&f*d to psychiatric care in 

the society make management and intervention very difficult. 

b) Complicating factors: 

Although some estimates have been attempted, no reliable population-b$¢d prevalence data exist 

This may be partly related to the lack of precise criteria in the literature, I l~k of awareness among 

primary care physicians and paediatric subspecialists (Kaufinan, Coury, Jj>ifkrel & McCleery, 1989; 

Ostfeld & Feldman 1996), disagreement between professionals, the diffiquJty in obtaining sufficient 

proof and the acknowledged difficulties and delays in identification. 

There is consensus in the literature that the available figures and lpµblished cases represent 

an underestimation. Reasons advanced for this underestimation includle llack of sensitivity to the 

phenomenon, underdetection of more subtle cases, inadequate attenti~tj to the siblings of index 

patients, variability of cases and the tendency of the literature to repre**t the more severe cases 

and/or those that have been confirmed (Schreier & Libow, 1993a, l 993~ )j It has also been argued 

that the incidence may be increasing, "because psychosocial disorders ~ affected by changes in 

society and the structures in the family" (Jones et al., 1986). 

c) Attempts: 

Some attempts have been made to estimate incidence, both by obtaining estimates within specific 

paediatric settings and by polling professionals likely to have had contact with Mwicbausen by Proxy 

cases. Estimates within paediatric settings yielded percentages varying between 1 % ( Godding & 

Kruth, 1991) and 5% (Warner & Hathaway, 1984). Examples of surveys include those conducted 

by Kaufinan et al. (1989), Perdue (1988) and Schreier and Libow (1993b). While both methods 
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provide interesting results, they cannot be regard~d as valid estimates of prevalence. 

The only study representing an attempt ati reliable prevalence data, is that of McClure et 

al. (1996), who examined all cases in the United Kitjgdom and Ireland in a two-year period involving 

a child protection conference. They reported a com~ined annual incidence ofMunchausen by Proxy, 

non accidental poisoning and non-accidental suffucati<;m of0.5 per 100 000 children tmder 16 (increasing 

to 2.8 per 100 000 children under one), but admitj:ed that this may be an underestimate, because 

cases were only identified if they were reported and! a child protection case conference was called. 

In addition, they hypothesize that paediatricians m~ght have been hesitant to report due to lack of 

confidence regarding diagnosis and/or anxiety r~ing legal aspects. Despite its clear biases and 

the fact that it combines three conditions, this studyl is significant in that it challenges two generally 

held assumptions, namely that Munchausen by Pro1{y is not as rare as previously thought and that 

the majority of perpetrators merely exaggerate sypiptoms or fabricate false histories, but do not 

actively inflict hann on their children. McClure ~ al. ( 1996) show that Munchausen by Proxy is 

in fact a rare phenomenon and that the majority or perpetrators do directly induce symptoms. 

6. CLASS, RACE, CULTURE, RELIGION 

Due to a distinct paucity in information on the clas~, race, culture and religion of Munchausen by 

Proxy perpetrators and victims, it is difficult to dra'f any conclusions in this respect - as in so many 

others. 

According to some authors, Munchausen lby Proxy occurs across social classes ( Gray & 

Bentovim, 1996; Rosenberg, 1987; Sanders, 1995). ()th.er studies report a bias towards well-educated, 

middle class perpetrators (Warner & Hathaway, 19ft). Yet others report that perpetrators generally 

come from disadvantaged families with no regular !income and/or receiving social support (Bools 

et al., 1994; Fisher, 1995; Light & Sheri~ 199~; Meadow, 1998; 1999). 

With the exception of a few case studies indicating that the pe1pettato1 s mI<l/m victims were 

white, black or Hispanic, information regarding race and culture is lacking. Gray and Bentovim 

( 1996), Meadow ( 1990a; 1999) and Perdue ( 1988) report that virtually all their cases involved white 

families. However, these findings may not be significant as they merely reflect the demographics 

of the relevant countries. No local statistics are available. 



29 

There is a distinct absence of attention to culture u;i the Munchausen by Proxy literature. 

Besides the afurementioned argmnents about gender role stqreotypes within a patriarchal Western 

culture (Day &Parnell, 1998; Leeder, 1990; Robins & Se~~ 1991; Schreier & Libow, 1993a), 

and Ifere et al. 's remarks abouttmditional healers and the stigrtjaat1ached to psychiatric care in Nigerian 

society (1993), I found one unexplained and unreferenced comment by Emimon and Postlethwaite 

that "different cultural groups have been shown to vary in ¢lation to frequency of presentation at 

clinics" (1992, p.1512). Similarly, no attention is paid to religion A few single case reports mention 

that parents were religious and one futmd four peq,etrators to be µwolved in fringe religions or spiritualism 

(Alexander et al., 1990; Nicol & Eccles, 1985; Schreier &t Libow, 1993a; Warner & Hathaway, 

1984). 

7. DEFINITIONAL AND CONCEPTUAL DEVELORMENTS AND DEBATES 

As outlined in chapter 1, the confusion regarding nomenclature I is accompanied by confusion oonceming 

definition. Bools ( 1996) suggests that this confusion may µot only be due to the complexity and 

heterogeneity of the phenomena, but might also be relateq to the involvement of the wide range 

of disciplines. It is not possible to represent these dialectiqs strictly chronologically. However, it 

seems important to first mention some of the earlier attempts at definition and conceptualisation, 

before the later adaptations and critiques can be considereki. 

a) Categories and continua: 

One of the first attempts at conceptualising the phenomenon is that of Schreier and Libow (1986), 

who proposed a categorical modeL consisting of three subtypes of Munchausen by Proxy, namely 

1he Help-Seekers, the Doctor Addicts and the Active Inducers. ~p-Seeker parents seem to be motivated 

by a need to convey distress, exhaustion or feelings of inadeRUSCY in order to obtain help from the 

medical community. Since they usually respond receptively to supportive seIVices or psychiatric 

inteJVention, they are not regarded as "true" Munchausen by Proxy abusers. 

In contrast, the Active Inducers, who are designated as prototypical Munchausen by Proxy 

abusers, appear devoted, cahn and cooperative, while inducing illness or injwy in the child. They 

respond to confrontation with denial and anger and often flee before inteIVention can take place. 

The most consistent characterization of Active Inducers includes lack of differentiation between 
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mother and child, anxiety, depression, extreme qegrees of denial, dissociation of affect and paranoid 

projection. Their secondary gain appears to be thelstafl's appreciation of them as exceptional caretakers, 

as well as the enactment of a controlling relatipnship with the physicians. 

Doctor Addicts full between the above t}vo types and are obsessed with obtaining medical 

treatment for nonexistent illnesses in their chil~ren. Because their child victims are usually older 

and thus more capable of resisting or reporting 4ramatic assaults, their deception does not generally 

extend beyond fa1se reporting of history and syrµptoms. Unlike the prototypical perpetrators, they 

present as distrustful and antagonistic toward~ the medical personnel. However, the two groups 

are alike in theiroverattached, symbioticrelationsbip with their children, their insistence on unnecessary 

tests and treatments and their res1:xmse to confrtjntation. Schreier and Libow hypothesize that these 

Doctor Addicts may be more common than has been recognized, because presentations are more 

subtle. 

While recognizing its value, Fisher and Mi;tchell ( 1995) criticize Schreier and Libow's categorical 

system, arguing that the groups appear very sin,ilar except for the primary motivation underlying 

the abuse. As such it may be impossible to <iistu,guish between the three types when presented with 

a case. In a later work, Schreier and Libow cod.cede that the distinction between Active Inducers 

and Doctor Addicts may be less clear than originally suggested (1993a). 

In 1989 Meadow pro}X)ses another categotical model, outlining fuur ways in which Munchausen 

by Proxy abuse manifests, namely Perceived qlness, Doctor Shopping, Enforced Invalidism and 

Fabricated Illness. 1hese categorisations will not be discussed in detail, since Meadow is not clear 

whether he regards the first three categories as aJ;>use per se ( or mere extensions of the usual parental 

response to ~ ). He also seemingly contradicts himself in later years by clearly excluding overanxious 

parents ( similar to Perceived Illness), Doctor $hopping and mothers with delusional disorder, 

Bools (1996) offers yet another categori~ model, classifying six groups. He distinguishes 

these groups by method of fabrication ( e.g. verb?! fabrication, poisoning, -smothering, withholding 

nutrients or medicine) and fabrication in special situations (including fabrication in pregnancy and 

fabrication in the presence of genuine illness). 

As an alternative to these categorical models, Eminson and Postlethwaite (1992) advance 

a dimensional model, consisting of two dimensions: the appropriateness of the parents' desire to 
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consult and the 4bility of the parents to distinguish the child's needs from their own (see Figures 

1 and 2). 
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Eminson and Po~tlethwaite suggest referring to the whole spectrum - symptom procurement, verbally 

invented historiqs and extreme exaggeration - as "Factitious Illness", reserving "Munchausen by 

Proxy" for inst:mices of procured symptoms only. On the second dimension, Munchausen by Proxy 

belongs in the rapge of parents unable to distinguish between their needs and their children's ( as 

is the case in cl'5sical neglect). This model received mixed reactions. It was lauded for placing 

Munchausen by~ in th.! context of''better umerstood" fonns of child abuse and allowing "flexlbility 

in considering th~ the same case may present on different parts of the dimension at different times" 

(Fisher & Mitchell 1995, p.532). However, the latter clmm 1s challen aid and Jme1d 
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( 1996b ), who maintain that there is no empirical evidence to *ow that prototypical Munchausen 

by Proxy may have previously manifested as anxiety about symptoms, then symptom exaggeration 

and finally as symptom induction. 

These attempts at conceptualising the phenomenon refleqtthe ongoing difficulty in subsuming 

a miscellany of presentations ( in both victim and perpetrator) under a single rubric. 

Eminson and Postlethwaite seem to be among the fitjt proponents of the use of the term 

"Factitious Illness". The use of this label is followed shortly aft~rwards by the DSM-IV's inclusion 

of the phenomenon under the rubric of"Factitious Disorders". 1be introduction of this terminology 

seemed to open up renewed debates about the name/label and itj; definition. Before discussing these, 

I will briefly return to the DSM-IV criteria and the critiques tp.ereof 

b) DSM-IV: 

The DSM-IV prefers to use the term Factitious Disorder by Pro}cy and applies it to the perpetrator, 

rather than to the abuse. Several authors find this application of tl)e label problematic (Davis & Sibert, 

1996; Donald & Jureidini, 1996a; Meadow, 1995). Meadow 8.@leS that it might not only suggest 

a single cause and a single remedy for the behaviour, but it coul~ lead to "authorities believing that 

such abuse of children could be diagnosed by psychiatrists or tijlt an assessment of the perpetrating 

parent oould overrule the clinical and forensic findings made by '1ose involved with the cln1d" ( 1995, 

p.538). 

Criterion A, "the intentional production or feigning of physical or psychological signs or 

symptoms in another person who is under the individual's care" (APA, 1994, p.727), allows the 

tenn to be used in circumstances other than child abuse (e.g. c~ing false illness in the elderly or 

the handicapped). Parnell (1998b) takes issue with the inclusiotj of the fabrication and/or induction 

of psychological symptoms, citing the lack of support in the published literature fur such inclusion. 23 

The key discriminator, according to Meadow, is criterion B, which concerns the motivation 

of the perpetrator, i.e. to assume the sick role by proxy. However, as various authors point out, a 

definition depending on motivation is problematic. Firstly, much would depend on the definition 

of the phrase "the sick role". Me&iow (1995) suggests that it might be necessary to include different 

forms of attention-seeking behaviour in order to accommodate proposed expansions, such as false 

allegations of sexual abuse. Secondly, it may not be possible to determine the perpetrator's motive 
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at the time of the abuse. Unless there is direct disclosure, assessing the motive remains a subjective 

process (Davis & Sibert, 1996; Donald & Jureidini, 19?6a, 1996b; Meadow, 1995). Donald and 

Jureidini caution that when the perpetrator's motive is *ot apparent, there is a risk that the abuse 

will be dismissed along with the Munchausen by Proxy dipgnosis and the child will not be adequately 

protected. While there is anecdotal evidence that petpetrators derive a sense of importance, 

acknowledgement and nurturing from their interactionslwith medical staff(Goldfarb, 1998; "Kid 

Killers", 2000; Leeder, 1990; Nicol & Eccles, 1985), astjibing a single motivation to such complex 

behaviour seems simplistic (Meadow, 1995; Parnell, 1998b; Schreier, 1996). In addition, critics 

find~ motivational ~n premature given 1re lack cj,f detailed psychologic.al and psychodynamic 

assessments of perpetrators (Donald & Jureidini, 1996a; fisher, 1996). 24 According to Rosenberg 

0 the intent of the perpetrator is diagnostically immaterial'! and "cannot be added into the diagnostic 

equation" (1995, p.34). 

The formulation of Criterion C - the absence of ektemal incentives, such as monetary gain -

has also been challenged. Meadow (1995) and Rosenberg (1995) both show that perpetrators may 

profit through litigation ( e.g. suing the hospital or the pµysician for malpractice, or for malicious 

reporting of child abuse). 25 Other benefits may include StgJport from social services, disability grants 

or other funding for families with chronically ill childretj (Meadow, 1984). Meadow suggests that 

this criterion needs altering to allow incentives such as economic gain to be present, provided that 

they are not the initial reason for the behaviour. 

c) Other definitional criteria: 

Parallel to the DSM-IV criteria are the criteria propose~ by Rosenberg (1987), which have been 

guiding diagnoses both before and subsequent to the q -V inclusion of the phenomenon. As 

previously indicated, these include fabrication or inductiqn of illness by the caretaker, presentation 

of the proxy for medical attention, denial of responsibility for illness, and resolution of symptoms 

on separation. Although widely used, these criteria have been criticized for their general lack of 

specificity, for fulling to specify the :factitious nature of the presentation or the denial and for ignoring 

the role of the medical profession in the genesis and maintenance ofMunchausen by Proxy (Donald 

& Jureidini, 1996a; Morley, 1995). 26 Both the DSM-N and Rosenberg's criteria neglect the relational 

dimension of the phenomenon. 
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d) Expansion: 

Various suggestions have been made to broaden the c{mcept ofMunchausen by Proxy to include 

the husband-wife dyad (Sigal. et al., 1986; Sigal et al., ~988), abuse of the elderly (Smith & Ardern, 

1989),27 false allegations of child sexual abuse to get {lttention from the child protection services 

(Meadow, 1993a; 1995; Schreier, 1996)2''and fubricatioµ and/or induction of illness in pets (Feldman, 

1997; Finlay & Guiton, 1998). These extensions have ~een opposed by Jones (1996) and Donald 

and Jureidini (1996a). While these debates are signific~t insofar as they highlight the continuing 

efforts at definition and the disagreement between prqfessionals, they are not directly relevant to 

my case discussion and will thus not be elaborated upon. 

e) Restriction and current debate re nomenclatu~: 

The abovementioned e,aIJs for expansion, the DSM-IV's changed nomenclature and the lack of specificity 

of its research criteria have given rise to various calls ftjr restriction of the application of the labels 

and/or abandoning the term Munchausen by Proxy 3'ogether. 

Gray and Bentovim (1996) argue that due to tµe esoteric nature of the title "Munchausen 

by Proxy'', paediatric professionals tend to be more aware pf tre syndrome than other child pro~ionals. 

Its esoteric name also contributes to Munchausen by f>roxy generally being seen as a medical or 

psychiatric problem rather than a broader child abuse protjlem. They s~ that the term be abamoned 

in favour of the more understandable "Factitious Illnesls by Proxy" or "Illness Induction" (Gray & 

Bentovim, 1996). Similarly, Davis and Sibert ( 1996) ~end that the term should be replaced 

by "Factitious Illness Spectrum Disorder ofChildhoofi''. 

Another group of authors call for the abandonment of the term in favour of stating the exact 

nature of the problem, i.e. the condition of the child and, then possible, that of the perpetrator (Donald 

& Jurcidini, 1996a; Fisher & Mitchell, 1995; Morley, 1,95). Donald and Jureidini ( 1996a) maintain 

that the lack of clarity in the use of the tenn and the ambi8')ities in its definition lead 1o overinclusiveness, 

trivialix.ation of abuse and lack of clarity about prognosis and long-term management. They propose 

that if the label is to be used, it should not refer to the perpetrator, but should describe "the complex 

transaction among at least 3 persons - a parent, her or his child, and the physician consulted by the 

parent on behalf of the child" (1996a, p.756). 

One of the most comprehensive argwnents for abandoning the term or restricting its use 
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is offered by Fisher and Mitchell (1995). According to them, the llabel "Mwichausen Syndrome 

by Proxy" may imply that there is an "illness" with such a name. mi4 may suggest that perpetrators 

have Munchausen Syndrome themse~ and manifest their pathology via their child - which seems 

to be true only in a minority of cases. They assert that Munchauseµ by Proxy does not satisfy the 

criteria for acceptance as a discrete medical syndrome, because it is not a diagnosis in the traditional 

sense of the word, but an observational description. When making an observation that a fabrication 

has occurred, no diagnostic assumptions should be made about p~ental psychopathology. They 

further contend that it is not strictly speaking a syndrome either, as nei~ the victims nor the perpetrators 

have a specific collection of symptoms. Instead, as with child negf ect, the victims present with a 

wide variety of symptoms and the perpetrators have various psychologiq14 psychiatric and environmental 

pathways leading to their behaviour (this could include personality disorders, depression, severe 

family and social stressors ). Fisher and Mitchell therefore recommeµd that paediatricians abandon 

making a diagnosis of Munchausen Syndrome by Proxy or Factitipus Illness by Proxy, except in 

cases where the perpetrator clearly has Munchausen Syndrome and µianifests this psychopathology 

via his or her child. Instead, paediatricians are called upon to diagnose qr describe the specific fabricated 

or induced illness or conditions. Such a redefinition would be free qf embedded assumptions, will 

ensure descriptive and obvious labels and will clarify the roles of p~diatricians and psychiatrists. 

Bools ( 1996) endorses a similar position, recommending .-iat Factitious Illness by Proxy 

requires classification in three ways: the behaviour of the perpetrato~ (e.g. fabrication), the category 

of child abuse (i.e. physical or emotional) and any psychiatric diagnosis applicable to the perpetrator. 

Another contentious point regarding the definitional parameters, concerns the intention or 

otherwise of the parent to kill the child. Although there is consensus that cases with clear infimticidal 

intent should not be regarded as Munchausen by Proxy (Feldman, 1994; Meadow, 1995; Mori y, 

1995 ~ If Spying on Mothers", 1994 ), Parnell ( 1998c) maintains that some Munchausen by Proxy 

mothers do wish for or at least fantasiz.e about the death of 1heir children (including fantasizing about 

how to dress both themselves and the deceased child for the funeral). 29 

In an article entitled "What is, and what is not. MW1Chausen Syndrome by Proxy", Meadow 

attempts to address some of the definitional confusion (1995). Using the motivational criterion, 

namely to assume the sick role by proxy or other fonns of attention-seeking behaviour, he excludes 
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the following phenomena: unrecognized physical abuse; firilµre to thrive; neglect; overanxious parents; 

mothers with delusional disorder; masquerade syndrome t where the intention is to keep the child 

dependent on the mother); hysteria by proxy (i.e. parents ~nforcing beliefs about their own illness 

onto children to make them invalids also); Doctor Shoppipg ( since only a minority are doing it to 

assume the sick role for themselves); mothering to deatlt ( where parents evade medical services 

and are motivated by a need to adopt a perpetual motheripg/nursing role, rather than a sick role); 

and "victor ludorum by proxy syndrome" (in which over:µnbitious parents force their children to 

train exhaustively to achieve excellence in sport). 

8. COVERT VIDEO SURVEILLANOE 

Because of the delays in recognition, covert video swveillatj.ce has become one of the tools to confirm 

a diagnosis ofMunchausen by Proxy. While this topic has geqerated heated debate, I will only swnmarise 

the main arguments briefly. 

On the one hand, there are those paediatricians who assert that covert video surveillance 

is ethically justifiable. They cite as grounds that the predoµiinant duty of care is owed to the child 

and as such, the protection of the child from life-threatening covert abuse takes moral priority over 

the moral obligation not to deceive or infringe upon the privady of the parent (Gillon, 1995; Shinebourne, 

1996). In addition, if the child is to be protected, definitiye evidence is needed that will stand up 

in a court of law and covert video surveillance provides !such evidence. Without it children may 

remain inadequately protected and suffer further abuse (S0$:hall & Samuels, 1996). The legal system 

is further implicated in the justification process, as it is argued that judges often resist thinking ill 

of mothers when overt abuse is absent Even when incontJ!overtible evidence of the syndrome has 

been presented,judges may hesitate to protect the children ad(jquately without videotaped documentation 

(Feldman, 1994). 

According to its proponents, the advantages of covert video surveillance include providing 

positive proof fairly quickly, thus expediting the provision of safety for the child and treatment for 

the family (Palusci & McHugh, 1996). It also eliminates having to make a diagnosis based on 

circumstantial evidence, risk factors and parental profiles, and it obviates the need to separate the 

parent from the child ( either for diagnostic purposes or protection) on the basis of inadequate information 
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(Shineboume, 1996). Proponents of covert video surveillance emphasize t~t it is used prudently 

- in one institution where 34 cases were monitored, 30 of them were confirmed (Samuels & Southall, 

1994 ). In addition. advocates of covert video surveillance argue that it no~ only proves guilt, but 

also innocence ("Covert surveillance", 1994 ). 

Those who oppose the current practices involving covert video sttjveillance, advance the 

following reasons: that it represents a breach of trust and an infiingement of~uman rights (Morgan 

1994; Tenney, 1994; Thomas 1996), that it threatens confidentiality (''Spyiµg on Mothers", 1994 ), 

that it canies the risk of fulsely accusing others ("Spying on Mothers", 1994) anql that it is very restrictive 

fur both mother and child ( as the infant is confined to his/her cot and the m~ther is confined to the 

particular room or cubicle in which the video camera is installed) (Tenney, 199~)- In addition, oPJX)llOOts 

argue that obtaining videorecorded proof to justify confronting the moth¢r or initiating criminal 

proceedings, smacks of vindictiveness ("Spying on Mothers", 1994). 

9. MANAGEMENT AND TREATMENT 

Management and treatment broadly consist of ac.curatediagnosticassessment, ~reventingthe continued 

abuse of the child, care of the affected child and psychological/psychiatric ~elp for the perpetrator. 

As indicated, the care of the child and the legal issues fall outside the am~it of this study. 

Diagnostic assessment is the first and perhaps the most important sf ep in the management 

process. This is reflected in Meadow's seminal article on management, in whic~ he outlines proced~ 

of investigation. These include a careful study of the child and family's histqry, gathering collateral 

from other fiunily members and 1he mmily doctor, scrupulous record keeping, careful surveillance, 

ensuring that medical charts are not altered by the parents, retaining all bJo and urine samples 

for poison analysis, searching parents' possessions, separating the parents :from the child if necessary, 

conveningmultidisciplinmy case conferences, infomiing social services and instituting other statutory 

procedures (1995). Similar guidelines are outlined by Eminson and Postlethwaite (1992), Light 

and Sheridan(1990), Parnell (1998c), Rosenberg(1987), Seibel and Parnell (1998), and Skau and 

Mouridsen (1995). 

Meadow concludes his article with a short section on the role of psychiatry, in which he 

fmmulates the ambivalence characteristic of the literature in general. He states that a child psychiatrist 
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is "likely to be as effective as anyone in helping", and th?-f they could play a major role in the long 

term help for the family, "if only in the form of discussioµ and moral support [ fur the paediatrician]" 

( 1995, p.393 ). JG The role of psychiatry is therefore minuµal, if not counterproductive: Not only does 

psychiatric evaluation (and psychological testing) of the perpetrator invariably find the perpetrator 

to be normal, but psychiatric reports expressing their in¢redulity that the parent could be guilty as 

charged are usually produced by defence lawyers (Meadpw, 1995). Mian (1995) indirectly echoes 

Meadow's sentiments, outlining the role of the psychiattjst in the multidisciplinary team in a mere 

two sentences. This contrasts sharply with the essential r9le of the hospital security officer, to whom 

three times as much text space is given. In a subsequent ~hapter in the same book dedicated to the 

role of psychiatry, Fisher openly states that the "by far g¢atest barrier to the diagnosis and effective 

management is the attitude and knowledge of physicians, especially psychiatrists" (1995b, p.369). 

Whereas the literature displays ambivalence abou~ the role of the psychiatrist, the psychologist 

is virtually absent in recommendations about managetjlent and treatment. The major exceptions 

are Chan et al. (1986), who devote three paragraphs tq the role of the paediatric psychologist, 31 

and Day and Parnell (both psychologists) who dedicate a large part of their book to therapeutic inteivention 

( 1998). I will return to the latter text in due course. 

The literature on the treatment of Munchauseq by Proxy perpetrators is meagre and few 

perpetrators have been successfully treated. Schreier an4 Libow (1993a) reported four cases which 

include a description of the therapeutic process (Krav~tz & Wilmott, 1990; Lansky & Erickson, 

1974; Lyall, Stirling, Crofton & Kelnar, 1992; Nicol &j Eccles, 1985). Their choice of these four 

references is curious. Lyall et al. (1992) merely mention~ family psychotherapy was only partly 

successful and Kravitz and Wilmott (1990) only report thatlthe mother was hospitalized fur a psychiatric 

evaluation and treated with anti-psychotic medication.I In addition, Schreier and Libow omit six 

other articles that also refer to therapeutic inteiventions + all predating their book. 32 Subsequent to 

their book there have been a few additional reports of psychotherapy (Berg & Jones, 1999; Coombe, 

1995; Fisher et al.,1993; Hotchkiss, 1997; Polledri, 1996; Sanders, 1995). 

1be literature is in agreement that Munchausen by Proxy abuse is associated with a poor 

prognosis. Schreier and Libow (1993a) outline the obstacles in the way of successful therapeutic 

treatment of perpetrators. According to the~ the nature of the syndrome requires such a profound 
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level of deception and denia1 that engaging parents psychqlqgically or helping them to understand 

the process of treatment is exceptiona1ly difficult. Most perp$rators are unwilling to seek therapeutic 

help, and when referred either default or flee to another Ahysician. In cases where psychotherapy 

is mandatory, perpetrators often only attend to regain custod~ qf their children without being committed 

to the process. Additional barriers to successful treatmen1 te the perpetrators' "unwillingness" to 

"use words rather than physical symptoms to express their IP+.in, and to achieve the insight and skills 

necessary to discard Munchausen behaviors" ( l 993~ pp.14~- ~ 50 ). Similar views have been expressed 

by Jones ( 1994), Lyons-Ruth et al. ( 1991 ), and Skau and Mqufidsen (1995). Polledri ( 1996) identified 

another potential barrier, namely the constraints upon the qt$tomary code of confidentiality where 

evidence relating to criminal activity or intention is involv~dj She acknowledges that it could render 

the process null and void, but argues that this need not happen if the client understands that the 

therapist is committed to his/her healing. 

Because of these difficulties, the traditional psycho~ynamic out-patient therapy format has 

not yielded much success, except in the case reported by 1'f i¢ol and Eccles, where the perpetrating 

mother was intelligent, well socialized, not beset with frujnµy and social problems and motivated 

to llllderstand her behaviour. Coombe reports an 18-month µ,.µltimodal milieu therapy of both mother 

and child and notes that the support of a strong and contaiµ,ng institution is a "basic prerequisite" 

for such treatment (1995, p.206). 33 Similarly Oppenoorthlrq:ports a successful outcome following 

long-term in-patient family milieu therapy, which include~ ijypnotherapy for the mother, who had 

a dissociative disorder. Lyons-Ruth et al. (1991) suggest tlia1 because the mother is not immediately 

suitable fur a traditional 1herapy fonnat, and because her ~c~pathology is expressed in her relationship 

with her child, it is preferable to treat the mother-ch,tq relationship. They also argue for a 

psychodynamically informed ~ ("non-pathology pased") approach, because the serious 

psychopathology manifested by these mothers is accompanied by an extremely unstable sense of 

self-esteem ( 1991, p.317). 1be therapist should therefore demonstrate to the client that her precarious 

defences and damaged self-esteem will not be further devastated. They recommend that the therapy 

be focused on 1he identification of the client's needs, limit setting and provision of more appropriate 

sources of attention and care. In addition, emergency room visits could be foresta1led by home visits 

and regular appointments with a responsive paediatrician, who is skilled in sympathetic psychosocial 
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management. 

The most comprehensive account of individ~ tperapeutic work with perpetrators is given 

by Day and Parnell (1998), who incorporate cognitive-Mhavioural techniques and object relations 

theory. Framework parameters include the immediate I e~tablishment of the boundaries of the role 

(e.g. evaluator and/or therapist) with both the referral ~oµrce and the client, the clarification of the 

limits of confidentiality, the clarification of financial ~s~ues in a written contract, and the use of a 

co-therapist to ensure support for the primary therapist~ continuity for the client in case of vacation 

breaks. Since it is advisable that other professionals ~main involved with the family during the 

treatment, it is necessmy to obtain the client's permissiq~ to communicate with these professionals 

at regular intervals. In order to remain focused through{mt a process with many potential pitfalls, 

they recommend the establishment of a treatment plan I Iµ contrast to other authors, Day and Parnell 

recommend that the first stage of treatment should C011.fi$t of individual therapy only, and that other 

modalities should be added only once the dynamics are $~erstood and the treatment process warrants 

a change. Day and Parnell discuss three stages of thel tl;lerapeutic process: the initial stage which 

revolves around trust, the middle phase which focuses oµ $ecrets, and the last phase which is primarily 

concerned with identity reformation. They recommei,.dl useful strategies that can be employed in 

the different stages. 

While the literature endorses family therapy, there are only a few cursory case reviews, lacking 

guidelines and/or treatment models. Day and Ojeda{;~tro (1998) ascribe the lack of long-term 

therapy to the dysfimction and lack of motivation preseqt ~ Munchausen by Proxy fiunilies. Sanders 

( 1995), who supports the view that factitious illness is co-authored by family members, recommends 

the use of a narrative approach for more cooperative! ~ilies (where both parents are willing to 

commit to the process). The goal is to challenge the futjuly's story of illness and help them develop 

an alternative story and alternative means of coping. Rqbµ15 and Sesan (1991) present a multimodal 

treatment approach utilizing family, marital and/or group therapy incorporating feminist therapy 

theory, a socio-cultural perspective and treatment models that have been developed fur adult survivors 

of abuse. However, Day and Ojeda-Castro (1998) caution against family therapy models that lack 

emphasis on perpetrator responsibility and victim empathy, as it could carry the risk of symptom 

substitution. 



CHAPTER 3 

THE CRITIQUE: A "MAP THAT PRECEDES 

THE TERR ITO RIV"? 34 

I now twn to the critique of the literature, outlining both 1h¢ dissent from within its own ranks and 

summarizing the most prominent critical text published tµus far. The chapter will conclude with 

a discussion, including a few of my own obseivations. 

1. DISSENT FROM WITHIN 

While the Munchausen by Proxy literature superficially apnears to portray a relatively homogeneous 

picture, closer examination reveals that the various propo,ents differ about virtually every aspect 

of the phenomenon. The most notable areas of difference include the nomenclature ( including whether 

it can be regarded$ a syndrome or not). whether Muncbausen py Proxy is a variant of ( adult) Mtmehausen 

Syndrome, the aetiology aoo prevalence, the victim morbidity~ mortality statistics, the socio-economic 

backgroWlds of the families involved, the abuse histories and psychopathological profiles of perpetrators, 

whether most perpetrators merely fabricate false histories or actually induce illness in their children, 

whether it is primarily a paediatric or a psychiatric diagnosis, whether extensions are justified or 

not, whether physicians are merely unwitting players or actjve co-perpetrators, whether covert video 

swveillance is justified, and most pertinently, whether pet,etrators are treatable or not, and if so, 

what constitutes the most desired treatment modality. 

Occasionally these differences and lacunae are aclµiowledged. Pankratz ( 1999) mentions 

the ongoing debate regarding the dimensions of 1he diagoo$is. Rosenberg (1995) admits to having 

limited data, little understanding of the psychological prqblems of perpetrators, no large studies 

of comparative interventions and insufficient knowledge o~ the long-tenn harm suffered by victims. 

Similarly, Levin and Sheridan (1995) acknowledge that ~en the most basic questions regarding 

frequency, underlying dynamics and prevention remain unanswered. While they attempt to present 

the "state of knowledge" about Munchausen by Proxy, they grant that "one could easily call it the 

state ofignorance" (1995, p.xi). 35 

In addition to the disagreements listed above and detailed in chapter 2, the divisions within 

the ranks are illustrated by the criticisms among the major players, namely Meadow, Rosenberg 
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and Schreier and Li bow. Meadow, who is regarded as the "father" of the phenomenon, criticiz.es 

Rosenberg's landmark 117-case meta-analysis ( 1987).1 He advises that extreme caution should be 

applied to the quantitative aspects of her meta-analysis, las overlaps occur, with the same cases being 

reported in different articles without cross-referencing. "4\dding up these cases gives false information, 

and since it is also inevitable that isolated case reports! highlight the more serious cases and those 

with worst outcome, the overall picture in relation to JllOrbidity and mortality becomes even more 

false" (Meadow, 1990). Schreier and Libow's urting ~ Lo - generally viewed as the "handbook" 

ofMunchausen by Proxy - also elicited some criticism tom Meadow. These two psychiatrists asked 

Meadow to write a preface to their text. However, he <j)nly refers to the authors in three sentences 

in the course of four pages. At a meeting three years ~r publication, Meadow acknowledged that 

he was critical of their hypothesis, but that they had edited out his criticisms, leaving only the praise 

(1995, as cited in Allison & Roberts, 1998). Rosenberg also diplomatically notes her disagreement 

with Schreier and Libow, albeit in an otherwise glowing review of~. She disagrees 

with their aetiological hypothesis and admits to feeliqg "a slight fatigue" upon reading about the 

relationship ofMunchausen by Proxy and the disenfrancl;tisement of women in society ( 1994, p. l 085). 

Anofuercrucialelementwitbinthedisputesisthe~erlyingpowerplaybetween1hepaediatricians 

and the psychiatrists about who is qualified to make the 4iagnosis. As mentioned before, Boo ls ( 1996) 

partly attributes the confusion to the involvement of theldifferent disciplines. Although the diagnosis 

is not of the child, but of the adult perpetrator, Rosenperg (1995) states unequivocally that·it is a 

paediatric diagnosis, not a psychiatric one, as there efists no psychiatric or psychological test or 

interview technique to confum or exclude it. Her assertipn that reports by mental health professionals 

are often implausible and that they mistake conjecture for medical diagnosis, clearly illustrates the 

underlying territorial dispute. Fisher ( 1995)- a psychiattist himself - agrees that it is not a psychiatric 

diagnosis and criticizes psychiatrists for their obstructiye r=e-'----"'--"'..,_,....'-"""----._.,,,_."""'---'""""----"'-"'-'~____,..,..,""""",___,,..,,""' 

status dynamics that may emerge arowid the question about who is qualified to make the diagnosis. 

According to him, a suspicion of Munchausen by Proxy raised by a psychiatrist or a non-physician 

is often met with resistance or opposition from paediatric staff. 
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2. DISORDERED MOTHER OR DISORDERED DIAGNOSIS? 

By fur the most vociferous criticism of the literature emanates fitom Allison and RDberts' Disordered 

Mother or Disordered Diagnosis ( 1998). While these two ph#osophers do not clearly place their 

approach in a context of contemporary theoretical methodologi~, they periodically refer to Foucault 

and address issues through what can- at least in part- be regardedlas a Foucauldian or deconstructionist 

historical analysis. More specifically, it can be likened to a Foqcauldian archeology of knowledge, 

as they trace the layers of discursive sedimentation which h$7e contributed to the emergence of 

Munchausen by Proxy (Foucault, 1972). More recent psychological proponents of this critical school 

of analysis include Parker, Burman and Fairclough, who all dfaw on Foucault's tmderst.anding of 

the profuWld relationship between power, ideology and discourse. This approach views discourse 

as a constitutive process in which subjects are JX)Sitioned, identities are produced and power relations 

are sustained or restructured by warranting or refusing voice (~unnan & Parker, 1993; Fairclough, 

1992; Parker, 1989; 1992). 

Allison and Roberts deconstruct the concept of Muncftausen by Proxy by showing that it 

is a diagnostic construction produced by "a set of historical!~ evolved discourses and operations 

that stem from particular medical institutions and individuals" and which "reflect and embody 

institutionalized medical JX)wer''(l W8, pp.xx, xxii); a spurious syn,;irome that could result in miscarriages 

of justice involving the separation of mothers from their children land criminal prosecution ofinnocent 

caregivers. 

Ignoring Meadow's assertion that one should not dwell on the past (1995a), Allison and 

RDberts maintain that Munchausen by Proxy (and other "disqrders") harbour deep historical and 

social predeterminations tlllderlyingtheir appearance as "new" di$orders. To illustrate the characteristic 

motivations tmderlying the formation ofMunchausen by Proxy '1}d to show how beliefs (irrespective 

of their truth value) become embedded in certain discourses and social practices, they draw on two 

''historicaJly antecedent disorders", namely witchcraft and hysteria (pp.xxiii-xxiv). They argue that 

witchcraft and hysteri~ anticipate a similar pattern of dynamic construction in that both targeted 

women, their "evil" or "madness", and were perceived as a threat to the familial, social and institutional 

status quo. "With both witchcraft and hysteria, the fundamental expression of a cultural and psychological 

fear of women is magnified into a complex, necessary, and pressing social and JX)litical need" (p.xxiv ). 
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Like Mwichausen by Proxy, witchcraft also supposes a sµbject and a victim, a wide range 

of signs and symptoms inflicted on the victim, and a characteri~tic set of signs distinguishing the 

agent (recogniz.ed by a third party). The parallels extend even ~her: Witches also allegedly _mac:l~ 

use of drug powders, ointments and venoms to induce suffering, illness (particularly convulsions 

or fits) or death in others ( often children); they too used fetishes sµch as cats, rats, insects; they were 

regarded as being inclined to sexual perversions such as promiscuity or erotomania; they were either 

single women or were unfaithful to or estranged from their hus~ands. Allison and Roberts show 

how the "continually repeated body of indications for witchc1111' and demonic possession was, as 

with MBPS [Munchausen by Proxy] today, 'revealed', verified, and~ by the various institutions 

1hat controlled the social, political, economic, and discmsive ~ of the time" ( 1998, p.8). Although 

witchcraft was an entirely invented "disorder'', it assumed the legitjmacy of a dangerous public threat, 

which, in tum, produced a whole set of procedures to contain it Itptovided a "legitimating activity ... for 

those who needed a subordinate other, an imminent but complettfy manageable danger, to oppose" 

(1998, p.21 ). The construction of witchcraft vindicated the authorfty of those who already possessed 

it or of those who sought to attain it. 

Turning to hysteria, Allison and Roberts show that an ~ogous construction occurred, but 

in this instance the authority/power to determine personal and cultural "normalcy" was transferred 

to a medical model. They trace the history of hysteria showing hpw the medical profession - from 

Egyptian instruction, through Hippocrates, Galen, the Renaissan~e medical historians, to the 19th 

and 20th centwy physicians, therapists and clinics - produced vatjous constructions in their attempts 

to appease and eliminate the outbursts of nonconfonning and erµotionally threatening conduct of 

women.36 Hysteria was bound up with the moral restraint ofwpmen's sexuality and medically it 

was a rationali7.ation of the symptoms produced by women's l'eJ)ltjsion. Allison and Roberts illustrate 

how this behaviour, equated with madness, threatened the stable family unit and, by extension, the 

patriarchal social model Constructed as an~. its remediation was entrusted to medical authorities, 

who produced a large body ofliterature confirming the existence of a disorder. Medicine proceeded 

thro.ugh a succession of impasses, each of which would be "resolved" by continually expanding 

the medical model itself, until the construction ofhysteria was eventually "rescued" by Freud's theory 

of the unconscious ( and psychoneurosis), which shifted the fucus from "an organic model of degeneration 
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to one of psychic determination" (Allison I& Roberts, 1998, p.42). To accommodate the 19th and 

20th centwy psychodynamic theories, psyqhiatry extended its area of application to the detennination 

and control ofmanytraditionallynonmed~ behaviours. In the process these behaviours were divorced 

from their social, fumily, economic and enMronmental contexts. These extensions were ultimately 

c.onfirmed and given the appearance of re~iability and validity in nosological manuals such as the 

DSM and the ICD. Allison and Roberts argtj.e that Munchausen by Proxy's classification as a "disorder'' 

follows the path of other aberrant, unusual! or socially llll8CCeptable behaviours such as Inadequate 

Personality (AP A, 1968), Homosexuality ~AP A, 1968), Intemtittent Explosive Disorder, Disorder 

of Written Expression, Premenstrual Dy~phoric Disorder and so forth (APA,1994). 37 

Subsequently Allison and Roberts '1ffi their attention to the historical antecedents of factitious 

disorders in particular. They examine the wprk of Cheyne ( 1733/1991 ), Gavin (1838), Brodie ( 1837), 

Charcot ( 1890), Freud (1894/1962, 1915/l 9f8, 1926/1959), Menninger ( 1934 ), Asher ( 1951 ), Chapman 

(1957) and others, showing that the ap~e of symptomatological and aetiological continuity 

is no more than an appearance and that personal, practical and ptmitive interests played a significant 

role in the motivation to diagnose factitio~ disorders. The underlying discourse essentially concerns 

the maintenance of power relations, invol'-tiog financial interests, social control, questions of legal 
. 

and professional responsibility and s~. and the coherence of medical models. 

Since Asher's "Lancet" article form$ the locus class;cus of all subsequent research on fuctitious 

disorders, Allison and Roberts' critique o~ his work warrants brief attention. They take issue with 

the way in which Asher subjectively and $ummarily detennines the phenomenon as a syndrome, 

based on three disparate cases. According~ them, he introduces Munchausen Syndrome as a fail 

accompli, simply declares it a syndrome in tile first line of his article and assumes that most professionals 

would be in agreement. "Mwichausen's is,lthen, a syndrome collectively conceived in the mind of 

a single observer" (Allison & Roberts, 199~, p.143 ). Following a review of a number of prominent 

cases, they conclude that virtually every Munchausen patient mentioned in the literature 

had a panoply of already existing physical behMoml and psychological 
disorders, notto mention that many were driven to seek hospitalization 
and shelter for reasons having to do with drug dependency, substance 
abuse, homelessness, poverty, or quite simply, intense personal pain 
and suffering. That is to say, what at first glance appears to be a unitary 
syndrome defining a factitious disorder ... at closer inspection turns 



out to be a veritable gra bag designation of patients with a wide 
varietyofveryrealand ve severe troubles. Moreover, such patients 
would never be classifi together outside of the putative logic of 
the superordinate descri ti.on entailed in the adult Munchausen's 
syndrome (1998, p.xxix) 
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In addition, Allison and Roberts comment on the punitive and surveillant tenns of Asher's paper, 

excluding patients who, according to his 0$ judgment, may suffer from medically and psychiatrically 

significant disorders. In addition, they critjcize his lack of contextualization of the cited cases. They 

emanate from post-World War II Britain~ which was characterized by dislocation, severe effects 

of economic and physical reconstruction, $oning., housing shortages and concomitant homelessness, 

unemployment and significantly increas4d divorce rates. Allison and Roberts thus conclude that 

it would not have been unusual for those $uffering from the dislocation, stress, abandonment and 

griefresulting from the war, to seek comfort, housing, food and shelter within the newly formed 

National Health Care system, which proyided free medical treatment. 

Turning to Munchausen by Proxy,I Allison and Roberts illustrate how Meadow's 1977 article 

reproduces Ashers modus operandi, in that ~e advances no substantive diagnosis, aetiology or treatment 

for the new "Munchausen by Proxy Syndrop1e", but identifies it by way of the "fubulations, impostures 

and deceit presented by certain types of warents .... What Meadow effectively did was to take two 

perplexing cases of alleged child abuse, in,erweave them with the preexisting Munchausen 'lore' -

its set of profiles, predetermining categotjes, apparent lack of etiological specificity, and so on ... 

-and arrive at a variant of the syndrome" ( 1 ~98, p. 136). As with Munchausen Syndrome, they question 

whether it can indeed be [e_gar<l~d as a s)!ndrorne.. While they credit Rosenberg for attempting to 

define what constitutes a syndrome, they s~w how, in an attempt to cover a whole range of disparate 

signs and symptoms, the value of the defiµition is undermined by its breadth. They also highlight 

the weakness of the evidence reviewed, e.g. half the reviewed cases do not mention the age of the 

patient., one in ten fails to mention the sex qf fue child, 45 cases out of 117 fail to provide information 

on the primary criterion for the identificatipn of the drome, namel the simulation or roduction 

of illness in the child. Since Rosenberg does not exclude these cases, the accuracy of her morbidity 

and mortality rates is (as Meadow has argued) questionable. Out of97 mothers, 3 are described 

as having psychiatric or psychological disorders, but Rosenberg nonetheless concludes thatthe9vera11 
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behavim.1~~!~ese mothers i~ _:biol.9_gi~ly abnormal" and that they have an "occult psychopathology" 

which warrants court-ordered long-term psychiatric ev~uation (1987, pp.557, 560). Allison and 

Roberts also criticiz.e Rosenberg's aetiological furmulatioq as being of "lamentable generality" (I 998, 

p.149). They conclude that the only way fur Rosenberg to qnite the "morass of conflicting information, 

multiple etiologies, incomplete case studies and histori~s, huge gaps in relevant information, no 

long-term analysis of either 'perpetrators' or 'victims'. and I a disparate array of symptoms and signs 

into a valid and diagnosable disorder" is to define it as ~ syndrome ( 1998, pp.150-151 ). 

Anothermajorfeatureofthe literature on Mun~ by Proxy is its~ecursiY!!J ("a procedure 

in which all present cases are defined in tenns of previm1~ly accrued and constantly reiterated cases" 

(Allison & Roberts, 1998, p.xxix)). After having examin~ the lack of specific data in the definitive 

texts, the uncritical and unreflective way in which ideas $d opinions are accepted as fact, Allison 

and Roberts show how the literature reaffirms by reasserting, how repetitions and patterns based 

on invented or secondmy characteristics receive legitim~on by virtue of their own reinscription 

within the literature. They conclude that Munchausen by :proxy is "defined into existence by virtue 

of the enormous amount of material written about it: eac~ professional paper, report, case history-, 

and review thus serves to 'verify' the initial definition, to qmfirm the existence of subsequent 'cases', 

and to act as a warning that the disorder is far more widesp*aci and pernicious than had been originally 

suspected" (1998, p.xxix). 

The effect of such recursivity is that collateral empirical data is progressively eliminated 

and case studies emerge as abstract constructions, which cprrespond with equally vague earlier cases. 

This lack of attention to medical, psychiatric and personalh$ories, marital relations and socioeconomic 

conditions has contributed to the lack of sound aetiological formulations. If one returns to Meadow's 

initial article, this process is clearly illu&rated. Meadow d.¥1 pay some attention to the broader family 

contextofhis two patients. However, instead oflocatingtheldiagnosis and treatment in the psychosocial 

sphere, the subsequent literature absorbed all nonmedical elements of such cases into the medi,£_~ 

mode, subordinating all other disciplines and social concerns to the "medicopsychiatric determination 

of the disorder" (Allison& Roberts, 1998, p.71). Consequently, other therapeutic approaches, social 

service interventions and family counselling were relegated to the status of "ancillary procedures, 

invoked as remedial aids to assist in the medically authorized treatment" (Allison & Roberts, 1998, 
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p.71). The primacy of the medical authority extends even further. Not only would the "disorder" 

be absorbed into the diagnostic nosology of psychiatry, \\{ith the physician alone being uniquely 

qualified to diagnose and treat it primarily within the me4ical environment, but s/he would also 

be the determining causative element- a far cry from Me~dow's circumspect formulation: " __ jn 

these cases it was as if the parents were using their child¢n to get themselves into the sheltered 

environment of a children's ward surrounded by fiiendly ftafl" (1971, p.345, italics added). 

Allison and Roberts devote the latter part of their bopk to a critique of Schreier and Libow's 

~-Although Allison and Roberts criticize virtually all aspects of the text, their main 

concern is the proposed aetiology. The title of Schreier and i,ibows volume implies that the doctor 

is the object oflove, an idealized parental figure. As noted b~fore, Schreier and Libow's aetiological 

conmruct rests on the premise of a virtually deified portray~ of the physician as a benign, caring, 

nurturing, powerful figure. 38 Allison and Roberts challenge th~ plausibility of this "mythical stereotype" 

( 1998, p.173 ), arguing that historically and currently the tre$ment of women by doctors is fur more 

problematic and strained than this view suggests. They dra"'l attention to the large literature detailing 

the history of the relationship between women and the mtdical profession (Arms, 1975; Faludi, 

1992; Hartmann, 1987; Janssen-Jurreit, 1982; Lawrence & f.1/einhouse, 1994; Oakley, 1980; Rich, 

1976; Rothman, 1982; Tavris, 1992). 39 This history include, unnecessary gynaecological operations 

driven by gender biases and financial interest, the medic~lization of childbirth and childrearing, 

the pathologizing of menopause, and the battle over repro,:Juction rights (e.g. forced sterilization 

and anti-abortion campaigns which denigrate women, releg'1ing them to mere vessels for carrying 

the child). 

AllisonandRobertsalsocriticize SchreierandLibow's ~search on the socio-economic backgrmmd 

ofMmchausen by Proxy mothers. They devote only two p~agraphs (which include a discussion 

of religious affiliation, age, marital status) out of a 222-page 1textto these factors, clearly illustrating 

that they regard the broader contexts of these fumilies as incidental. Allison and Roberts also challenge 

the claim that Munchausen by Proxy mothers are not distinguished by social, class, or economic 

backgrounds. Apart from the lack of demographic studies to verify the said claim, some surveys 

have found that the majority of suspected parents were from disadvantaged families with no regular 

income and/or receiving social support. While Allison and Roberts only mention the swvey by Light 
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and Sheridan (1990), one could also add the findings ofBool, et al. (1994) and Meadow (1998, 

1999), as well as the observation by Fisher (1995) that virtually ~ his MllllChausen by Proxy parents 

were single struggling mothers. Allison and Roberts argue that ~en if it were true that Munchausen 

by Proxy mothers came from the spectrum of different class~s, it would not be true that they all 

receive the same kioo of treatment. [American] Studies exmniningRublic health care fur broad population 

samples show that poor, inner-city, and minority group paretlt~ routinely receive inferior medical 

care. For such women basic pre- or neonatal care is inaccessible, not to mention the "well baby home 

visits" that Schreier and Libow claim ~ of standard practife. "Exciting and fascinating visits 

to gynecologists, obstetricians, and pediatricians, as well as m~guing hospital experiences, could 

also be largely ruled out" ( Allison & Roberts, I 998, p.193 ). Accprding to the authors, this disparity 

between the access to and quality of medical treatment for pQor and minority women and middle 

and upper class women greatly undermines Schreier and Libo~'s notion of a common aetiology. 

Allison and Roberts criticize Schreier and Libow's accoµiµ of the role of the media According 

to them, the notion tbatthej_1nage of the "good doctor" derives fn;>m television portrayals internalized 

by mothers firils to recognize the complexi1y involved in the tranmrission, apprehension and llllderstanding 

of media-generated images. In addition, they question why d~tors should be singled out in this 

process, and not other television figures invested with power, such~ lawyers, sporting heroes, cowooys. 

corporate leaders, and the like. They firrther claim that Schreier $id Libow's figures about increasing 

television shows featuring doctors as main characters can mere~ be ascribed to the general explosive 

growth of all television programmes. 

Allison and Roberts further criticize Schreierand Llbow's ¢q]strUctedaetiologyfurits unreflective, 

ill-defined and self-serving use of psychoanalytic terms suqh as "perversion", "transference", 

"sadomasochism" and "fetishism". I confine myself to two ~Jtjunples. A definition of perversion 

as a form of "unreal relating" is so broad as to be applicable to all funns of fantasy, psychoslS or 

imposture. Allison and Roberts argue that despite their disclaimers, Schreier and Libow use the 

concept in the traditional Freudian sense (yet they deny its sexual nature). In addition, Schreier and 

Libow's claim that Munchausen by Proxy constitutes a perversion of mothering not only firils to 

explain the similar behaviour of fathers and abuse among unrelated adults, but it also presupposes 

a universally determined and accepted notion of"good mothering", thereby ignoring that the latter 
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is a complex socio-cultural construct. As with their use of "peivers,on", Schreier and Libow fail 

to define their central notion of the child as fetish, devoting only one seqtence to it. Allison and Roberts 

maintain that it would be more accurate to describe this "peiverse" rqlationship in which the child 

is used as a "fetish" to regulate the relationship with the physician as ~ sacrifice offered on the altar 

of the godlike physician in order to propitiate him and find affecti* fulfilment. 

Despite their efforts to construct an aetiological explanation fo~ the behaviour ofMunchausen 

by Proxy perpetrators. SchreierandLibow firil to integrate itsuccessfullylinto a therapeutic management 

plan. Although they acknowledge the absence of established therap~utic practices, they attribute 

the failw-e of therapy to the patient (as explained on p.39). Their suggested management strategies 

comprise guidelines for diagnosis and identification, guidelines forverif,-cation, ways ofcircumventing 

the Jegal safeguards and ramifications of covert video surveillance, national electronic medical networks, 

nationwide registries for convicted perpetrators and trained task forc~s. This prompts Allison and 

Roberts to conclude that the entire discussion of Mwichausen by ProJfY which sought to distinguish 

it as a distinctive disorder - the aetiology, diagnostic apparatus, treattjient and therapy - essentially 

becomes secondary to preventive and punitive concerns, effectively qriminalizing the behaviour. 40 

The criminal aspect ofMunchausen by Proxy is heightened by the dissemination of information 

in the media as well as on the Internet (Allison & Roberts, 1998). 41 

The last chapter of Allison and Roberts' book is devoted to the e~ination of a few prominent 

cases in which Munchausen by Proxy has been alleged, but in which t;his aetiology remains dubious 

and the crime itself unproven. They conclude that the danger of Mt,1nchausen by Proxy does not 

primarily lie, as Schreier and Libow would have it, in the disorder itself: but in the way in which 

hypothetical speculation based on inadequate and inconsistent data is used to advance a tendentious 

aetiology, which in twn establishes oomplete medical hegemony over women and their behaviour 

and casts the net of suspicion and sUIVeillance ever more widely. 

3. D IS C US S ION 

Allison 8Ild Roberts do not deny that stressed parents - especially those with dysfunctional family 

backgrounds, socio-economic problems, histories of personal and fumily illness or substance abuse 

histories - may hann their children, may seek medical help for transient or minor illnesses or may 
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use medication or medical instruments to abuse their children [They do. how~r. contest the ~umption 

that such behaviour constitutes a specific illness or a rampant mental disorder. Their text is not above 

criticism. It is often repetitive and in their polemicaJ ardour t,hey tend to "rhetorical overkill" (Kenny, 

1999). In addition they do not adequately situate their appro~h theoretically, they review the literature 

selectively 42 and neglect the valid critiques from "within" atfvanced by authors such as Donald and 

Jureidini, Fisher and Mitchell, and Morley (merely mentioning Fisher, Mitchell and Morley in a 

footnote). However, they do make a valuable contribution in ~ituating the debate historically, pointing 

to the thinly veiled gender prejudice and power relations ~mbedded in the construction process. 

and raising pertinent questions about the scientific basis and 9ntological status of Factitious Disorders 

in general and Munchausen by Proxy in particular. One rp.ight ask to what extent the diagnostic 

apparatus and virtual criminalization of the behaviour are a means of reasserting control over - if 

not punishing- people who not only overturn universalized nptions of mothering, but subvert medical 

authority, an authority which is increasingly challenged by al~emative healing practices? In this regard 

Allison and Roberts show that Schreier and Libow's "affabt?lated etiology" (1998, p.277) not only 

deftly reclaims power and authority for physicians, but atjlplifies it 

Examining the literature, I too was impressed by the djssention, the inadequacy of the research, 

its recursivity and the consequences thereof A majority qf articles seem to have been produced 

accordingto a "template", starting with similar historical framqs, virtually identical definitions, followed 

by case studies which prioritire medical detail and individruµ pathology at the expense of structural 

or contextual issues. Most articles conclude with an injunctitjn to professionals to educate themselves 

and be on the alert A small but amusing illustration of the ,ncritical reproduction of earlier views 

concerns the use of the term "Polle Syndrome". According to Burman and Stevens (1977), Polle 

was the son ofBaron von Miinchhausen's (much yoW1ger) ~ wife. Polle's paternity was suspect 

and he died a year after birth. This information was wicritically utJlized by subsequeotautho~ while 

a few even suggested that the Baron might have been implicated in Polle's early demise ( Ackerman 

& Strobel, 1981; Mehl et al., 1990). It was therefore suggested that ''Polle Syndrome" be used when 

there is evidence that the parent presents with Munchausen Syndrome: "a child of Mwichausen 

whose life expectancy is liable to be short" (Burman & Stevens, 1977, p.456; Leeder, 1990; Verity 

et al, 1979). However, seven years later it was discovered that the child in question was in fact 
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a girl named Maria Wilhelmina and that she was almost certainly not the B~on' s daughter. Maria 

Wilhelmina died of seizures and no influence of the Baron on her death Has ever been recorded. 

Polle was the town in which she was born and baptized (Meadow & Lennqrt, 1984; Strassburg & 

Peuckert, 1984 ). 

Roberts for not mentioning 1Hackings MMJWlJUIJ~tmlUru.!!llWtlffllQlllwtUWLIM~~~ 

~ (1995a), which parallels their approach and includes an extensive discussion of 1he "mystical 

power of statistics, the fullacies of measurement and the social power of exgert knowledge" ( 1999, 

p.593). It is pertinent briefly to examine some of~ki!}g'~ ideas regarding the ptevalence ofDissociative 

Identity Disorder among women, as it sheds light on the Munchausen bylProxy debate as well. 

Hacking (1995a, 1995b) points to the strong association between $"fy and repeated child 

abuse and Dissociative Identity Disorder, and shows how the gender ratio qf abuse correlates with 

the gender ratio of Dissociative Identity Disorder. While the prevalence of *hildhood sexual abuse 

in Munchausen by Proxy perpetrators is disputed, there is consensus about a sl$'ed history of emotional 

abuse. Therefore, the role of childhood abuse in the emergence of Munch~msen by Proxy abuse -

and the role of dissociation - is one that deserves further research.43 Consideration of the role of 

child abuse also sheds light on the question as to why Munchausen by Pro~ has only emerged in 

the 1970s. Hacking shows how the feminist movement provided a politic4} atmosphere in which 

child abuse could be drawn to public and medical attention in the 1960s ( citjng Helfer and Kempe's 

~ (1968) as the landmark text). 44 

Hacking argues that people "choose" culturally available and clinic~ly reinforced ways to 

express distress. These are mediated by gender stereotypes. During the previous two centuries men 

often expressed distress through alcoholism, whereas women in the 19th century expressed distress 

through hysteria Hacking argues that now women often express their distress through dissociative 

symptoms. Although it can merely be hypothesiz.ed that Munchausen by Proxy behaviour involves 

dissociative elements (as shown by Oppenoorth (1992)), it could be argued that the increased 

medicalization of women am cbildrene enables the emergence ofMtmchausen by Proxy as a culturaily 

sanctioned way of expressing distress and obtaining help. This neither means that it is culturally 

or socially "acceptable" to abuse children in this way, nor that it can be singled out as the sole explanation 
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for predominance of fe(nale perpetrators. However, it does provide a set of meanings within which 

the interaction betweenlclient and clinician is intelligible. As Rosenberg (1995) states, Munchausen 

by Proxy, "like a tangq, cannot be done alone" (1995, p.36). Its defining feature is the response 

of the medical system. It is also not conceivable without the history of medicalization of women's 

bcxiies, childbirth and c~drearing, a discourse which not only pathologizes natural bodily fimctions 

(such as menstruation, pirth, menopause, ageing), but also positions women in a help-seeking role 

as primary consumersiofmedical services.46 This discourse positions the physician (the general 

practitioner, the gynaec~logist, the obstetrician, the paediatrician, and increasingly the plastic surgeon) 

as the provider, the~, the arbiter of health and illness. Given that women are traditionally 

more involved in the dafly care and illnesses of their children and that they occupy powerful positions 

of control over their ch.4dren, it is a small step to conceiving the emergence of Munchausen by Proxy 

behaviour. 



CHAPTER 4 

THE PATIENT AGAIN: CASE DISCUSSION 

1. PREF ACE 

I now return in more detail to the case of Mrs X, in order to illustrate the material in chapter 2. The 

reader is reminded that the integrity of Mrs X's history canno~ ~e entirely vouched for, due to the 

fullowing reasons: 

1) Mrs X was a poor historian, whose history was characte~e4f by vagueness and discrepancies. 

2) I was appointed as her case manager at a relatively late stage, t/4lich meant that I had to rely partially 

on previous case records (which already "defined" her to s0$1.~ extent). 

3) While I was not aware ofit during our first meeting, Mrs XI ~ad already been informed that the 

case had been referred to the Child Protection Unit This wotjl4 undoubtedly have influenced the 

way she presented herself and her history. 

When the evidence of her abusive behaviour towards h~lchitd became known, the emphasis 

shifted to accelerating the legal proceedings. The recommen~4tion of the multidisciplinary team 

on the ward was to expedite her arrest, so that she could be tj-apsferred to the Lentegeur forensic 

unit for observation. My role thus consisted of confronting het ,vjth what we knew, preparing her 

for her possible arrest and coordinating the communication be~een the Child Protection Unit, the 

social worker of the children's hospital and the community sp¢ial services. 

2. COLL ATE RA L 

a) Ward: 

After my first interview with Mrs X, I started gathering collate~. ObseIVation in the ward yielded 

inconsistencies between her report and her behaviour. Nursin~ itports contradicted her complaints 

of severe insomnia. Her interactions in the ward did not validate a clinical picture of depression: 

As mentioned, she would dress drably fur the interview, be slumped, looking sad and anhedonic, 

but in the recreation area she would be dressed up in bright clothes, appear to be in good spirits 

and make jokes with fellow in-patients. During an in-patient therapy group which I co-facilitated 

later that day, Mrs X addressed herself exclusively to me, blaming her family for all her problems 

and adopting a justificatoty tone ( although she did not refer to medicating her son). My co-facilitator 
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Not realising the seriousness of her actions ( due to lack of backgrouµq infonnation ), I offered to 

find out whether she could have more contact with her children. When ~ ijnally reached the children's 

hospital's social worker, she provided me with the details precipit.atiµg Mrs X's admission. 

Mrs X's youngest son, Rashied, was admitted to a local chil~~n's hospital on the 28th of 

December 1998 with vomiting, headaches and drowsiness. He was ~i~charged the next day, but 

readmitted a day later with the same symptoms. Mrs X denied any knpt,,Iedge about the aetiology 

of the symptoms. On December 31 Rashied deteriorated into an intennittent coma for a period of 

four days. Mrs X offered to bring a plant from home, which she claitjtqd he might have ingested. 

A toxicology screen revealed high levels oftricyclic anti-depressants atj.dlopiates in his blood. While 

he was being fed a milk feed through a nasogastric tube, his stomach cop¢nts again showed renewed 

evidence oftricyclics. For this reason, it was suspected that Mrs X tja~ been adding tricyclics to 

his milk feed while in hospital. On the 6th of Januruy 1999 a child psyp~iatrist was consulted. She 

interviewed both mother and child. Mrs X denied any involvement, cl$µing that she had not been 

taking any medication fur her "mood problem" for the last three years. ~hied told the psychiatrist 

that his mother gave him medication to make him sleep well. He alsol s~d she gave him milk she 

bought from the chemist. Munchausen by Proxy was diagnosed. Withlthe help of Mrs X's sister, 

the children were temporarily placed in care ofMrs X's ex-husband, ~ Jlarents and a maternal aunt 

Mrs X continued to deny any involvement and only on the 115th of January she admitted 

having given Rashied one or two pills prior to his first admission. She detj.iqd giving him any additional 

medication, saying that since be knew where she kept her medicine!, pe might have taken some 

himself She persistently denied giving him any medication during Ins hospitalization Her sister 

later told me Mrs X had given Rashied the medication in hospital to cover up her actions - i.e. trying 

to create the impression that he was being medicated by hospital staff. Mrs X said she realized she 

needed help and was going to admit herse1f to Valkenberg. 47 The children's hospital reported the 

case to the Child Protection Unit 

Rashie.d's hospital records reflected seven admissions since birth, mostly with similar symptoms. 

In 1995 he also presented with seizmes and a toxicology screen showed chlorpromazine ingestion. 
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Staff accepted Mrs X's explanation that he had obtained it while \1Siting the neighbours. He also 

once presented with a head injury and was admitted to the traum~ unit. The files repeatedly note 

a suspicious scar on his crest Over the years he hai had various procedures, including lmnbar pWJCtures, 

computed tomography (CT) scans, electroencephalograms (EEG') and multiple blood tests. 

Mrs X's elder son, Suleiman (11 ), fiequently presented at th~ children's hospitafs Neurology 

clinic with epilepsy. He was reported to have two seizures per w~k and was attending a school 

for epileptics. At the time Mrs X admitted to injecting anti-epilev,ic medication into his penis to 

stop the seizures. Rashied confirmed that he saw her do it When qµestionedy she insisted that she 

was following doctor's orders. There was never any suspicion th~ Suleiman's seizures may have 

been induced. It is however noteworthy to consider that seizures are one of the most common 

manifestations in Munchausen by Proxy abuse and that chlorprqmazine ( and to a lesser extent 

amitriptyline) can be epileptogenic. During a follow-up contact Wl)h social services eight months 

later, it transpired that Suleiman had not had any seizures since ~ing in the care of his father. 

While little is known about Mrs X's 14-year-old-<laughter, F~eda, she is reported to attend 

the Allergy clinic at the hospital, presenting with chronic allergie$ and asthma. 

c) Family: 

It transpired that before her meeting with me, Mrs X bad told her fartj.ily that she had already received 

electro-convulsive therapy. I started suspecting that she was planning to use the "amnesia" she believed 

to be induced by it as a defence in the event of a trial. Her sister reRorted that Mrs X was deceitful 

and aggressive. Her mother confinned the deceitfulness and refuseq to allow Mrs X back into their 

home. The fumily described her as having a "split personality" (thtjir words to describe the caring 

mother versus the abuser). 

3. PERSON AL AND FAMILY HISTORY 

Mrs X is the fourth of seven children. In contrast with her brothers and sisters who are professional 

people, Mrs X only reached standard eight. On leaving school she trained as a dental assistant. 

She worked as a dental assistant and what she tenned "an oral hygienist". According to Mrs X, she 

gave up her work after ten years of employment to care for the people at home ( on another occasion 

she claimed she lost the job due to tremulousness). She experienced the dentist she worked for as 
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"very caring". At the time of admission she was receiving a dis~lility grant. 

She reported that her parents regarded her as "backward", •rqiad" and "stupid" and therefore 

treated her badly. She always felt rejected by her family. Mrs X dF~cribed her 61-year-old retired 

father as having been abusive, particularly towards the children. Sh~ ~id not report any sexual abuse. 

According to Mrs X, her father complained about her visits to ~e !clinic and the hospital, saying 

she did not do enough for the household. She also reported to ~~e a poor relationship with her 

59-year-old diabetic mother, who, following severe gangrenous pa¥1J had had a leg amputation the 

previous year. Her mother also received medication for hyperten*i~n and depression. Mrs X was 

in charge of collecting her mother's medication from the local c{>tj:ununity clinic. 

At the time she was living with her parents and her threel c~ildren in the two-bedroomed 

parental home. She was supplementing her income by making aq.~ selling food. Mrs X reported 

that Rashied had scholastic and behavioural problems, was distractible fJlld ''hyperactive". His behaviour 

was a constant source of friction in the home and her parents often lctiticized her for not being able 

to control him. According to Mrs X, Rashied frequently threatetje~ suicide, saying he wanted to 

1hrow himself under a car. She fult he did not like her. but did not iqlqw why as she showed so much 

care for him. Farieda was abusive towards Mrs X, accusing her of ca.Ming their problems and blaming 

her for the divorce. 

GivenRashied' s behavioural problems, her mother's illness 41¥1 the poor familial relationships, 

the home circumstances were very stressful for Mrs X. She felt shel qeeded to take care of everyone. 

When the situation became intolerable the previous year, she left. ~ut returned because she did not 

want to htn1 her family's feelings. She expressed her wish that ~( eldest sister, a civil engineer, 

would look after her. This sister reported that Mrs X could not cppe with responsibility. 

4. MAR ITAL HISTORY 

Her history lacked information about the early stages of her psychosexual maturation and her first 

marriage. Her relationship with her first husband seemingly deteriorated shortly after the birth of 

their daughter. She married Mr X, a mechanic, and when her daughter was about three years old, 

her first son. Suleiman, was born. Two years later her third child, Rashied, was born. Her husband 

started to abuse drugs and alcohol and became abusive towards her. According to the family, Mrs 
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X started showing a change at this time. She felt ashamed of her husbaqdl' s drug use, particularly 

since the :fumily was rather class conscious. It would appear that the co4p~e got divorced in 1992, 

although different dates were given at various times. Her ex-husband lite~ with his mother. Both 

of them claimed that he had not taken drugs for the last two years, but ¥rs X did not believe it. 

During Rashied's hospitalizatio~ Mrs X had tried to prevent her ex-husf$1~ from visiting, claiming 

she had an interdict against him. However, she could not produce it Sp¢ also initially attempted 

to prevent the children from being in his care. 

5. PSYCHIATRIC HISTORY 

Mrs X's psychiatric history includes two or three previous admissions to psychiatric facilities and 

three suicide attempts by overdose. 

Mrs X reported an admission to Lentegem psychiatric hospital in I 9? ~ and two suicide attempts 

in 1994, overdosing on anti-depressants. She was admitted to the emerg~ncy psychiatric ward at 

Groote Schuur hospital in 1995, followed by an admission to V alkenbtrg hospital. According to 

her she bad attempted suicide by overdosing on her child's anti-convulsant rrt~ication. ( At 1he children's 

hospital she reported having never felt suicidal in her life.) However, the ref etral letter did not mention 

a suicide attempt, but stated the reason for refurral as Conversion Disordtjr.l She apparently had left 

and right wwness, resulting in falling. This presentation was queried at IV~kenberg, as the falling 

was very slow, occurred without injury and she showed no unsteadiness i,vhen sitting up quickly. 

At the time she described symptoms of Major Depressive Disorder wf t~ psychotic features, but 

this too was queried. File notes recorded entries such as "able to switch off~ears", "appears to think 

up answers when asked leading questions", "open-ended questions answerqdlwith extreme vagueness" 

and "patient tended to be manipulative at times". While a differential of personality disorder was 

considered, Mrs X managed to continue receiving her prescribed medications. At the time a nursing 

sister conducted a family study. 

During her two-month stay at Valkenberg in 1995, Mrs X repeatedly reported being "happy" 

to be in the ward and returned early after weekends, saying she was "tired" of her children and that 

she found them "too much". She admitted displacing her hatred for her ex-husband onto her children 

and feared that she might lose them. She also reported a conflictual relationship with her mother, 
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coupled with feelings of rejection. In a family interview condutjed at the time, both Mrs X and her 

mother denied any tension between them, blaming the children, itj particular Farieda., fur the difficulties 

at home. During her hospitalization. Mrs X had a relationship \l{ith a male patient on another ward, 

and when he expressed a lack of interest, she threatened to commit suicide, but denied it later. When 

staff felt that she was becoming dependent on the hospital and 4iscussed discharge plans with her, 

she requested a prolonged stay. After being discharged., she was fullowed-up at the local community 

clinic where she collected her medication. 

6. MEDICAL HISTORY 

Mrs X's medical histmy is contradictory: The profile at Valkenperg hospital differed considerably 

from the one in the children's hospital's reports. 

To me Mrs X disclosed that she had had an early head iµjwy (age 2), which resulted in her 

having a shunt inserted in her brain. To the staff at the children1s hospital she reported that she had 

been epileptic until the age of 15. According to her Valkenbetg folder, she reported in 1995 that 

she had a leg operation and asthma, but denied having been ep4eptic. None of her previous records 

mentioned the head injury. 

The only infonnation available on her first two pregn~cies was that both children were 

born by Caesarian section. Mrs X reported a complicated obs~etric history with Rashied. He was 

an unplanned baby. The children's hospital folder mentioned th~ she reported renal failure during 

this pregnancy. She reportedly spent most of her pregnancy in ~pital, requiring a blood transfusion 

for "anaemia'' and having an operation five months into her pregnancy for her bladder and kidneys, 

during which "a pipe" was inserted into her bladder. At V alkenberg she reported that she was depressed 

during this pregnancy. Rashied was born by "emergency Caesarian section" at seven months, because 

his "heart went low". He was in an incubator for three months. 

Mrs X reportedly suffered from headaches, "migraines" and tension, medicated herself with 

Stopayne for the headaches and took Augmentin (amoxycillin) for her "kidney problem". There 

was no mention of any of these in the V alkenberg fulder or in my initial interview. Blood te&S revealed 

no abnormalities. (The omission of the "kidney problem" was particularly problematic, as lithium 

can affect the kidneys). 
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7. MENTAL ST AT US EXAMINATION 

Mrs X presented as a corpulent, casually but drably dressed womatj, who sat slumped in her chair, 

was fidgety, made poor eye contact and mostly stared at the gro'1lld, Her affect was tearful and 

anxious and she described her mood as "terrible" and "depressed". ffer speech was somewhat slow, 

butnonnal in tone and volume. Her though1s were normal in flow an~ form and there was no evidence 

of possession of thought or delusions. She reported auditory halltjcinations: to me she said that it 

consisted of a single male voice telling her she was a failure. To a pf(fV'ious case manager she reported 

hearing multiple voices telling her to kill herself She also reporte~ a drilling noise in her ears, but 

could not describe it with any precision. At the time the team que'6oned the authenticity of these 

hallucinations. 

In terms of her cognitive functioning, she exhibited poor atjstract thought, and a subjective 

evaluation suggested low average intelligence. Her insight was poor ~d her judgement was impaired. 

8. SPECIAL INVESTIGATIONS 

Special investigations included a full blood count, lithium levels, I biochemical investigations and 

thyroid functioning. All these tests showed no abnormalities. 

9. MULTI AXIAL EV ALU AT ION 

The report received from the children's hospital and our own clinical observations, led us to confum 

the diagnosis of Factitious Disorder not Otherwise Specified (otlterwise known as Munchausen 

by Proxy). Initially depression was considered as a differential diagµosis. However, during her stay 

all her medication was gradually stopped and she did not present witij any clear features of depression. 

She appeared. euthymic and apsychotic. It seemed as if her symptoms disappeared when there was 

no secondary gain. It was therefore hypothesized that her psychological symptoms were factitious. 

Malingering was considered as an additional differential, as her presentation at the hospital and 

her wanting to receive electro-convulsive therapy seemed partially motivated by a wish to evade 

prosecution. 

On Axis 2 Personality Disorder Not Otherwise Specifioo was noted. ~ Axis 3, examination 

and blood tests revealed no abnormalities. While she had at different times reported to have had 
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asthma, epilepsy, renal failure and migraines, she omitted or denied th'ese on other occasions. If 

considered in conjunction with the seemingly fuctitious psychological/psyftjiatric symptoms, it could 

beooncluded that Mrs X also presented with Factitious Disorder with comb~ physical and psychological 

signs and symptoms. 

Axis 4 included "Problems with primary support group", in partic~ the intrafamilial conflict, 

the spousal physical and substance abuse, the divorces, Rashied's beh4v~oural problems and the 

parental health problems. It also included "Occupational problems", spec~fipally her unemployment 

and the concomitant loss of income and status. 

On Axis 5 it was noted that both her interpersonal and occupational functioning were poor. 

While her social functioning in the ward seemed fair, she seemingly h~q no friends. 

10. MANAGEMENT 

The management plan was formulated in conjunction with my plac~oji.ent supervisor and the 

multidisciplinary team. It was recommended that Mrs X be charged wi~ a criminal act, arrested 

and sent for psychiatric observation to the female forensic unit at Lentegeur hospital. The psychia1ric 

consultant recommended that she should not receive electro-conv¢sive thd;apy, as both her depressive 

symptoms and her auditory hallucinations did not appear to be authentic. ~t }Y3S also initially decided 

to change her medication to a selective serotonin re-uptake inhibitor ($~RI), as it was less toxic 

and thus safer. Eventually all her medication was terminated, as she di~ not exhibit any features 

of depression. 

My task was to inform Mrs X of the medication changes, confrp*t her with the evidence 

at our disposal and inform her of the repercussions, that is obligatory re~rµng, possible arrest and 

forensic obseivation. The Child Protection Unit was contacted and infonned of our recommendation. 

Although 1hey were familiar with the case, they had not taken any steps as 1hey claimed not to have 

received the children's hospital's reports. I obtained the reports and faxed them to the Unit. I liaised 

with the community social services, recommending that they conduct a comprehensive psychosocial 

investigation into the circumstances of the case, the needs of the family and how the children would 

be best accommodated in the event of the mother's arrest. They too claimed not to have received 

any reports. After I had fuxed the reports to them, the case was still batted to and fro between the 
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district agencies before it was allocated, because Mrs X and her ~x-husband resided in different 

districts. Multiple phone calls were required before a home visit lwas made. 

I informed the family of the management plan and tried tp get their cooperation in terms 

of supeivised visitations. I further liaised with the children's hospital's spcial worker to ensure counselling 

and follow-up for the children (particularly Rashied) and suppmjt for the family. The father was 

contacted and two appointments were made fur him and the childr¢n, but he never attended. I also 

informed the community psychiatric clinic of our assessment, m$agement plan and termination 

of medication. However, Mrs X attended the clinic a few hours before my call, without disclosing 

that she was in hospital or that her medication had been stopped. $ince the ward is an open ward, 

she had obtained leave from the nursing smfl: ostensibly to collect ijer disability grant. (This episode 

took place a few days before discharge, which would not have alteredlour assessment of her psychiatric 

state off medication). 

The Child Protection Unit undertook to arrest Mrs X in a $y that would be least upsetting 

to the other in-patients and refer her under section 79(2) of the Crirµinal Procedures Act 51 of 1977 

for a period of 30 days forensic observation and assessment. Despite numerous phone calls to the 

investigating officer and many assurances from her, no action was taken. She maintained that they 

only had circumstantial evidence and because they had no witne~ses, they were unable to prove 

that Rashied did not take the medicine himself at home and that 1101>ne else could have administered 

the medication in hospital. Eventually the team decided that Mrs IX had to be discharged. All the 

relevant parties were informed of her pending discharge and urged ttj cooperate regarding supervision 

of visits to the children, lDltil more pennanent arrangements could ~e made with the help of social 

services. 

Despite having been given sufficient notification of the 

angry with me fur confronting her, Mrs X nonetheless requested to stay another day. She claimed 

that the friend she would be staying with could only fetch her at a particular time on a particular 

day. Both Mrs X and the nursing staff were informed that she was not to be discharged without 

leaving contact details. However, Mrs X surreptitiously discharged herself before breakfast without 

leaving any contact details. No-one was seen to have fetched her. A few days later Mrs X returned, 

trying to convince one of the sickest and most heavily medicated male patients on the ward to move 
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in with her. She again returned a few weeks later, this pine leaving contact phone numbers. She 

claimed to have reslDiled her work as an "oral hygienist"J but when this was investigated, it turned 

out to be false. She probably would have returned ~ ~ut the nursing staff felt her presence was 

disruptive and forbade these visits. Some weeks later she ghoned again, alleging that she had received 

a message from me to contact the ward. 

Some months later a follow-up call was made to~ commllllity social services. They reported 

that her ex-husband was in the process of taking legal act,on to obtain sole custody of his sons, and 

her daughter was living with relatives. The father had d~cided to allow Mrs X telephonic contact 

with the children. According to the case worker, the fath~r reported that both boys were symptom 

free. He was considering removing Suleiman from the sc~ool for epileptics, as he had had no seizures 

since he left his mother's care. Although social services ~ had no contact with Mrs X, they heard 

via the family that she had found employment and was involved in another relationship. 

11. D IS C U S S IO N 

Mrs X conforms to the prototypical descriptions ofMutjchausen by Proxy abusers represented in 

chapter 2. Given the tenuous natme of the history, one canlmerely hypothesize about the determinants 

of her behaviour. 48 She is a psychiatrically vulnerable wdµian who seems to have experienced loss 

: and.rejection through paternal abuse, childhood illness and jiivorce. She is presently under considerable 
' r 

stress within her family, is unable to express her distre~s to them and finds herself struggling to 

remain with them, yet not able to leave the home. In a p~oxical effort to meet her dependency 

needs, she has taken on the role of caring for family m~mbers, while her unconscious wish is to 

be cared for herself It is hypothesized 1hat the hospital becomes a symbolic representative of home 

and provides the caring and recognition she did not rec~ive. By presenting her child as sick, she 

can legitimately connect to the nurturant image of the dotjor ( who in fantasy can repair early trawna) 

and simultaneously earn the respect of others for being a concerned and attentive mother. 

Given her childhood history, it is likely 1hat Mrs X b$ internalized a sense of being defective 

or bad. She might therefore have developed low self-esteem, particularly since her siblings were 

achievers. She might feel that her present role as a caregiver is not valued to the same extent as 

her previous role as a professional' s assistant. She could thus be using a misguided means of regaining 
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her "professional role" by medicating others .. particularly Ras~. Identifying herself with the doctor 

also serves as a defence against the "loss" of the parent. It !further enables her to release some of 

the primary aggressive impulses related to the rejection (S~gal et al., 1998). 

Mrs X's behaviour seems to be perpetuated by Rasltjed's conduct. As he was an unplanned 

baby and it was reportedly a difficult pregnancy, it is ~ized that there may have been bonding 

difficulties between mother and infant. Because his behaviour causes friction at home and Mrs X 

feels criticiz.ed by her parents for not •'managing" him, sedjrting him or putting him to sleep may 

be giving her a way to control his behaviour. 

The documented difficulty in identifying the abus~ was evident in this case too: Rashied 

had six previous hospital presentations and Mrs X had beeq receiving psychiatric treatment for at 

least eight years, without anyone raising any suspicion. Theldelay in diagnosis seems to be due to 

various factors, particularly the lack of fiuniliarity with this typq ofabuse and the lack ofcommunication 

between the various treatment agencies. In addition, it is hypothesized that the increasing lack of 

resources and staff shortages contribute to the delay in reqognition, as often inexperienced staff 

( such as interns and psychiatric or paediatric registrars) haye to deal with large patient numbers. 

These conditions can result in lack of time to spend with the patient, lack of time to gather adequate 

collateral and lack of opportunity to observe parent-child ip.teraction during hospitalization. The 

hesitance of the legal system to act concurred with reportslin the international literature. 

Mrs X persistently denied responsibility, except fur~ admission that she once gave Rashied 

one or two tablets to help him sleep. According to Meadow (11990a) such partial admission is quite 

common. She exhibited the prototypical deceitfulness attribtfed to these mothers. She saw the child 

psychiatrist visit the ward to deliver her report and although ~ere was no definite proof of Mrs X's 

involvement, the report disappeared from the file a few ~s later. 

Working with Mrs X was frustrating in manyrespec~ patient assigned 

to me in my first internship placement, I was unprepared for a case such as this. I conceived my 

role as that of being an empathic, caring helper. Instead, my role turned out to be - at least in part -

that of a detective. In addition, I had to abandon one of the basic elements of my relationship with 

my patient, namely being able to accept the truthfulness of her statements. I found it very difficult 

to have to assist in having my first hospital patient arrested. My feelings vacillated between guilt 
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at having to play this role and the classic countertransference documented in such cases (Chan et 

al., I 986; Schreier & Libow, 1993a; Szajnberg, Moilanen, Kanerva & Toi( 1996), namely wanting 

to believe that she had only given Ra5hied one !tablet to calm him down. Even when I gathered the 

collateral, I still had difficulty realising the full qtent of what I had heard. Confronting her was equally 

difficult. (Even though she had been confro~ with her behaviour at the children's hospital, she 

had been in Valkenberg for 18 days without ~yone knowing the details of what had happened.) 

On the one hand I felt a need to apologize to ~rand at the same time I was afraid of how she might 

react. Would she be murderously angry withlme? Would she try to commit suicide? Would she 

abscond and gain access to the children before II bad time to ensure their safety? Would she become 

truly psychotic due to the stress of having to face possible incarceration? 

Confronting her turned out to be the e~ier part. Once I did confront her, and despite my 

best efforts to remain empathic, she started tµming other patients against me. I_once overheard 

her la.wng out against me. I became increasingly concerned about the reaction of the other patients 

ifMrs X were to be arrested. How would that affyctthe therapeutic relationship with my other patients? 

(Surprisingly, once she surmised that she might not be arrested, Mrs X very soon accepted the 

arrangements, saying that while she would ha'fe to get used to "not being a mother anymore", her 

children understood that she also deserved a ~hance at happiness.) 

The staff situation in the ward did no1 make my task any easier. Because the ward social 

worker only functioned in a part-time consultat,ve capacity, she was not available to assist in dealing 

with the Child Protection Unit and the comltjunity social services. Similarly, the only other case 

manager, the psychiatric registrar, had too lar~ a caseload to discuss the medication changes with 

Mrs X. Therefore, because of staff shortages aµd lack of role definition in a ward where there are 

at the best of times only two case managers. I~ to manage all aspects of the case. Given my multiple 

roles, the therapeutic relationship became too pontaminated for us to establish an alliance in such 

a short time. 



CHAPTER 5 

DISCUSSION AND CONCLUSION 

Whereas chapter 3 dealt primarily with an historical and conc~ptual critique of the literature, this 

chapter will problematiz.e the case of Mrs X and raise some guestions regarding the role of the 

psychologist. I therefore return to the intervention discussed iµ the previous chapter. 

Toe decision to discharge Mrs X was made by the team, '1}d while I understood the rationale, 

I also wondered whether it did not on an unconscious level re~ect our anger at her deceitfulness 

and our anxiety about how to treat her. Our diagnosis of Munch~usen by Proxy implicitly endorses 

its status as a psychiatric disorder, which raises the question ofourtesponsibilities in terms of treatment. 

To what extent do we as mental health practitioners have the wi~lingness and the resources to help 

the "perpetrators"? 

Part of the problem in any attempt to address these Q',lestions resides in the terminology 

itself In this dissertation I have been using the term "perpetrators" a la DSM-IV, not only because 

it is a gender-neutral term which would not exclude male perp~trators as happens in Schreier and 

Libow (1993a), but because my initial examination of the literatµre was one which emanated from 

the same psychiatric discourse. However, such a view implie~ equally simplistic assumptions as 

the stereotype of the "venerable doctor". In order to move towrufds a more complex understanding 

of the positionings involved, it might be useful to draw on Spiva}f's concept of the "subaltern"( 1988). 

This concept is adapted from its post-colonial use by Spivak, on premises established by Said ( 1991) 

in his definition of the Other as a category of persons of whorp Marx has said that, "they cannot 

representthemselves, they must be represented" (Marx, as cited* Said, 1991, p.xiii). The knowledge 

contained within such subalterns is described by Foucault as "a }vhole set of.knowledges that have 

been disqualified as inadequate to their task or insufficiently el~orated: narve knowledges, located 

low down on the hierarchy beneath the required level of cognition ofscientificity" (1980, p.82). 

Swartz demonstrates how the term subaltern can be transposed from Spivak's post-colonial context 

to that of clinical psychoJogy, thus exploring a new functioning for the construct: " ... the clinical 

patient, and sometimes the clinical trainee, is our subaltern. This assertion posits the clinical patient, 

by virtue of her relationship to the clinician-elite, as bereft of speech in certain critical respects" 

(2000~ p.5). In the context ofMwichausen by Proxy, the subaltern would function as a construct 
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by the diagnostician, readily marginalized in any enquiry simply ~ denying or overlooking his/her 

subjectivity by directing the focus elsewhere, namely towards~ victim, the "case", or the location 

of the remedy sought. In the case of Mrs X, she is "pre-positioneq" as a subaltern by virtue of being 

a woman, being a Muslim woman, being economically disadv$1taged and not being white - and 

is therefore denied the 11permission to narrate" (Said, 1984). (Ai~n points out how black women 

have been largely "edited out" or subsumed within the concern~ of black men or white feminists, 

are least likely to have their needs met in relation to mental l:iatlth ~sues, and are "'officially' invisible" 

as users of clinical psychology services ( 1996, p. 77) ). 

Were we to return to the case of Mrs X in the light of the ~e, the question arises whether 

we were treating this differently from other cases of child abuse? llf she had been arrested, declared 

competent to stand trial and deemed to have criminal responsi~ility, she would presumably have 

been sentenced. Would therapy have formed part of the conditiqns of the sentence, in which case 

at leam an attempt would have been made to address ~r status 8fi subaltern? Yet even if this were 

to have happened, the prognosis would be poor. Not only would ~me have to deal with the classical 

issues such as persistent denial, but additional indicators of a poot prognosis included late detection, 

lack of support structures plus social and economic problems. Mqreover, the literature doClDilenting 

the lack of treatment success originates from cowitries with fur greater mental health resources than 

South Africa. As it was, it was quite a task to ensure the involveme~ of the community social services. 

There are no easy answers to these questions. After haviµg reviewed the literature and the 

critiques, the following constructions orpositionings of1he "perpetrator'' emerge: that she is a disturbed, 

deceitful, dangerous person who needs to be controlled in sottje way, or that she is a victim of a 

powerful patriarchal social and medical regemony. Both "explanation<;" deprive the women of agency.,f} 

More recent writings in the field of medicalization illustrate that 'f()tnen are not necessarily passive 

targets of a patriarchal process of discursive positioning, but that they often actively contribute to 

the process and appropriate it for their own gain (Litt, 1996; Riessman, 1983 ). A similar process 

is alluded to in the Munchausen by Proxy literature when it is suggested that some of these women 

experience eKhilaration by taking on and deceiving "the best specialists and the best hospitals" (Meadow, 

1982a), i.e. that they are "rebels" who gain pleasure - if not power - by subverting medical authority 

as the ultimate representative of patriarchal society. 
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However, all these discourses are interested in particqlar representations only ~d do not 

allow the subaltern as "perpetrator" a voice. On a primary lef el, this silence can be attributed to 

the lack of documented therapeutic intervention. Even where therapy has been attempted and documented, 

the representation of these encounters has been cursory and tjas been filtered through the biased 

1cm of the literature, which portrays these women as deceitful,~ having the ulterior agenda to regain 

custody of their children, as - in the words of Schreier and Libm'{ - "unwilling" to commit themselves 

to the process, "unwilling" to "use words rather 1han physical S)flllptoms to express their pain" and 

"unwilling" to achieve the insight and skills necessary to discard tp.eir behaviour ( 1993a, pp.149-150 ). 

When they do speak, their voice is either not listened to (be4ause they are regarded a priori as 

untrustworthy) orit is appropriated into the discoursesofchild abtjse, psychiatry, hospital management 

and law. 

Essentially little is known about these people, which is thelclassical status ofSpivak's subaltern. 

Their histories, where docmnented, provide little information. J.io clear picture emerges of the role 

of race, class, culture and religion. How does the behaviour re~ to self-harm, self-esteem, marital 

relationships, sexual identity, intelligence, for example? Is thi~ behaviour underpinned by a fonn 

of over-identification with the child or is it a disorder of attachment? 

The template-like nature of the case studies - and of all psychiatric case histories - reduces 

the possibility of subaltern voices being heard (Swartz, 2000). pue to psychiatry's embeddedness 

in the administrative, professional and legal institutional structtuts, it demands that clinicians capture 

patients' private and personal mental experiences in "codifieq idioms". Instead of searching for 

meaning in "everything that is infrequent, atypical and silent", ~rre Blanche shows how psychiatric 

discourse is used selectively, how it is often "governed by an iqsane circularity forever predicated 

upon itsel( where admission explains readmission, where categbries of madness are always already 

known, and where well-rehearsed symptom che.cklists are recited over and over again wi1h no necessmy 

relation to actuality' (1997, pp.156, 154 ). Swartz, in her study of colonialism and the production 

of psychiatric knowledge in the Cape in the late 19th and early 20th centuries, argues a similar point: 

that psychiatric histories and classificatiom fail to engage with the distinctive features of the social, 

cultural and interpersonal context, thereby erasing patients' "connection with their own histories" 

(1996, p.17). In addition (and despite our claims to the contrary), the structure of the case records 
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reproduces the mind-body split through categories like "physical ex~ination" and "mental status 

examination" (with similar subdivisions within this category). Bee~ these records are constituted 

as "organmrtionally produced secret. esoteric knowledge of irratio~ality and psychopathology", 

they are "invested with power to damage" (Barrett, 1988, p.267).1 

The same applies to my interaction with Mrs X. Elements of her history became relevant 

in so fur as they pointed towards the diagnosis. Her "hallucinations" c~m.firmed our expectation that 

she was deceitful and had ulterior motives. As soon as the diagnosis tas reached - a diagnosis that 

essentially rests on one symptom -we did not look further for meaning, ~ut instead shifted the emphasis 

to the protection of the childre~ her discharge and arrest. One co._.d argue that the institutional 

"dea:fuess" (Swartz, 2000) to her voice originated even earlier: Since she was a "chronic"/"known" 

patient with the pos.5ible diagnosis of a personality disorder, little atten1ion was paid to ~hotherapeutic 

possibilities and responsibilities. Terre Blanche shows how psychiatqc hospital records reflect the 

idea that previous encounters with psychiatry ( similar to previous entj>unters with the law) virtually 

automatically and with certainty position patiems in a diagnostic category ru;xi exclude furtherinvestigation. 

If that diagnosis involves a personality disorder, these patients are regar~ed as essentially "untreatable" 

within the hospital system; and because they cannot afford private wsychotherapy, they are often 

discharged without adequate long-tenn fullow-up. Similar to the case examined by Barrett (1988), 

our case records/clinical writing are crucial in the induction of Mrs X ~nto a career of mental illness, 

but there is no corresponding writing process through which she m$ transformed back to health. 

While Mrs X clearly had multiple socio-economic difficulti~s, the "problem" was located 

in her as an individual. This seemingly obviated the need to gather cofuj.teral. She had been in hospital 

for 18 days before I saw her and no attempt had been made to conta¢t her family or the children's 

hospital where her child had been admitted. It was pw-e coincidence that I s d" 

upon the broader context, in an attempt to help her gain more access to her children. Little attention 

was paid to her dire family circumstances - having to live on a disability grant with three children 

in a two-bedroomed house, shared by elderly and sickly parents. In fact, we discharged her, knowing 

that she would oot have a place to stay, as her parents clearly articulated that she was no longer welcome 

in their home. (Were we indeed having the children's best interest at heart by turning their mother 

out onto the street?). To what extent did cultural and religious factors contribute to her feelings of 
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powe~? Asa fwice..divorcedMuslim woman, ~was hervalue in the finnilyand the community? 

Given these factors, was it surprising that she repor¢d hallucinations of a l1lik voice telling her 

she was a failure? For eight years she had been prescnped psychotropic drugs: To what extent was 

her emotional pain viewed as a symptom of illness?l'I'o what extent was the medication used as 

a distancing strategy, a way of not listening? Did sh4 leam during these eight years that the only 

way to obtain help was to present her very real probletjls to a psychiatric system in a way that suited 

their discourse? 51 As a disempowered individual who lis part of a structurally disempowered group, 

she adopted a very powerful discourse. 

As indicataL psychologist.5 have been virtually alf-sent from the Munchausen by Proxy discourse. 

As an intern clinical psychologist, it is appropriate for me Ito question what the discipline could contnbute 

to the understanding of this phenomenon. Since psych4>l~gical testing has thus far seemingly yielded 

meagre results, our primary role could perhaps be th4f bf granting people like Mrs X a voice and 

enabling them to be heard. To achieve that goal. we shoul4 be sensitive to the fuctors that have contributed 

to their "muteness" and our own "deafness". As Sw~ (2000) illustrates, this process demands 

an awareness of the historical discourses generating 4iagnostic categories and practices and their 

embedded assumptions. It requires "reading the domiµ~t discourses ... with a view to noting their 

resistances, repetitions and silences" (Swartz, 2000, Ip, 7). In addition it calls for a willingness to 

grapple with both our own and the patients' cultural, cl~s and gender positionings and their effects 

on what can be said and what can be heard. As I hav¢ illustrated, these processes require that we 

draw on what Swartz calls "a wide set oftheoreticallallies" (2000, p-12). Only ifwe are willing 

to broaden our theoretical horizons, suspend our biases, listen beyond the deception, hear what is 

articulated in the silences and offer an experience of feeling heard, can we contribute to the process 

of healing. Given the challenged resources of our public mental health system, this will not be an 

easy task, but it is one from which we should not shy away. 

In conclusion, I want to return to the question [ posed in the introduction: How do we as 

clinical psychologists integrate our critical thinking with our clinical practice, especially in a public 

health setting where we are members of a multi-disciplinary team? While the )X)litical transformation 

process in South Africa has begun, it is naive to envisage a dislodging of the current power practices, 

because they will invariably be replaced by another set of power relations. I would like to contend 
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that our training equips us with a capacity for reflection and that we should draw on this capacity 

to i4entify and challenge personal, professional, institutional and ideological asswnptions and practices 

which produce subaltern positionings, and use what we have as morally as we can. 



FOOTNOTES 

1. For a discussitftbree prominent cases, namely those of Ellen Storck, Kathy Bush and Yvonne 
Eldridge, see Alf and Roberts (1998). In 1988 Yvonne Eldridge was named national "Mother of 
the year" by Nan Reagan. 

2. Names and oth~ details have been changed in the interest of confidentiality. 

3. The literature ds many variations in the order of the Baron's first names and the spelling of both 
bisname(Fried · riedrich/Freidrich/Frederick)andswname(Mumrikhousoo/Mtlnchhausen/MUnchausenl 
Muncbausen). e it has been claimed that the eponym should have two "h"s, the single "h" has generally 
been accepted as .-nnft"U"lr1·,o1-,e, as it refers to the :fictional, angliciz.ed Baron, not the historical one (Rodin, 
1989). 

4. Wingate argued the replacement of "Munchausen Syndrome" with "Ahasuerus Syndrome", because 
the real baron was "too wise a fool ever to have put himsdf in peril of having to Wldergo an abdominal 
operation" (1951, .412). According to Wingate, Ahasuerm Syndrome (which refers to the "Wandering 
Jew") would enn>uasiz.e the patients' "constant suffering, their lack of any fixed abode, their multiplicity 
of names and · apparent innnortality" (1951, p.412). However, this name never gained popularity 
and Enoch and T owan ( 1991) felt it necessary to make it clear that Munchausen Syndrome does 
not seem preval in people of Jewish origin. 

5. The tenn "K:tckiades" refers to Hauptman von (W · (1931 ), a play by Carl Zuckmayer 
based on the life fa shoemaker and jailbird, Wilhelm Voigt, who impersonated an army officer and 
duped a detac t of soldiers into obeying his outrageous orders (Von Einsiedel et al., 197 4 ). 

practices of 
offeramore 
patients ( one 
the traditioo 
(1986,pp.614 
their article 

les of the derision with which these patients have been described and the attendant 
on and punishment, see Allison and Roberts (1998). Pankratz and McCarthy (1986) 
example. Although they recogniz.e the pejorative nature of the labels applied to such 

"bed as "obese, obtuse, obstinate, obstreperous and obscene"), they perpetuate 
~llP· tions such as ''the queen oflaparotomies" and "the appearance of a mental defective" 

. Ostensibly in je&, they also reproduce the criminalization of 1hese patients, by modelling 
FBrs most wanted list of criminals, calling it "The ten least wanted patients". 

7. These pare;: :1= regarded as not merely fidsifying histories to cover up malevolent child abuse, 
but as sharing 1 · ofrighteousparenthood. Although currentperspectiveslargely exclude the presence 
of psychotic dis ers in perpetrators, dissociation has been noted (Oppenoorth, 1992). 

8. The name "Poll~" refers to a child of Baron Munchausen who died early in childhood. See also p.51. 

9.Kamy=FactitiousDisordershavean"anomalousresidualstatus,te.xtuallyifootconceptually 
sandwiched the Somatoform and Dis.sociative Disorders" (1999, p.590). He remarks that each 
member of this contains elements of what used to be called hysteria. 

10. Keyword ~<X" articles were perfurmed on the PsycLIT, Medline/PubMed, Social Sciences 
Index and Dis · on Abstracts databases. The University of Cape Town libraiy holdings as well as 
the Intemetwa-e . In addition, reference lists of articles and books were scanned fur further studies. 
Articles written · languages other than English and Dutch were excluded. 

11. Whereas I uswµ1y prefer the term "client", I use "patient" to denote the context of her hospitalization. 



12. My c~ce is determined by a wish to avoid the confusion encountered in the literature, as some 
authors pre "Mtmehausen by Proxy Syndrome", whereas others prefer the more traditional "Mllllchausen 
Syndrome Proxy". It is also in part due to the fact that its status as a syndrome is being questioned, 
a viewpo · that I endorse. 

13. It isnotf, whether this type of fabrication or symptom induction is a form of MW1chausen Syndrome 
(i.e. harm · ed at the self) or Munchausen by Proxy (harm directed at the foetus). Goodlin ( 1985) 
does not · his position either: He includes such a case in an article on Munchausen Syndrome, but 
identifies e particular case with a subheading of Munchausen by Proxy. 

14. For a r~ew of cases of abuse by poisoning, see Dine and McGovern, 1982. 

15. Croft d Jervis (1989) describes a case in which a four-year-old child was taught by his mother 
that he was ileptic and was trained to feign seizures. Taylor and Hyler ( 1993) point out that children 
may have Ii e choice but to participate actively to avoid punishment or abandonment, they may attempt 
to repair th failed panm-clrild bond by tiying to please or engage the object in the only way they know, 
or they may addicted to the behaviour. A 6-yem--old victim poignantly described her clinging attachment 
to her mo1tn¢r., combined with her fear of her mother's hostility, as "poison glue" (Dowling, 1998). For 
a detailed di sion of factitious disorders, malingering and somatofonn disorders in children, see Pankratz 
(1999). 

,.hn,..,,.,and Llbow (1993a) documented one of the rarer cases in which two children were abused 
stmultaneo~. Lee ( 1979) reported a case of simultaneous abuse of twins, but in my opinion this case 

repo::senttrue Munchauscn by Proxy. Themothenarely visited the children during their hospitalimion 
and her mo · ve seems to have been to gain relief from caring for them. 

17. Rosenbeffi (1987) found that "depression was noted most ccmmonly", but provides no speafic percentages 
or indicatiohs of assessment strategies. 

18. The p:ence of eating disorders in Munchausen by Proxy perpetrators raises the issues of child abuse 
and the rol of dissociation. According to Torem (1990), eating disorders are often consequences of 
child abuse and many women with eating disorders have latent multiple personalities. 

19. Sctrre=· and Llbow (1993a) assert that their use of the concept of perversion is not the traditional 
psycho · c one, nor the common pejorative one. It refers to a mode of mental functioning in which 
reality and tasy coexist with blurred distinction. 

20. Schrei and Libow hypothesix.e that this behaviour may in part represent an attempt by the doctor 
to flee from demands of an "engulfing" mother. Because she is so needy, the physician may avoid 
her or may · ify investigations to solve the problem (1993a, p.131 ). However, psychiatry is not exempt 
from the of listening. A "Newsweek" stmy reported that patients' average time spent with psychiatrists 
in some c · ·cs is three minutes (Newsweek, 1994, cited in Karp, 1996). 

21. Parnell ( 1998c) also lists a case from Japan, but the cited case considers Munchausen Syndrome 
in a 10-yearrold female (Abe, Shinozima, Okuno, Abe & Ochi, 1984). 

22. The Ii!:: yielded one other case in which alternative healers were consulted. Fisher et al. (1993) 
reported a in which the mother turned to faith healers, priests and spiritual healers because of her 
dissatisfacti with the medical profession's treatment of her child's "allergies" and "hallucinations". 



23. TI1e inclusion ffalsified psychological symptoms remains controversial. Apparently the DSM-IV's 
inclusion of such toms as the focus of feigning or induction "was a reasoned conclusion given the 
presence of such toms in factitious disorder, the lack of sharp demarcation between psychological 
and physical fa · ous disorder, and the knowledge of unpublished cases" (Parnell, 1998, p.45). Before 
Scbreier's docwn ·on of 14 cases (1997), only one case was reported (Fisher, 1993). A recent article 
illustrates how e ily inadequate assessment can lead to false diagnosis of "psychiatric" Munchausen 
by Proxy (McNi olas, Slonims & Cas, 2000). 

24. Apparentlythereasoning behind the inclusion of this criterion was to convey the essence of the diagnosis 
and to help delinqate the behaviour from malingering (Parnell, 1998b ). 

25. Meadow(l 994) reports a case in which a mother who repeatedly smothered her son 10 years previously, 
sued the paediatqcian for failing to diagnose Munchausen by Proxy timeously. 

26. One of Mori s (1995) examples of the way in which these criteria can be misrepresented, is evidenced 
by a case study. H argues that what might appear to be illness fabrication, may merely be an exaggerating 
style of communi ·o~ or a hyperconcemed mother trying to obtain thorough investigations. Clayton, 
Counahan & C er (1978) dOCUillent such a case, and despite the mother's confession that she merely 
wanted a thorou investigation and her relief at confrontation, they nonetheless diagnose MlUlchausen 
by Proxy. 

27. Sheridan (I 5) reports ten cases in which male and female nurses allegedly induced illness and 
death in their pati (the number of victims is estimated to total almost 200). However, she does not 
argue that these included W1der the rubric of Munchausen by Proxy, but rather views them as analogs 
ofMunchausen Proxy, what she tenns "Munchausen by Professional Proxy". Her examination includes 
cases of firefi committing arson to gain attention or appear heroic and people who falsely confess 
to crimes they ha e not committed. 

28. In a chapter ~tied "Munchausen Syndrome by Proxy and Sexual Abuse: Common Grotmd", Finkel 
(1995) essentially anlines the similarities and differential characteristics between the two phenomena. 
He does not, how er, address the issue of whether false allegations of sexual abuse constitute a form 
ofMunchausen b Proxy. 

29. Schreier and ibow (1993a) offer an explanation for this behaviour as well as the lack of maternal 
panic when the c · d is gravely ill or dies. According to them, the mother's reaction can be explained 
by level of involv t of the doctors and staff: When the child is most ill, the mother enjoys optimal 
involvement with e medical staff When the child dies, they continue to be attentive, perhaps more 
so. While she m therefore lose the fetishistic object, her primacy need is still met (if only temporarily). 

30. The limited vS,.ue of enlisting psychiatric help had already been expressed by Meadow as early as 
19s2 (1982a). I 

31. Ac.cordingt,., Cµan etal. (1986) the role of the paediatric psychologist includes addressing the ~logical 
needs of the staff1through therapy and psychoeducation. 

32. The articles inF·onare: Ackennan & Strobel (1981 ), Clark, Key, Rutherford and Bithoney (1984 ), 
Guandolo ( 1985), er (1990), Ma1atack, Wiener, Gartner, Zitelli and Bnmetti ( 1985), and Oppenoorth 
(1992). 

33. This case is al~ discussed by Flynn (1998), in an article that focuses on the mother-infant sessions. 



35. The l# of sound p5Ychological theories underlying the factitious disorders may in part be due to 
the geneqtl absence of what Pankratz calls a "psychology of deception" (1999, p.305). 

36. Their~urces include Breuer and Freud (1893/1955), Brodie (1837), Carter (cited in Veith, 1965), 
Charcot ( 890), Freud (1905/1953), Galen (cited in Veith, 1965), Hippocrates (cited in Simon, 1978), 
Janet (cit in Veith, 1965) and Kraepelin (1907/1981). 

37., ~-~·and Roberts cite the dramatic example of the diagnosis and treatment of drapetomania (or 
"running "disorder): In 1850 Dr Cartwright determined through extensive scientific research that 
the desire of slaves to run away was caused by this dreaded disordec. Curing them involved treating them 
like chil n in order to keep them in the "submissive state which was intended for them to occupy" 
(Chorov ,1974, cited in Allison & Roberts, 1998, pp.24-25). However, some slaves also suffered :from 
dys · an "imperfect atmospherization or vitaliz.ation of the blood" ( Chorover, 197 4, cited in Allison 
& Rob , 1998, pp.25). This made them insensitive to whipping. To decarbonize the blood, slaves 
had to be bed and anointed with oil. The oil had to be slapped into the skin with a broad leather strap. 
Follo · this treatment the patient had to be put to hard work, such as chopping wood, splitting rails, 
etc., in erto expand the hmgs. Drapetomania was still included in the 1957 edition of Dorland's Medical 
D;ctiona . 

38. Albeij: to a lesser extent, Meadow also supports this romanticized view of doctors and hospitals, 
calling thp latter "centres of excellence" (1989, p.249). 

39. To ti$ list can be added the work of Barker-Benfield (1976), Daly (1978), Fisher (1988), Frankfurt 
(1972), Qordon (1976) and Riessman (1983). 

40. Sp~g from her own clinical experience, Pankratz endorses a similar view. She asserts that the 
"attracti to a fuddisb., exotic diagnosis" results in ovecdiagnosing and false accusations, with "complex 
dinical · [being] thrown into the legal arena, diverting attention from difficultmanagememrespoosibilities" 
(1999, p. 15). 

41.The tional nature of Munchausen by Proxy has contributed to its popularization. It has been 
magazines, television docwnentaries and talk shows, and apart from its inclusion in numerous 

Internet ites, there are five websites exclusively devoted to the phenomenon. Two include online 
boo and one is a survivors' network with instructions for people who suspect that they were victims 
in chil . A counter-group calling themselves MAMA ("Mothers against Mllllchausen Syndrome 
by Proxy Allegations") also have a website. 

42. Their{iibliogmpbyincludes approximately 30 titlesonMunchausen by Proxy, whereas the Me.dline/Puhned 
database lists more than 300 articles and books. 

43. KeC;em research suggests that dissociation is a mediating mechanism between child abuse history 
and potential (Narang & Contreras, 2000). Although two thirds of abused children do not 

........ .....,.. those who continue the abuse cycle show high levels of dissociation (Bernstein & Putnam, 
1986 desaiptions of aduh survivors of child abuse correspond strikingly with those ofMlmchausen 
by Proxy pa-pe0:ators. For example, Judith Lewis Herman describes these women's socially conforming 
"false sel es", their psychosomatic symptoms, their hunger for care, their fear of abandonment, their 
seeking and idealimlg of authority figures who offer the promise of a caretalcing relationship, their 
repeated ¢:nactment of dramas of rescue, their difficulty consciously and accurately to assess danger, 
the break own of defensive structures following marital problems, the birth of a child, the death of a 
parent, et . ( 1998). 



44. Th~enn "the battered child" was proposed by Kempe at a symposium in 1961. This was followed 
by an cle entitled "The battered-child syndrome" (Kempe, Silverman, Steele, Droegemueller & Silver, 
1962). 

45. Rirn ( 1983) notes how medical jurisdiction has expanded to cover more and more issues of 
cbildh and speculates that such expansion might be the result of a declining birth rate coupled with 
an in.a in supply of paediatricians. 

46. For~ discussion of gender differences in utilization of medical resources and rate of prescriptions, 
see Lis~sky (1995) and Verbrugge and Steiner (1981). 

47. Cbaq et al. (1986) also report a case where the mother voluntarily requested psychiatric hospitalization 
after ha"{ing been exposed. 

48. In tijs regard I draw in part on information supplied in the child psychiatrist's report. 

49. ~on Spivak's discussion of the practice of sali, Swartz shows how similar processes function 
in the· ·on of historical records of institutionalized patients at the tum of the century (1996, 
2000). 

50. B=l 988) also illustrates how case records constitute a ~s of Othering, by implicitly defining 
theclini in terms that are polar opposites of mental illness, i.e. as an objective, rational, decision-making 
professi al who displays the controlled emotionality of empathy, rapport and care. 

51. In ;article entitled "Depressed in, Stressed out: PD Ward Patients at Tara Hospital", Terre Blanche 
(1993) ws that patients thanselves generally invoke depression to account for their hospitalization 
(cited in Terre Blanche, 1997). 
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