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be admitted for assessment (Enoch & Trethowan,
1979; Carney et a!, 1987) and suggeststhe need
for follow-up after apparent recovery. Further
reports should help clarify the prognosis of this
rare disorder.
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The Million Dollar Man
Resource Implications for Chronic Munchausen's Syndrome

ROBINPOWELLand NEILBOAST

history of educational difficulty and subnormal
intelligence. The case is unique, however, for the
extent of corroborated, detailed biographical and
medical history. Sincethe onset of his disorder he
has been a voracious consumer of services.

Case report

Thesubjectisanunemployedmanin his30swholivesin
London.Theauthorshavedocumentaryevidenceof 545
treatmentepisodesat 84 hospitalsover 1977â€”88.As he
providedan inaccuratehistory, information wasobtained
from his mother, and where direct family knowledge
existed,social-serviceand probation reports.

He was born in the middle of a large sibship to an
impoverishedbut stableworking-classfamily. His father,
whowasoften awayfrom homedueto hisoccupation,died
prematurelyof cancerduring thesubject'sadolescence.His
mother is alive and well. Although there is no psychiatric
illness in the family, three siblings had educationally
subnormal schooling and one has epilepsy. There is no
reported history of discord or distorted relationships within
the family.

His early developmentwas complicatedby threatened
miscarriageat four months, a prolongeddifficult labour,
andatninemonths,measlesrequiringhospitaladmission.
He receivedschoolingfor educationaldelayfrom 7â€”16
years, at which time he had no friends and was often truant.

Munchausen's syndrome in a man of subnormal
intelligence is described. The case is unique for the
extent of detailed, corroborated history. This man has
been a voracious consumer of NHSand other services,
andanestimatehasbeenmadeof hiscostto the health
and prisonservices.The case raisesvariousethical,
forensic, and resource issues.
British Journal of Psychiatry (1993), 162, 253â€”256

Munchausen's syndrome has been extensively
described since Asher's (1951) original report of
patientswith â€œ¿�acuteillnesssupportedby a plausible
and dramatic history.. . madeup of falsehoodsâ€•.
Although hedescribedsomaticpresentations(acute
abdominal, haemorrhagic, and neurological), sub
sequent writers have reported psychological com
plaints. Theseincludereactionto bereavementoften
accompaniedby self-harm (Snowdenet a!, 1978),
depression (Ben-Tovim, 1978), thought disorder
(Cheng & Hummel, 1978), post-traumatic stress
disorder (Geracioti et a!, 1987),and alcohol abuse
(Caradoc-Davies, 1988). DSMâ€”IIIâ€”R(American
Psychiatric Association, 1987)alsorefersto presen
tations with suicidal ideation, memory loss,halluci
nations, and dissociativeand conversionsymptoms.

The following caseillustratesmanyof thesetypical
features.An additional point of interestis hisverified
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and emergency
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Also,hewasnotedto beuntruthful,disobedientand engaged
in pettytheft.Employmenthasconsistedof brief,unskilled
manual work, his main source of income being begging.
He indicated a heterosexualorientation, but there are no
substantiatedrelationships.Therehavebeeninappropriate
sexual advances to female relatives, patients, and staff. He
is not dependent on alcohol or drugs, but has abused
phenobarbitone and phenytoin. Confirmed medical history
includes humerus and scaphoid fractures, asthma, andiron
deficiency anaemia.

He had convictions, as a juvenile, for hoax telephone
calls to the fire brigade, and as an adult for handbag theft,
and assaultinga nurse. Additionallyhe set fire to a prison
cell from which he received severe burns, and is suspected
of causing minor hospital fires. Allegedly, he also engages
in pettytheftsandfrauds,suchascollectingexcesspublic
transport fares. Psychiatric reports cite him as immature,
of low intelligence, and psychopathic. He has been
uncompliant with a community-service order and
probation, including condition of treatment in a mental
handicap hospital. Following criminal proceedings he was
made subject to a section-60 hospital order, which proved
ineffective in altering his behaviour. He responded best to
13 months of youth custody, when prison medical reports
describe improvements in confidence, self-care, relationships,
and work record.

The authors contacted 205 hospitals, 187 in the four
Thames health regionsand 18other selectedhospitals, of
which 161(79Â°lo)replied. During the 12years 1977â€”88he
hasspentoversixyearsin institutions,comprising1300days
in psychiatric units, 556 days in prison, and 354 days in
medicalcare.He hashad 284casualtyattendancesand 261
hospital admissions,averaging25 per year (correctedfor
time in prison), the length of stay varying from a few hours
to 13months (mean6.3 days). He has often beendetained
under sections of the Mental Health Acts (62 times),
particularly section 136(48 times).

Presentationshavevaried,but predominantlyconcerned
self-harm (305).These have includedoverdose(192)with
drugs such as aspirin (89), phenobarbitone (49), and
phenytoin (17). Drug intake has been detectedon 28% of
admissions, and although levelswere never high enough
to requiretreatment,he has receivedforcedalkalinediuresis
twice. Dangerous behaviour (85) has included running in
traffic (56), threatening to jump from heights (17), and
walking on railway tracks (12). He has presented with
psychiatric disorders (69) including reaction to feigned
bereavement(51)and â€˜¿�hearingvoices' (18).Most episodes
of physicalillness(156)were feignedor self-inflicted,for
example, epilepsy (50), head injury (28), collapse (21), and
asthma (8). However, organic pathology has been confirmed
frequently (28).

Although he is the tenant of a council flat, it is bereft
of furniture or personaleffects.He spendshistimeseeking
hospital admission, visiting unstructured day centres,
travelling, livingin receptioncentresor as a vagrant, and
generates income by begging. His family feel unable to help
himand onlyremainin contactthroughagenciesattempting
to establish the patient's identity.

He presents with evidenceof poor self-care.He can be
polite, cooperative, and plausible, but may be angry if

Table 1
Cost of care

1. Figuresfrom Guy's Hospital FinanceDepartment.
2. HomeOftice (1990).

challenged and has assaulted patients and staff. The
personal history and antecedents to presentation contain
gross distortions and fabrications. On occasion his history
contains an ironic element of truth, such as giving his place
of birth as Leicester, where he received nine months
in-patienttreatment.Occasionallyhecomplainsofhearing
voices in the second person, not in external space, which have
the form of pseudohallucinations. Cognitive examination
is consistentwith low intelligence.Physicalexamination
reveals old injuries and pallor. His standard reply to the
questionofhismotivationforseekinghospitaladmission
isâ€œ¿�It'sa dangerousworld out there,Doctorâ€•.

His haemoglobin level varies between 65 g/l and 153g/l,
withirondeficiency.Computerisedbraintomography is
unremarkable.ElectroencephalographyinDecember 1981
showed â€œ¿�episodicforms and slow waves over the left
temporalarea,possiblyassociatedwithbraindamageâ€•but
was normal in February 1981, 1986and 1988.He has a
reading age of sevenand IQ by Raven's matrices of 68.

The costs of his care are summarisedin Table 1. Prison
costsare derivedfromtheReporton the Workof thePrison
Service (Home Office, 1990). Hospital costs have been
estimatedusing information suppliedby Guy's Hospital.
The sum of Â£450900 does not include assessmentunder
sections of the Mental Health Act, police, ambulance, social
service, and legal costs. Neither has it been possible to
estimate the cost of out-patient and primary health-care
treatment including pharmaceutical expenses. Also hidden
from this figure are costs such as those arising from
interference with train services. In addition, this is certainly
an underestimate because of his extreme mobility, his use
of aliases, the inability of hospitals to access their records,
and the restrictedsampleof hospitalsapproached.Moreover,
his peregrinationscontinue.

Discussion

Despite controversy concerning diagnostic criteria
(Rogers et a!, 1989) there can be no doubt that this
patient meets DSMâ€”IIIâ€”Rcriteria for factitious
disorder with both physical and psychological
symptoms. He also fulfils DSMâ€”IIIâ€”R criteria for
antisocial personality disorder. However, this case
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is more interesting for the expenditure consequent
upon his behaviour, and thus raisesethical issues
concerning his future management.

Solutionssuchaskeepingblacklists(Birch, 1951),
â€œ¿�exposing.. . casesâ€•(Asher, 1951) and the use of
a central register (Birch, 1951) are superficially
attractive for their simplicity. The useof aliasesand
inadequaterecord keepingreducethe effectiveness
of blacklists (including for researchpurposes)and
may deny patients treatment for serious medical
conditions. Sinceblacklistsareonly referredto after
patient recognition, they perform mainly cathartic
and punitive functionsand fail to preventunnecessary
expenditure and intervention. Exposing cases(by
publication of casehistories) may be confusedwith
confronting the patient in order to manipulate self
discharge. In addition, objections have been raised
to theseapproacheson the basis that they breach
physician-patientconfidentiality. In the USA, where
this issue has been more widely debated, the
consensusis that disclosureshouldonly occurwhere
there is risk of seriousphysical harm (Kass, 1985).
In the UK, a doctor who disclosesinformation
without patient consent may have to justify the
decisionto the GeneralMedical Council. Disclosure
to a central register or any other third party is
qualitatively distinct from normal communication
betweendoctorswho aretreating patientsand acting
in their interests.

Thetraditional approachhasbeento considerthese
individuals from the viewpoint of their psychopath
ology and disordered behaviour. There has been
prolific speculation as to possible aetiology and
motivation (e.g. Asher, 1951; Cremona-Barbaro,
1987)but without consensus.An alternative view is
to regard these people as a parasitic manifestation
of, and arising from, a dysfunctional system. The
systemis deficientat two levels.Firstly, hospitalsare
not consistently able to recognise such cases,as
evidenced by the multiple setsof records and casualty
notes within single health districts. Recognition
usually leads to a dischargefrom care, which fails
the patient and ultimately the system itself as it
ensures further presentation (in this case often
unrecognisedat the samehospital). The systemwas
also deficient in dealing with physical illnessin that
he was severelyanaemic for three years and had
multiple presentationsfor treatment of fractures.

Thesepatients may be regarded aslegally competent
and therefore autonomous (Sadler, 1987). The
implication of this is that they should be given
choices and be held responsible for their actions. In
practice this would meanthat patients could not be
treated without their consent, that they would be
responsible for their treatment costs, and could

be convicted for fraudulent use of services and
imprisoned.Thecontraryviewholdsthat dueto their
disorder their behaviour is not volitional, they are
unableto makeappropriatechoicesabout treatment
and, like psychotic patients, require a paternalistic
approach.It is theauthors' viewthat this patientbest
fits the latter model. Under section 3 of the Mental
Health Act 1983, such patients with â€˜¿�psychopathic
disorder' are liable to be detained for treatment if
this would alleviate or prevent deterioration of their
condition and it is necessary for the health of the
patient or for the protection of others.

This patient has a chronic, severe, treatment
resistantcondition. He belongsto a group of patients
requiring long-term management including use of
semi-secure facilities (Coid, 1991). Recent findings
(Bhugra, 1988) that this disorder presents more
commonly than is widely recognisedshould serve
as a warning against neglect of the clinical and
financial consequences.

Previously, the implications for district health
authorities were not attractive. Until April 1991,
financial incentives acted perversely by encouraging
abdication of responsibility for patient care. Since
then, financial responsibility rests with the patient's
original health authority. A health authority faced
with annualchargeson thescaleof this patientwould
beobligedto attempt treatmentlocally, fund private
hospital specialisttreatment, or combine resources
with other districts.

The authors advocatetackling this problem at a
number of different levels. In clinical practice,
medical staff need to have an awarenessof the
condition in order to detectit early.Consultantsmust
adopt a therapeutic approach if patients with this
disorderareto receivetreatment. Hospital managers
and commissioning authorities need to accept fmancial
responsibility. Treatment should be aimed at promot
ing social integration and reducing the inappropriate
behaviour.The form of treatmentmustbeconsidered
speculative at this stage, but would include cognitive
and behavioural techniquessuchasthe teachingof
coping skills, social-skills training, and education.
For patientswho arenot preparedto cooperatewith
such treatments it is the authors' assertion that many
of themwould fall within theprovisionof theMental
Health Act. Thus, patients with Munchausen's
syndrome would be afforded care equivalent to that
offered in other psychiatric disorders. It has been
strongly argued that a case register would prove
financially ineffective and detrimental to patient
care. A more appropriate use, analogous to the
National Registerof Drug Addicts, would be for its
valuein serviceplanningand research(Davey, 1991).
Unless such a policy is widely introduced it will

https://doi.org/10.1192/bjp.162.2.253 Published online by Cambridge University Press

https://doi.org/10.1192/bjp.162.2.253


256 POWELL & BOAST

continue to be the case that never in the field of
medical endeavour has so much been spent by so
many for so few to such little effect.
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Wilson's Disease and Catatonia

ELIZABETH J. B. DAVIS and MILIND BORDE

A 12-year-old Indian boy presentedto a psychiatric
unit with catatonia. He was subsequentlydiagnosed
to have Wilson's disease. Symptoms improved on
treatmentwith peniclllamine,zincsulphate,andbenzo
diazepines.
British Journal of Psychiatry (1993), 162, 256â€”259

In 1874 Karl Ludwig Kahlbaum described the
syndrome of catatonia in a small monograph. He
stressed that catatonia is strongly associated with
both depression and mania. He also gave examples
of catatonia associated with organic illnesses. In 1893
Emil Kraepelin incorporated catatonia as a subtype
of dementia praecox, later termed schizophrenia by
Eugene Bleuler. Subsequently, there has been a
tendency to regard catatonia as a purely psychiatric
condition, commonly associated with schizophrenia
(Barnes et a!, 1986).However, the catatonic syndrome
can occur with cerebral processes other than the
psychoses.

Gelenburg (1976) defined catatonia as composed
of motor signs, psychosocial withdrawal, and bizarre
repetitive behaviour, and recommended that it be
considered a syndrome with various possible causes
in addition to depression and schizophrenia. He
listed a large number of organic conditions associated
with the catatonic syndrome. These include cerebral
tumours, epilepsy, infections, metabolic causes,
cerebral trauma, and drugs and toxins.

Fisher (1989) concluded that in most of the cases
considered by Gelenburg to be associated with
catatonia, the catatonia had not been diagnosed
according to strict criteria. In many case reports the
diagnosis of catatonia was only a tentative label
applied by a referring agency. There is a lack of a
clear definition as to what exactly constitutes
catatonia, and descriptions of the motor phenomenon
are often inadequate.

Gelenburg's original list of organic conditions
associated with the catatonic syndrome does not
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