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Physical symptoms are commonly alleged in civil litigation. In some instances these symptoms are originally
produced by psychological factors and antedate the alleged injury being claimed as a tort. These cases reflect
abnormal illness-affirming behavior. Factitious physical disorders represent a special category of these individuals
because they produce their signs and symptoms consciously. This article reviews common features of 20 cases of
factitious disorder in which the patients were involved in civil litigation. Attention to these factors can facilitate
differential diagnosis, which can lead to improved understanding of causation and appropriate clinical interventions.
The authors discuss how the actions of such individuals often shift along the entire spectrum of abnormal
illness-affirming behavior over time.

J Am Acad Psychiatry Law 30:391–9, 2002

Physical complaints and symptoms are common in
civil litigation. They often precipitate the initiation
of litigation and frequently are major grounds for
monetary damages. Plaintiffs may claim physical
symptoms as the cause of occupational disability,
emotional suffering, and loss of ability to fulfill mar-
ital, occupational, and other social roles. Clearly,
these symptoms may arise as a result of physical dam-
ages due to a tort that serves as the basis for the
litigation. This article, however, will illustrate some
instances in which these symptoms arose from the
plaintiff’s psychological makeup and antedated any
tort. The tort then serves as the vehicle for the plain-
tiff to convert physical symptoms into reimbursable
injuries. Factitious physical disorders represent a spe-
cial group in which the individual’s psychology leads
to the conscious production of signs and symptoms
of disease.

This study will examine identifiable characteristics
of factitious physical disorders by reviewing 20 cases

that occurred in individuals involved in civil litiga-
tion. We will also describe how the factitious disor-
der is often only one stop along the spectrum of
abnormal illness-affirming behavior in these individ-
uals. Recognition of the potential for this process is
important because these cases may involve millions
of dollars in awards. Moreover, failure to identify
such cases also dooms the individual to focus on
achieving improvement by obtaining an external vic-
tory rather than recognizing and thus being able to
change an internal state. Medical costs for a patient
with an unrecognized factitious disorder can become
enormous.1

Pilowsky2 coined the term “abnormal illness-af-
firming behavior” to describe individuals who pro-
duce or amplify signs and symptoms of illness far out
of proportion to the biomedical disease that is
present. This type of behavior can occur with varying
levels of conscious production and motivation.3 Two
forms of abnormal illness-affirming behavior feature
conscious production of signs or symptoms: facti-
tious disorders and malingering. In factitious disor-
ders, which in their severe forms are sometimes re-
ferred to as Munchausen syndrome, the individual
produces the symptomatology primarily to achieve
the patient role.3–6 Indeed, the patient with facti-
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tious disorder is usually unaware of his or her moti-
vations for producing the behavior. An observer is
likely to have difficulty understanding the patient’s
motivation because the behavior serves no other ob-
vious goal, such as receiving a monetary award in
litigation, obtaining narcotics, or gaining relief from
a noxious situation. When these latter motivations
are present, the individual’s behavior is typically cat-
egorized as malingering.6–8

Some individuals with a history of factitious dis-
order eventually become plaintiffs in lawsuits in
which they seek compensation for physical injuries
they have produced. With the additional obvious
motivation of financial rewards for their consciously
produced symptoms, according to the DSM-IV,
their behavior may shift to include features of malin-
gering.7 The purpose of this study was to describe a
series of individuals who illustrate this pattern.

Methods

Selection of Study Group

The authors reviewed the records of cases they had
evaluated over a 15-year period, to identify a series of
individuals with a diagnosis of factitious physical dis-
order who were plaintiffs in civil litigation; 20 such
cases were identified. One or both of the authors had
served as expert witnesses or consultants on these
cases. Their roles included reviewing case histories,
performing independent examinations as indicated,
and formulating opinions that often were delivered
in deposition. None of the cases went to trial.

In the preponderance of these cases, the expert was
requested by the defense, possibly as a result of sev-
eral factors. One of the authors (S.E.) has academic
expertise in the area of abnormal illness behavior,
particularly factitious disorders. As a consequence,
defense attorneys who had begun to raise a question
of amplified physical symptoms being present in
plaintiffs would often discuss such cases with the au-
thor. It is uncommon, although not unknown, as
Case C (described later) indicates, for a plaintiff’s
attorney to question the origin of the clients’ physical
symptoms by requesting a psychiatric consultation.
In the circumstance in which an attorney knows that
his or her client has a factitious disorder, the diagno-
sis is rarely the focus of the case. For example, when
an attorney had a plaintiff whose spouse had died of
a factitiously induced bacterial infection, the medical
malpractice case of the surviving spouse focused on

the incorrect treatment given and avoided discussing
the cause of the infection. In fact, that attorney used
the author (S.E.) only for consultation and did not
designate him as an expert for the discovery process.
Thus, because of these selection factors, most of the
cases described in this article were derived from de-
fense attorney referrals.

Method of Record Review

For this study, the authors reviewed the case
records of the 20 individuals in which a diagnosis of
factitious disorder had been made. The study was
approved by the Committee on Human Research at
the University of California, San Francisco. Because
the study was based on retrospective chart review, no
patient consent was required. The data source in-
cluded reports, medical records, and outcomes as
available for each case. We conducted a structured
review that included both demographic information
and the presence or absence of psychological factors
that have been described in the literature as being
associated with abnormal illness-affirming behav-
ior.9 The case review included the following vari-
ables:

I. Factitious disorder diagnosis. To be included in
the study, the plaintiff had to have a diagnosis of
factitious disorder with predominantly physical
signs and symptoms, based on the DSM-IV cri-
teria.7

A. The person intentionally produces or feigns
physical signs or symptoms.

B. The motivation for the behavior is to assume
the role of a sick person.

C. External incentives for the behavior are ab-
sent.

II. Data that are supportive of a diagnosis of facti-
tious disorder.
A. Indicators of factitious origin of symptoms:

because the DSM-IV criteria rely on judg-
ment and inference, in accordance with these
criteria, indicators of a factitious etiology
that are commonly found in the medical lit-
erature were recorded.3,5,10,11 The following
indicators of factitious etiology were used in
the case review to establish a diagnosis of
factitious disorder.
1. Direct observation: a record existed of

personal observation of the patient’s fac-
titiously producing illness.
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2. Nonphysiologic physical signs: the pa-
tient reported physical signs or symptoms
that contradicted typical pathological
findings or were nonphysiologic (e.g., el-
evated temperature reading without in-
creased pulse) and that appeared to re-
quire conscious production.

3. Physical evidence: physical evidence of a
factitious cause of symptoms (e.g., a sy-
ringe or surreptitious medication) was
discovered during the course of medical
treatment.

4. Atypical course of illness: the course of
illness did not follow the natural history
of the presumed biomedical disease pro-
cess on a repeated basis.

B. Associated features: in addition, we reviewed
the cases for the following features, which are
associated with factitious disorders11–15 al-
though not diagnostic of them
1. Patient predicts worsening: the individ-

ual made accurate and repeated predic-
tions of worsening of his or her condition.

2. Invites invasive procedures: the individ-
ual requested invasive medical procedures
such as surgery.

3. Previous diagnosis of factitious disorder:
history includes prior diagnosis by a clini-
cian of factitious disorder.

4. Numerous prior poor outcomes: the pa-
tient had had an extraordinary number
(more than five) of poor outcomes or fail-
ure to respond to medical procedures.

5. Worked in a health-related occupation:
the individual worked or had worked in a
health-related field.

III. Other factors associated with abnormal illness-
affirming behavior: these factors have been de-
scribed in the medical-psychiatric literature as
commonly occurring in individuals who show
this behavior16–24

A. Symptom model: the individual’s history in-
cluded a close friend or relative who had pre-
viously had similar symptoms; psychological
symptoms often are based on such a proto-
type.

B. Recent loss: the individual reported an event
involving significant psychological loss and
associated it with the onset of illness.

C. Multiple somatic complaints: the patient
had a history of reporting multiple somatic
symptoms that appeared to be unexplained
or were out of proportion to any biomedical
disease that may have been present.

D. History of childhood loss: the patient had a
history of significant childhood loss (e.g.,
death of a parent); such events have been
associated with later somatic complaints.

E. Psychiatric illness: the patient had a history
of a psychiatric disorder. There is often co-
morbidity between somatic symptoms and a
psychiatric disorder.

F. History of secondary gain: the patient had
received “rewards” for illness (secondary
gain), such as disability income, a successful
litigation that produced a financial award, or
relief from a noxious situation. “History”
meant that physical symptoms had yielded a
secondary gain in a situation that had oc-
curred before the litigation that brought the
individual to the attention of the authors.

G. History of childhood illness: the patient had
had a childhood illness that required hospi-
talization or surgery, a factor that has been
associated with later somatic symptoms.

Overview of Data Analysis

Descriptive statistics were derived to characterize
the factious disorder group. After presentation of
these quantitative data, several case examples involv-
ing patients with factitious disorders will be pre-
sented to illustrate the manifestations of the
syndrome.

Results

Quantitative Data

The plaintiffs with factitious disorder had a mean
(�SD) age of 43 � 8.6 years. Ninety-five percent (n
� 19) were women, 45 percent (n � 9) were mar-
ried, 40 percent (n � 8) were divorced, and 15 per-
cent (n � 3) were single. All were white.

Figure 1 shows clinical findings that support the
diagnosis of factitious disorders in the plaintiffs. All
of the plaintiffs had histories of physical signs and
symptoms that did not correspond to their presumed
biomedical syndromes, and almost all of them had a
course of illness that was not characteristic of their
presumed biomedical syndromes. Similarly, most of
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the plaintiffs displayed features widely accepted to be
associated with factitious disorders, such as having in-
vited multiple invasive medical procedures that had
equivocal clinical justification and having had nu-
merous prior poor outcomes of medical procedures.

Figure 2 shows that most of the plaintiffs had
other characteristics that are suggested in the medi-
cal-psychiatric literature to be correlated with facti-
tious disorders. For example, most had a chronic his-
tory of multiple somatic symptoms that antedated
the injury that formed the basis of their current liti-
gation and also had a history of having received fi-
nancial compensation for physical complaints before
the current lawsuit. The majority (60%) of the pa-
tients with factitious disorder had experienced a sig-
nificant childhood illness.

Qualitative Data

The following case examples illustrate how these
factors can become manifest in individuals with fac-
titious disorder who initiate civil litigation alleging
that others have caused their symptoms.

Case A

This case highlights a patient with long-stand-
ing somatic symptoms who used the symptoms to
support litigation. Ms. A was a 29-year-old woman
who was suing the maker of silicone breast im-
plants, claiming that they had produced a variety
of medical symptoms, including skin lesions, mul-
tiple pains, fatigue, dizziness, and poor concentra-
tion. She had received the implants at age 25 and
had had them removed at age 28. She began liti-
gation after viewing a television show describing
side effects of silicone breast implants that featured
an attorney whom she then contacted. She had
multiple physical examinations and a neuropsy-
chological report submitted by her attorney. These
documented multiple subjective symptoms with
few actual signs of disease. The neuropsychologi-
cal testing report indicated that she was estimated
to have lost “30 points on her IQ” due to the
implants and that her full-scale IQ was now 102.

The attorney for the defense requested a psychiat-
ric examination. The psychiatric consultant learned

Figure 1. Findings supporting diagnoses of factitious disorders in 20 plaintiffs.
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that she had a long-standing history of somatic symp-
toms. At age 20, she had begun treatment with a
family practitioner who used the Cornell Medical
Index25 as an initial visit screening device. On that
index, she scored at the 99th percentile for frequency
of somatic symptoms. She also had undergone IQ
testing while in high school, with results showing a
full-scale IQ of 94. The psychiatrist examined her
and she again scored at the 99th percentile on the
Cornell Medical Index. The psychiatrist noted the
presence of numerous excoriations that had been di-
agnosed by a dermatologist as being due to skin-
picking. The dermatology records indicated that
these lesions had been present before the silicone
implants and that the patient had sought help for this
behavior on several occasions (implying conscious
awareness). She had never admitted, however, that
she had produced the lesions. Her history indicated
childhood and spousal abuse, multiple somatic
symptoms, frequent surgical procedures, and severe
marital discord. She and her husband were planning
to divorce as soon as her litigation was finished. A
settlement, including a financial award, was reached
shortly before the trial was to begin.

Case B

This case illustrates how an individual with mul-
tiple somatic symptoms can first apply for workers’
compensation and then seek additional compensa-
tion in civil litigation. Ms. B was a 40-year-old

woman employed as a nursing assistant in a rehabil-
itation facility. She was struck by a slow-moving
truck while walking from one building to another at
work. She sustained a back sprain and pain in one leg.
One month later, her primary care physician referred
her to an anesthesia pain specialist after she told him
that she thought she had developed reflex sympa-
thetic dystrophy (RSD) in the leg, similar to that
which she had experienced in an arm several years
earlier. The specialist completed multiple sympa-
thetic blockades with decreasing effectiveness. Her
apparent RSD spread to all four limbs. The pain
specialist eventually implanted two spinal cord stim-
ulators at the cervical and lumbar levels with very
modest results. She was totally disabled, according to
the pain specialist, and she received a workers’ com-
pensation settlement. She then sued the truck owner
in civil court.

The defense requested a psychiatric examination.
A detailed review of her records revealed that she had
had 25 instances of somatic symptoms since her teen-
age years. These included temporomandibular joint
pain, blackouts, chronic fatigue, headaches, back-
aches, and pelvic pain, among others. She had in-
sisted on and had received a hysterectomy for pelvic
pain at age 22, without having had any children.
There was documentation of her recounting grossly
conflicting histories to various doctors, even on the
same day. For example, she told one physician she
had received a diagnosis of optic neuritis a few hours
after being told by a neuro-ophthalmologist that she

Figure 2. Rates of occurrence of factors associated with abnormal illness-affirming behavior in 20 plaintiffs.
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was free of any disease. Her providing such mislead-
ing information appeared to require conscious in-
tent. She had been fired from one job for stealing and
from another for episodes of lying. She had report-
edly had an episode of RSD in an arm after an intra-
venous line infiltrated the surrounding tissue after
one of her numerous surgeries. The RSD did not
respond to multiple nerve blocks, and eventually she
underwent a surgical sympathectomy. She also pur-
sued malpractice litigation due to the infiltration and
received a monetary settlement. An MMPI-2 sug-
gested the likelihood that she was exaggerating and
elaborating her symptoms. The psychiatrist sug-
gested that she had a spectrum of somatoform con-
ditions, including somatization disorder, factitious
disorder, and a possibility of malingering, given the
presence of litigation. A settlement was reached prior
to trial.

Case C

This case highlights how the presence of a facti-
tious disorder may influence a plaintiff’s attorney’s
decision making. Ms. C was a 42-year-old former
medical office assistant. She was pursuing a claim for
damages secondary to bilateral silicone breast im-
plants. Her primary complaint was of breast pain.
She had received the implants after numerous epi-
sodes of subcutaneous breast cellulitis but had never
had a diagnosis of cancer. The episodes had been
unexplained and were associated with polymicrobial
organisms, including Acinetobacter, Xanthomonas,
and Flavomonas. After receiving the breast implants,
she had gone to her surgeon’s office with unexplained
superficial scabs on her breasts. She had entered into
litigation claiming that the silicone breast implants
were the source of her symptoms, even though the
implants had been removed two years earlier.

The plaintiff’s attorney asked for a psychiatric
consultation because some of her doctors had raised a
suspicion of Munchausen syndrome and the attor-
ney was unfamiliar with that diagnosis. The psychi-
atric consultant learned that the plaintiff had a long-
standing history of somatic complaints. For example,
after one of her children was born, she had an episode
of neurologically unexplained paraplegia for several
months. Later she had generalized seizures that could
be interrupted by speaking to her. These were diag-
nosed as nonepileptic in origin. She also had a history
of abdominal pain, dyspareunia, joint pain, fatigue,
and skin excoriations. She had undergone multiple

surgeries, including a hysterectomy, cholecystec-
tomy, lumbar fusion, and exploratory laparotomy, in
addition to the breast surgery. She had received mul-
tiple courses of antibiotics delivered by indwelling
intravenous Groshong catheter, until the catheter be-
came repeatedly infected with unusual organisms.
Several physicians had raised the question of her hav-
ing produced some of her illnesses by self-injection
with bacteria.

The psychiatric consultant discussed with the
plaintiff’s attorney the likelihood that the patient had
a factitious disorder. The attorney did not name the
consultant in the discovery process and decided to
settle the case immediately for an award that was
much lower than he had originally sought.

Discussion

Conversion disorder, pain disorder associated
with psychological factors (formerly called Somato-
form Pain in DSM III-R), hypochondriasis, somati-
zation disorder, factitious disorder, and malingering
all represent abnormal illness-affirming behavior. In
the first four conditions, the production of signs and
symptoms and the motivation for the behavior are
unconscious. Because the production of symptoms is
unconscious, the motivations for the behavior must
be similarly outside the individual’s awareness. An
example of this is found in an individual who has a
conversion disorder with an apparent limb paralysis.
For example, a man who is angry and wants to strike
a family member while experiencing conflicting feel-
ings about taking such an action, may experience arm
paralysis that replaces the psychological problem
with an ostensibly somatic one.

Other unconsciously produced symptom disor-
ders include somatization disorder, pain disorder as-
sociated with psychological factors, and hypochon-
driasis. In somatization disorder, the individual has
multiple symptoms that appear in various body sys-
tems over many years. Pain disorder associated with
psychological factors features pain symptoms out of
proportion to any biomedical disease present. Indi-
viduals with hypochondriacal disorder typically have
a firm belief that they have a single illness, despite
clinical testing that fails to provide any verification
of it.

In malingering and factitious disorder, the behav-
ior is consciously produced, although only in malin-
gering is the individual fully aware of the motivations
for the behavior. This study describes features of a
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series of cases in which patients who had a history of
factitious disorder became plaintiffs in litigation
seeking compensation for their alleged injuries,
which raised the question of a possible shift to
malingering.

Our case series had several features in common
with the literature regarding somatization disorder.
Most (95%) of our patients with factitious disorder
were women, and in the literature on somatization
disorder, women far outnumber men.26 There is
some theoretical basis for considering that somatiza-
tion may have genetic determinants that are more
likely to occur in women.26,27 Some have speculated
that women may be more socialized to express psy-
chological distress with somatic symptoms, whereas
men may have more of a tendency to abuse sub-
stances or resort to sociopathic behavior.26,28 For ex-
ample, most patients with the less severe forms of
factitious disorder are women, whereas the more se-
vere sociopathic behavior seen in Munchausen syn-
drome has a higher incidence in men. Eighty percent
of our patients with factitious disorder were in the
fourth or fifth decade of life. They had a long history
of using somatic complaints as a way of getting their
emotional needs met, typically with little biomedical
disease to support the symptoms. In many of the
cases, before the litigation that brought them to our
attention, these individuals would most likely have
had diagnoses of somatization disorder, pain disorder

associated with psychological factors, or factitious
disorder.

This point is illustrated in Figure 3. The actions of
most of the individuals shift over time through a
spectrum of abnormal illness-affirming behavior and
cannot be categorized in only one classification, ex-
cept in a cross-sectional view obtained at a single time
point. For example, Case A illustrates an individual
who would meet the criteria for somatization disor-
der, with many unsubstantiated multisystem symp-
toms documented by the Cornell Medical Index at
two different time points. The excoriations, which
clearly required conscious activity, strongly suggest
the presence of an element of factitious disorder.
Later, her initiation of litigation for a variety of com-
plaints that had been present for years raised the pos-
sibility of malingering, with an attempt to attribute
her problems to a reimbursable cause. Case B repre-
sents another individual with a shifting spectrum of
abnormal illness-affirming behavior, from somatiza-
tion disorder, to factitious disorder, to malingering.

The initiation of litigation appears to shift a pa-
tient’s behavior to malingering. In our series, the
shift was often associated with events that presented
opportunities to obtain compensation for physical
symptoms. Not only does DSM-IV note that litiga-
tion should raise the possibility of malingering when
symptoms are being created, but in addition, the
litigation can serve as a way for the individuals to

Figure 3. Spectrum of abnormal illness-affirming behavior.
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organize their psychological lives. For example, a
woman may face criticism from family, friends, or
coworkers for her multiple somatic complaints and
disability until she decides to pursue litigation and
can then deflect any blame. Kellner et al.29 have even
described hypochondriasis as serving as a coping
mechanism and rationale for individuals who believe
they have failed to meet their goals in life. In this
respect, complaints focus on the body and its dys-
function as if they represent an internal enemy. With
the introduction of litigation, there is a shift to an
identified external enemy to combat. As an example,
the presence of Internet chat sites devoted to a mul-
titude of somatic problems gives an individual the
opportunity to join a community and gain a sense of
unity in their battle against the enemy. Several of our
patients were quite active in Internet- and/or com-
munity-based illness support groups. In some in-
stances, these groups referred members to specific
attorneys specializing in litigation related to the
members’ disorders.

The possibility of receiving a monetary award for
prevailing against the external enemy serves two
functions: it is a directly positive reinforcement for
the illness behavior and it validates the individuals’
explanation for difficulties in life. Thus, even in ma-
lingering, there may be multiple shifting motiva-
tions, both conscious and unconscious, that compel
an individual to prove he or she has been wronged by
some external cause that can become the target of
litigation.

In summary, our findings suggest that a thor-
ough analysis of cases involving complaints of
physical symptoms can benefit from consideration
of the possibility of abnormal illness-affirming be-
havior in the person’s history. When such a picture
is present, there are several important implica-
tions. First, the appropriate attribution of causa-
tion can be clarified. In addition, clinical interven-
tions may be initiated and designed to address the
abnormal illness-affirming behavior. These have
been described in detail elsewhere.29 Unfortu-
nately, these interventions may meet with limited
success until the civil litigation has been concluded
and the question of obtaining the external valida-
tion of a monetary award has been resolved. It is
hard for a patient to get well if there is a strong
need to prove illness. This point, however, is by no
means simple, because many patients continue to
have symptoms well after litigation has con-

cluded.31,32 For example, the individual may feel
compelled to continue the created role, lest he or
she be branded overtly as a malingerer.33 Other
psychological factors may also perpetuate physical
symptoms. In some of our cases in which fol-
low-up data were available, even when the individ-
ual had received substantial awards (in one case more
than $3 million), the disability persisted essentially
unabated. This highlights the powerful psychologi-
cal gains that may derive from factitious symptom-
atology and the role of the patient.

Because of the challenges of evaluating these indi-
viduals, we recommend obtaining extensive informa-
tion from collateral sources whenever possible. Med-
ical and psychiatric records that antedate the injury
in question are often critical to understanding the
somatization-factitious-malingering spectrum. It is
often helpful to organize illnesses on a timeline to
understand the sequence of creation of a disease. Psy-
chological testing can also provide useful informa-
tion. For example, a number of psychological tests,
such as the MMPI-2,34 include validity scales that
assess a respondent’s propensity to exaggerate or
minimize problems.

This case series is a preliminary study that has
limitations: the sample was small, the cases were
mostly referred by defense attorneys, and it was a
retrospective review. Nevertheless, we have illus-
trated a phenomenon that may be useful to forensic
practitioners in broadening the differential diagnos-
tic possibilities for some plaintiffs who seek compen-
sation for complex physical complaints. Future re-
search could investigate the extent to which the
psychological factors we have described in this study
differentiate between groups of litigating and non-
litigating patients.
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