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A number of case histories have reported an association between the presence 
of misidentification syndromes and violent behavior. If patients with such delusions 
are truly more likely to perpetrate violent acts, treating mental health professionals 
could potentially be considered liable for not warning or protecting potential victims. 
However, the purported association between violence and misidentification can be 
adequately explained by biased case ascertainment and reporting. The current 
literature on misidentification syndromes is used as a means of demonstrating 
possible sources of error and bias that must be considered whenever mental health 
professionals are asked to reach conclusions about the relationship of rare events. 

Delusional misidentification syndromes 
have fascinated clinicians for decades. 
Capgras syndrome, probably the best- 
known of the group, is characterized by 
the delusion that a familiar person has 
been replaced by a double or impostor. 
Others include Fregoli syndrome (the 
belief that persecutors have disguised 
themselves as benign individuals in the 
patient's environment), the syndrome of 
intermetamorphosis (the delusion that 
several people have changed place or 
identity with one another), and the syn- 
drome of subjective doubles (the delu- 
sion that precise psychological or even 
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physical doubles of the patient exist) as 
well as variants of these.18 

In a number of case reports, patients 
with Capgras and related syndromes 
have threatened or acted in a violent and 
even deadly manner toward the object 
of their  delusion^,^-'^ thus causing the 
syndromes to come to the attention of 
forensic mental health professionals. 
Such occurrences, while uncommon, are 
hardly vanishingly rare; for example, 
Silva and coworkers15 ascertained 29 pa- 
tients with misidentification syndromes 
from a forensic psychiatry service, re- 
porting that 45 percent had acted vio- 
lently in association with their delusions. 
Based on their experience, these authors 
suggest the possibility that 

. . . [Mlisidentification syndromes present with 
a specific combination of psychodynamics and 
environmental variables that heighten the dan- 
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ger presented by these delusional individu- 
alS14, p. 13-14 

Similarly, de Pauw and S z ~ l e c k a ' ~ ,  P. 95 

have hypothesized that 

Where the clinical picture is marked by morbid 
suspiciousness, hostility and discord, as well as 
previous aggressive behaviour, delusions that 
focus on interpersonal relationships (i.e., the 
syndromes of Capgras, Subjective Doubles, 
Fregoli and Intermetamorphosis) . . . render 
these patients particularly prone to attack the 
subjects of their misidentification. 

Clinical observations such as these often 
provide insights leading to advances in 
treatment. However, in many cases, 
such hypotheses are not verified by sub- 
sequent clinical studies designed to rig- 
orously test them. 

Such testing may not always be done 
before such hypotheses are given cre- 
dence, however. Premature acceptance 
of such an association is particularly 
troublesome when violence is at issue, 
since violent behavior on the part of 
patients continues to be an active area 
of litigation. Certainly there have been a 
number of cases in which liability has 
been assigned to treating mental health 
professionals, even where there appears 
to be little scientific justification in doing 
so.l6 

If there is sufficient reason to believe 
that patients with misidentification syn- 
dromes do in fact present elevated risk 
of violent behavior-or, more likely, if 
such a possibility is raised by a plaintiffs 
attorney in a medical malpractice ac- 
tion-it could be contended that mental 
health professionals should routinely as- 
sess for the presence of misidentification 
syndromes so that violent acts could be 
prevented. and that the treating mental 

health professional might even have a 
duty to warn or otherwise protect the 
potential victim. Failure to predict (and 
prevent) such an assault might, under 
such a theory, be considered negligent. 

The purpose of this article is twofold: 
Specifically, we review current clinical 
and research understanding of the misi- 
dentification syndromes, and on that ba- 
sis determine whether a conclusion that 
misidentification syndromes present an 
increased risk of dangerousness is cur- 
rently justified. More generally, this ex- 
ercise is intended to highlight some of 
the methodological pitfalls that exist 
whenever conclusions regarding co-oc- 
currence of rare events are drawn. 

Epidemiology of the 
Misidentification Syndromes 

Misidentification syndromes are be- 
lieved to be rare. Morrison'' reported 
that over a six-year period, 0.3 percent 
of his patients showed Capgras delu- 
sions. Similarly, Walter-Ryan18 reported 
a prevalence of Capgras syndrome in his 
practice of between 0.75 and 3.4 percent 
of admitted patients during a three-year 
period, depending on how restrictive a 
definition of the phenomenon was used. 

Both reports were retrospective in na- 
ture and were based on reviews of indi- 
vidual practices. Fishbain,19 over a one- 
year period, screened 4,200 psychiatric 
emergency room patients by direct eval- 
uation, chart review or report by other 
staff. By this method six Capgras cases 
(0.14% of all contacts) were identified, 
though as the author pointed out, the 
true prevalence might have been under- 
estimated either because the patient did 
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not present with misidentification as a 
chief complaint, or because some pa- 
tients may have concealed those delu- 
sions. It is not clear in this series whether 
misidentification phenomena were sys- 
tematically assessed. 

Thus, the few studies that have ad- 
dressed the epidemiology of misidenti- 
fication syndromes provide estimates of 
prevalence (all those who are or have 
been ill during the study period), rather 
than incidence (appearance of new cases 
within a specified period), and probably 
underestimate true prevalence because 
of their treatment focus. It is also likely 
that remitted cases and those that did 
not present for treatment of misidenti- 
fication were missed. 

To our knowledge, there have been 
no systematic studies of the incidence or 
prevalence of Capgras or other misiden- 
tification phenomena in the general pop- 
ulation. While prevalence even in treated 
populations appears to be low, there is 
evidence to suggest that many if not 
most cases will be missed unless misi- 
dentification is spontaneously men- 
tioned by the patient. Given the preva- 
lence of schizophrenia in the general 
population (about 0.7 to 1 9h2('), and the 
finding that rates of misidentification 
delusions may be reported to be as high 
as 15 percent among hospitalized schizo- 
phrenics when they cue .sy.stc)~nuticallj) 
inyz~ired ~bozi t ,~ '  an unknown (but per- 
haps large) number of people may have 
or develop misidentification phenom- 
ena. This finding suggests that, if misi- 
dentification is in fact a risk factor for 
violence, the pool of individuals "at risk" 

for behaving violently may be larger 
than has been generally recognized. 

Validity of Misidentification 
Syndromes as Distinct Entities 
It is commonly accepted that the basic 

foundation for establishing syndromes 
as clinically valid and distinct entities 
includes formulation of unambiguous 
definitions to facilitate reliable diagno- 
sis, demonstration of adequate separa- 
tion from other psychopathological con- 
ditions, evidence of longitudinal stabil- 
ity, evidence of familial occurrence, and 
(if possible) confirmatory laboratory 

Unfortunately, empirical sup- 
port for the distinctness of the misiden- 
tification syndromes is lacking. 

First, phenomenologic description 
and delimitation of the misidentification 
syndromes are less than clear. Some au- 
thorities suggest that the appellation of 
Capgras syndrome, for example, should 
be given to those who exhibit "the de- 
lusional belief in the existence of iden- 
tical doubles of significant others or of 
oneself or of both," 2 3 9 P  975 though the 
delusion that a double of oneself exists 
is not necessarily considered to be part 
of the Capgras p h e n ~ m e n o n . ~  Others fa- 
vor extending the definition from those 
who report the existence of exuct dou- 
bles to include cases in which the patient 
reports substitution but can identify sup- 
posed differences in physical appearance 
or personality between original and im- 
poster.' 24 Finally, although the delusion 
is most commonly thought to involve 
people important to the patient, others 
substantially less intimately involved in 
the patient's life may be subjects of Cap- 
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gras delusions, as we1L8 Similar variabil- 
ity exists with clinical description of 
other misidentification phenomena. 

These definitional ambiguities raise 
the possibility that without the formu- 
lation and testing of operationally de- 
fined, unambiguous criteria, interrater 
agreement as to presence or absence of 
these delusions might be lower than one 
might wish. However, the question must 
remain unsettled, since we are aware of 
no studies that have measured clinicians' 
concordance for the diagnosis of Cap- 
gras syndrome or any of its less common 
relatives. At a minimum, such studies 
would require raters blind to diagnosis, 
explicit definitions of the syndromes of 
interest, and statistical correction for 
chance agreement. 

Another potential source of interrater 
disagreement may be the lack of delim- 
itation of comorbid psychopathology. It 
seems to be rare for misidentification 
delusions to occur in the absence of 
other psychiatric symptoms. In the case 
of Capgras syndrome, several large com- 
pilations of published case histories are 
consistent in reporting that schizophre- 
nia is the most common diagnosis 
among Capgras patients (typically found 
to affect two-thirds to three-quarters of 
cases) with another 10 to 15 percent of 
patients being diagnosed with a primary 
mood disorder. In addition, a few cases 
have been reported with primary diag- 
noses of "hysterical psychosis," dissocia- 
tive disorders, or a variety of other syn- 
dromes. Similar rates of diagnoses are 
seen with other misidentification syn- 
d r o m e ~ . ~ ' ~  25-28 

Evidence of organic disease is also fre- 

quently seen among patients with misi- 
dentification  syndrome^.^', 27 Cortical 
atrophy is a common findi~~g;~'-~'  in ad- 
dition, cases have been reported in 
which the disorder has been found as- 
sociated with meningi~ma,~ '  migraine,32 
subarachnoid hem~r rhage ,~~  and 
~ t r o k e . ~ ~ , ~ ~  A wide variety of systemic 
disorders have also been implicated in 
specific cases, including infectious dis- 
eases, endocrinopathies, and cardiovas- 
cular d i s e a ~ e . ~ ' . ~ ~ ' ~ ~  It has even been re- 
ported to occur after myelography or in 
lithium toxi~ity.~', 38 

Other evidence for the validity of the 
misidentification phenomena as distinct 
syndromes is lacking as well. It appears 
that course, response to treatment, and 
outcome of these experiences are highly 
variable, though (once again) firm con- 
clusions cannot be drawn in the absence 
of systematic follow-up studies.39 Simi- 
larly, their degree, if any, of familial 
occurrence is unknown. No specific con- 
firmatory laboratory tests exist, not un- 
expectedly given the many associated 
organic conditions that have been re- 
ported. Indeed, because of the many 
conditions (psychiatric and organic) as- 
sociated with misidentification, a num- 
ber of authors have pointed out that 
the phenomenon is better referred to 
as a symptom, rather than a syn- 
drome.3, 8 , 2  1, 23,25,27,40 

Biases and Confounders in 
Assessment of Violence Potential 

Because it is unlikely that misidenti- 
fication syndromes can be shown to rep- 
resent valid, distinct psychiatric disor- 
ders, the task of determining whether 
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misidentification syndromes and violent 
behavior are associated becomes more 
complex. Rather than simply investigat- 
ing the relationship between two entities 
(misidentification syndrome and vio- 
lence), we must ask a more difficult 
question: across (or within) diagnostic 
groups, are patients with misidentifica- 
tion delusions more likely to behave vi- 
olently than comparable patients with- 
out such delusions? 

Certainly a number of accounts exist 
in which patients with misidentification 
delusions are reported to have threat- 
ened, attacked, or even killed the object 
of their delusions, most commonly fam- 
ily members. While psychodynamic ex- 
planations have been ~ f f e r e d , ' ~ ~ ~ ~ ~ ~ ~  case 
reports of patients misidentifying and 
threatening or assaulting utility meter 
readers," fellow patients, neighbors, and 
passersby,I2 or even professing affection 
for the double17 would seem to pose 
great difficulty for uncovering shared 
psychodynamic mechanisms, thus vi- 
tiating any claim to specificity of 
c a ~ s e . ~ ? ~ ~  Moreover, such explanations 
suffer from being offered only post-hoc, 
that is, explaining violent behavior in 
specific cases only after the violence has 
occurred. We are aware of no prospec- 
tive evaluations demonstrating the effi- 
cacy of such formulations in predicting 
violent behavior in patients with misi- 
dentification delusions or other psychi- 
atric conditions. Indeed, clinicians' abil- 
ity to predict violent behavior using any 
criteria is, at best, limited.43 

Moreover, case reports are well 
known to be biased in favor of relating 
unusual and uncommon events.44 Since 

the requisite epidemiologic studies have 
not been done, there is in fact no evi- 
dence currently to indicate that the base 
rate of violent behavior in unselected 
populations with misidentification syn- 
dromes is elevated at all. The co-occur- 
rence of misidentification syndromes 
and violent behavior, if based only on 
case reports, cannot be interpreted when 
the number of cases of misidentification 
syndrome without associated violent be- 
havior is unknown. Larger case series 
suffer from the same defect in that, ow- 
ing to the rarity of the syndromes, such 
series must of necessity be highly se- 
lected, and are therefore difficult to gen- 
eralize from. 

Selective reporting is not the only po- 
tential source of bias. Published cases 
suggest that patients with misidentifica- 
tion delusions tend most frequently to 
misidentify family members, and that 
family members make up most victims 
of assault by these patients. On this basis 
one might conclude that the misidenti- 
fication conveys an increased risk of as- 
sault-but, again, such a conclusion 
cannot be supported without knowledge 
of the base rate of assault on family 
members or other significant individuals 
by psychiatrically ill patients without 
misidentification delusions. Clinical ex- 
perience indicates that most assaults by 
psychiatric outpatients are on family 
members or other individuals significant 
in the patient's life, either because of 
simple proximity or because the patient 
is more likely to have and act on nega- 
tive feelings toward these p e ~ p l e . ~ ~ - ~ ~  
They may be more likely to be the object 
of misidentification delusions for the 
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same reasons. Thus. an association be- 
tween misidentification and assault may 
be an illusory correlation that docs not 
take into account the independent con- 
tribution of psychiatric illness without 
misidentification. 

A similar confounding might occur if 
severity of illness correlates both with 
presence of a misidentification syn- 
drome and heightened risk for violence. 
Under such circumstances, the supposed 
link between violence and misidentifi- 
cation might be simply a reflection of 
severity of illness, rather than increased 
dangerousness conveyed by the nature 
of the delusion. 

Psychiatric comorbidity niust be 
taken into account as well. For exanlple, 
since the majority of reported patients 
with misidentification syndromes are 
diagnosed as schizophrenic. the role 
of coexistent substance abuse-well 
known to be associated with violent be- 
havior-must be considered, since pres- 
ence of schizophrenia carries with it a 
4.6-fold increase in likelihood of having 
alcohol or drug abuse on a lifetime ba- 
~is ,~%nd thus might play a role in the 
development of violent behavior. 

In addition to the potential confound- 
ing effects of severity of illness and psy- 
chiatric diagnosis, the contribution of 
other factors associated with violence 
such as head trauma or other coexistent 
neurologic disease, which are known to 
be associated with at least some cases of 
rn i~ iden t i f i ca t ion ,~~ .~~  must also be ac- 
counted for. Indeed, with only case re- 
ports and highly selected case series to 
go on, even the roles of demographic 
factors associated with assaultive behav- 

ior suc11 as age, gender, and socioeco- 
noniic status cannot be e~aluated.~' '" 
Lacking this information, the degree (if 
any) to which a misidentification delu- 
sion independently contributes to risk of 
violence cannot be determined. 

One Iinal potential logical error must 
be mentioned. It may seem intuitively 
obvious that i fa  patient both has a mis- 
identilication syndrome and behaves vi- 
olently toward the object of that delu- 
sion, thc behavior must have been 
caused by that delusion. Such an as- 
sumption may not be autonlatically 
questioned, especially since the misiden- 
tification phenomena are so rarely iden- 
tified that the treating psychiatrist may 
have little firsthand familiarity with 
them. However, a number of cases have 
been reported wherein patients either- 
have not assaulted or threatened the ob- 
ject of their delusions. or in which some 
misidentified people are assaulted and 
others arc not.'*. 14, l 7  Thus, either those 
patients who hecame assaultive had 
some additional feature which promoted 
violence or lacked some protective fac- 
tor that would have prevcnted it. Espe- 
cially if the misidentification delusion 
has been present for more than a brief 
time. the causal efficacy of the delusion 
is questionable. Without further infor- 
mation, the inference that assaults by 
patients with misidentification syn- 
dromes must have been caused by that 
particular delusion is clearly not justi- 
fied. Once again, by not considering the 
possibility of cases of misidentification 
without associated violence. we encoun- 
ter the logical error of post hocrrgo 
propter hoc. 
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Conclusion 
The apparent association between de- 

lusional misidentification and violent 
behavior is but one example of a com- 
mon dilemma for clinicians. Despite 
many studies documenting the difficulty 
of such predictions, mental health 
professionals nonetheless have an obli- 
gation to prevent dangerous behavior on 
the part of their patients, as far as that is 
possible. The proliferation of Tarasoff- 
type lawsuits is evidence that such efforts 
are expected by ~ o c i e t y . ~ ' - ~ ~  If clinicians 
could in fact accurately identify a group 
of patients who posed a particular risk 
to easily identified third parties, it seems 
clear that failure to act on that infor- 
mation would be subject to criticism and 
legal action. 

Unfortunately, when reviewing the 
clinical literature on the topic, the un- 
wary reader may be led to believe that 
patients with delusional misidentifica- 
tion comprise such a group. The selected 
nature of reported cases, and the general 
bias toward overreporting co-occurrence 
of rare events (such as delusional misi- 
dentification and violence) tends to 
strengthen such an impression. This is 
particularly problematic when such 
cases are ascertained retrospectively, for 
example, when an expert is asked to 
review a case for litigation. Awareness 
of the clinical reports of violence by 
patients with misidentification delusions 
might well strengthen the impression 
that an important warning sign was 
missed.54 

However, given the absence of diag- 
nostic standardization of misidentifica- 
tion phenomena, heterogeneity of asso- 

ciated diagnoses, and relationship to 
neurologic illness, along with other po- 
tential confounding factors, the conclu- 
sion that such patients carry some spe- 
cific risk solely due to the misidentzfifica- 
tion cannot be scientifically justified. 
Further, current knowledge does not 
support the conclusion that misidentifi- 
cation delusions should be considered 
even a marker or risk indicator for vio- 
lence. 

The inferential errors we have pointed 
out here are not, of course, unique to 
the misidentification syndromes; rather, 
they are a threat whenever the expert is 
requested to given an opinion on caus- 
ation, particularly cause of rare events. 
When professional negligence is alleged, 
establishment of the standard of care is 
usually based on expert clinical opinion. 
That opinion should always be based on 
careful and critical review of current sci- 
entific knowledge. 
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