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Abstract.

Background: Factitious disorder (FD) imposed on self is a psychiatric disorder characterized by the intentional feigning of
symptoms or the self-inflicted production of symptoms in the absence of an obvious external reward.

Case: This report describes a severe case of FD imposed on self in a 31-year-old male who frequently presented to several
regional Emergency Departments with intentional ingestion of foreign objects, ultimately requiring 32 esophagogastro-
duodenoscopy (EGD) and 28 gastroscopy procedures over two years. Significant history of frequent suicide attempts via
medication overdose and clinical suspicion of drug-seeking behavior complicated the case. Motivating factors for the patient’s
behavior, suicidality in FD, and thepatient’s treatment and outcome to date will be discussed.

Conclusion: There is no well-established treatment for FD documented in the literature. High-quality studies and additional

reports of FD could help clinicians when managing such a challenging diagnosis.
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INTRODUCTION

The defining feature of Factitious Disorder (FD)
imposed on self is the intentional feigning of symp-
toms or self-injurious behavior in the absence of
an obvious external reward [1]. The most severe,
chronic, or dramatic cases are termed “Munchausen
syndrome” which is the historical name for the dis-
order. Although most literature suggests that females
are more commonly diagnosed with FD, the most
severe cases are typically observed in males [2]. Other
risk factors include being unmarried, current or past
employment in healthcare, previous psychiatric his-
tory, and history of family conflict or abuse [3-7].
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One retrospective study of 49 patients with FD found
approximately half of subjects self-reported a history
of sexual and violent/physical abuse. 43% of subjects
also reported history of abuse within the household
[7]. Gender differences in the clinical course of FD
and correlation with other demographic factors have
not been adequately studied, but gender differences
in medical specialty treating patients with FD do
exist. A systematic review found that the majority
(77%) of FD cases involving cardiology were in male
patients, while females were more commonly treated
by allergy and immunology, infectious disease, and
ophthalmology [8].

Current literature disagrees on the prevalence of
FD with studies finding rates between 0.1 and 8% in
the general population, although most studies have
found the incidence to be near 1% [3, 9, 10]. Multi-
ple theories for the pathogenesis of FD have been
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proposed, but most studies point to the behaviors
exhibited as a coping mechanism to address emo-
tional stress and to resolve unmet needs such as
attention, care, acceptance, and belonging [3, 11, 12].
The behavior could also be related to the need for the
patient to “establish an identity” as one study has
suggested [13]. Notably, FD appears to commonly
co-occur with additional psychiatric diagnoses. A
retrospective review found 32.3% of FD patients to
have other DSM diagnoses and between 8.6 to 15.1%
of FD patients to have chemical dependency [4].
Depressive disorders appear to be the most common
co-occurring psychiatric disorders among patients
with FD [3, 8]. Differential diagnosis of FD includes
somatic symptom disorder, malingering, conversion
disorder, and borderline personality disorder as well
as organic causes of symptomatology [13].

CASE

The patient is a 31-year-old male who presented
to regional healthcare institutions in an Appalachian
area over the past seven years with primary com-
plaints of intentional foreign body ingestion as well
as self-reported suicide attempts. His documented
past psychiatric history included diagnoses of bipo-
lar disorder with psychotic features, schizoaffective
disorder, major depressive disorder, and generalized
anxiety disorder. The patient’s past social history
was remarkable for homelessness, childhood neglect,
and childhood sexual assault. Ingested foreign bod-
ies have included (but are not limited to) batteries,
mechanical nuts, bolts, screws, nails, and razor blade
cartridges. Over the previous two years, the patient
had undergone approximately 85 abdominal x-rays
(Fig. 1) to monitor the passage of various foreign bod-
ies throughout the gastrointestinal tract. Additionally,
the patient had required approximately 32 esoph-
agogastroduodenoscopy (EGD) procedures and 28
gastroscopies in an effort to retrieve foreign bodies
over the previous two years. Remarkably, the patient
had not experienced bowel perforation from his per-
sistent foreign body ingestion.

Due the patient’s history of recurrent foreign
body ingestion and suicide attempts, he had fur-
ther been evaluated voluntarily at several inpatient
mental health facilities. He had previously been
treated with scheduled psychotherapy sessions and
several trials of psychotropic medications, including
sodium valproate, quetiapine, aripiprazole, sertra-
line, ziprasidone, citalopram, escitalopram, and

Fig. 1. Abdominal x-ray depicting screws and nails in the left
upper quadrant, likely in the distal transverse colon or small bowel.
There is a linear radiodense structure over the proximal descending
colon as well. Multiple radiodense structures are depicted over the
mid-descending colon, which are seemingly a nail, razor blade car-
tridge, and another irregularly shaped object. Multiple overlapping
radiodense structures can also be seen projecting over the rectum.

gabapentin for the various aforementioned psychi-
atric diagnoses. No treatment modality prevented
the patient’s continued foreign body ingestion and
suicide attempts, although he had shown some
improvement with sodium valproate based on chart
review. Unfortunately, the suicide attempts by the
patient most often involved overdose of prescribed
medications such as sodium valproate and citalo-
pram. Upon his most recent admission to an inpatient
mental health facility, the patient was evaluated for
FD. Although never documented in his medical
record prior to this admission, extensive chart review
was performed and ultimately revealed persistent fea-
tures consistent with that of FD. Specifically, it was
found that the patient met all key diagnostic criteria in
the DSM-V for FD including self-induction of injury
or disease, presentation to others as ill, impaired, or
injured, evident deceptive behavior in the absence of
obvious external rewards, and lack of behavior better
explained by another mental disorder [1].

DISCUSSION
Although there are numerous case reports and

case series in the literature describing FD, lim-
ited case reports of FD specifically involving the
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intentional swallowing of foreign objects exist. This
case adds to the literature as an example of severe
FD manifesting as the intentional swallowing of non-
nutritional objects and additional reported suicide
attempts via medication ingestion. Motivating fac-
tors for the patient’s behavior, suicidality in FD, and
the patient’s treatment and outcome to date will be
discussed.

Perhaps the most important criterion for FD in the
DSM-V is the absence of obvious external reward
and lack of motivating factor for the patient’s either
reported or genuine self-inflicted symptoms. How-
ever, drug-seeking was considered as a possible
motivating factor for the behavior of the patient
presented here. The patient’s frequent ingestion of
foreign objects inevitably resulted in multiple EGD’s
which always require sedative anesthesia. It is pos-
sible that this patient had a physical and chemical
dependence on opioids and other sedating medica-
tion. Perhaps as a result of his comorbid substance
use disorder (SUD), he routinely swallowed objects
to obtain the anesthetics required during EGDs.

However, the patient was never clinically eval-
vated specifically for SUD, and it was not clear
from chart review if sufficient criteria were met for
the diagnosis. Additionally, most individuals with
SUD and/or chemical dependency on analgesia and
anesthesia-providing drugs often obtain such sub-
stances illegally or by medical prescription. They
do not intentionally swallow foreign objects with
the goal of requiring a sedative procedure to obtain
the sedative or analgesic substance. Although this
patient’s presenting signs and symptoms were most
consistent with FD, in recent hospitalizations the
patient has exhibited more aggressive behavior such
as demanding intravenous pain medication, being
combative with staff, and requiring restraints during
hospital stays. This behavior is a new development for
this patient and could lend support to additional psy-
chiatric diagnoses beyond SUD or FD,such as bipolar
disorder with psychotic features with which he had
been previously diagnosed. Metabolic or toxicologic
disturbances could also contribute to this patient’s
aggressive behavior, especially with the multiple
intentional overdoses reported in the patient’s history.

The issue of co-occurring suicidal ideation with
FD is of particular relevance to this case. The patient
had endorsed a long history of major depressive dis-
order with suicidal ideation. He had been seen in
the emergency department with multiple intentional
ingestions of various substances including salicy-
lates, acetaminophen, and his prescribed medications

which the patient claimed were suicide attempts.
However, for the majority of these admissions, med-
ical evidence and clinical testing was unable to
substantiate these claims. For example, shortly after
discharge from an episode of inpatient mental health
treatment, the patient re-presented to the ED claim-
ing to have swallowed an entire bottle of aspirin.
However, serial salicylate level testing over 48 hours
revealed the patient’s blood salicylate level to never
rise above 30 mg/dL (normal range: 15-30 mg/dL).
At another presentation, the patient claimed to have
taken 80 citalopram pills. Poison control was subse-
quently consulted, and due to the patient’s suspicious
history and frequent presentations with similar com-
plaints, the patient was admitted for monitoring.
However, 24-hour observation revealed a lack of QTc
interval prolongation, lack of serotonergic signs, and
complete blood count and serum electrolytes within
normal limits. Due to these findings, the patient was
then discharged without further treatment.

Although many presentations of this patient with
suicidal claims lacked clinical or laboratory evidence
of the reported ingestion, the issue of suicidality in
this patient was further complicated by the fact that
some of his claims were substantial. For example,
at one visit to the ED, the patient presented claim-
ing he had swallowed 17 sodium valproate pills, and
lab monitoring did reveal a sodium valproate level
of >300 mcg/mL (normal 50-100 mcg/mL) prompt-
ing an ICU stay with serial monitoring. Treating
this patient at subsequent ED presentations for inten-
tional overdose proved challenging because despite
the varied history, every claim of suicidal intent in
this patient had to be taken seriously.

Notably, the patient never claimed to swallow
objects with the primary motivation of suicide but
only attempted suicide via medication ingestion. This
could suggest comorbid suicidality in this patient pos-
sibly as a manifestation of an additional psychiatric
disorder such as major depressive disorder or border-
line personality disorder, distinct from and in addition
to the FD diagnosis. The primary question for the care
provider, then, was whether the self-injurious behav-
ior and reported suicide attempts are symptoms of
true suicidal ideation or manifestations of FD. The
distinction is important in determining appropriate
clinical treatment and care. Unfortunately, adequate
literature to aid in the management of patients with
FD and suicidality does not exist. One case report
with manifestations of FD similar to the one presented
here described intentional ingestion of foreign objects
with the patient claiming the act to be an effort of
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suicide [14]. The authors endorse that given the lack
of guidance in the literature, careful assessment of
suicidality in FD patients is necessary. However, in
patients with suicidal ideation existing only as a man-
ifestation of FD, refraining from the overtreatment of
the feigned medical condition is also critical as doing
so may only serve to reinforce the pathology of FD
[14].

Considerations for how to best manage and treat
FD is frequently discussed in the literature, but the
majority of recommendations are based upon case
reports. Long-term, well-designed studies proving
the superiority of a specific management approach are
lacking. However, some authors have suggested that
pharmacologic agents are ineffective [15, 16]. Addi-
tionally, FD is clearly a psychiatric problem, and most
patients with the diagnosis seem to have had at least
one course of inpatient psychiatric treatment for the
disorder [17]. However, there are two primary issues
with inpatient treatment for FD. First, FD does not
normally fulfill requirements for involuntary com-
mitment which is generally limited to patients with
risk of imminent harm to self or others or a lack of
ability to care for basic needs [13]. Second, further
hospitalization and care could serve to further per-
petuate the disorder by giving these patients what
they desire: attention and medical care. Given that
long-term intensive psychotherapy is likely required
for successful treatment of FD, outpatient treatment
may be pursued and even superior to inpatient man-
agement. However, one systematic review found that
60% of patients with FD do not comply with outpa-
tient treatment [18].

Some literature has suggested that early interven-
tion and treatment of FD may lead to improved
outcomes [8]. Unfortunately, this was not the case
for this patient as he was only admitted to inpatient
psychiatric care after the 38 ED presentation for
intentionally swallowed foreign objects and/or sui-
cide attempts over two years. Additionally, he was
never given a formal diagnosis of factitious disorder,
although it is unclear if this diagnosis recorded in the
patient’s medical record would have altered manage-
ment at subsequent ED presentations. However, the
patient was made aware their behavior is not normal
and that they do need treatment. He always endorsed
understanding of his condition and treatment plan
and an intention to get better. Specifically, at dis-
charge from the most recent inpatient psychiatric
admission, the patient was given a sodium valproate
prescription for a diagnosis of bipolar II disorder.
This had been a prior diagnosis for this patient as

well, and he had previously been treated with this
medication with questionable improvement. He was
also referred for outpatient psychotherapy but did
not appear for any subsequent psychiatric or therapy
appointments.Perhaps this was due to non-adherence
or could be a result of recurrent ED presentations
and subsequent hospitalizations that prevented him
from appearing for scheduled appointments. To date,
the patient has also not improved with the gambit
of pharmaceutical agents previously prescribed for
other psychiatric diagnoses including SSRIs, atypi-
cal antipsychotics, and mood stabilizers. Thus, this
case provides additional evidence that pharmaceuti-
cal agents have minimal benefit in factitious disorder.

CONCLUSION

The case presented here describes factitious dis-
order presenting as the intentional swallowing of
non-nutritious foreign objects with multiple reported
suicide attempts via medication ingestion. The pos-
sibility of drug-seeking as the motivation for this
patient’s behavior and the suicidal intentions of the
patient remain interesting and complicating factors in
this case. The unsuccessful psychiatric treatment of
this patient is apparent and unfortunately aligns with
the frequent treatment failures described in numerous
case reports on FD. The lack of adequate research to
inform treatment and management of FD remains an
issue. Further research on FD would be beneficial
in guiding clinicians on how to best manage these
patients with a highly complex and difficult-to-treat
disorder.
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