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Infantile Confrontation with lliness and
Death

The biographies of patients suffering from
factitious disorders do not generally exhibit
that chaotic juxtaposition of illnesses, object
losses, violence and parents with severe per-
sonality disorders that characterizes the child-
hood of the Munchausen patients. The family
situation of these patients, in contrast, usually
makes a more orderly impression; there is
indeed a family, albeit on that is usually under
extreme tension.

In the study population of Fras and Cough-
lin [1], 6 of the 7 patients had a sick father to
whom they turned in vain with their childish
‘dependency needs’. Instead of strength, these
fathers exhibited episodic outbursts of anger,
during which, however, they did not physi-
cally injure the children. The children lived in
aworld characterized by ‘poor verbal commu-
nication’. In this scenario, becoming ill ap-
pears to be part of manipulative style of relat-
ing, in which wishes and expectation are ex-
pressed in physical symptoms instead of in
words.

The Biography of the
Factitious-Disorder Patient

Another aspect was demonstrated in the
study population of Pope et al [2]. In 7 out of 8
of their thoroughly investigated cases of facti-
tious psychosis, there was a family history of
psychiatric illness: depression, alcoholism,
antisocial personality structures, and compul-
sive syndromes. Nonetheless, there were no
productive psychiatric cases. In their feigned
psychiatric illnesses, the patients had taken
over the symptomatology of family members
and, in the hospital, of other patients as well,
and turned them into chronic symptoms; |
patient went so far as to commit suicide. The
prognosis is thus significantly poorer than for
patients with real psychotic illness. This
mechanism, whereby the patient identifies
with a primary object via a common illness, is
also described by Eckhardt [3] and is inter-
preted as a form of pathological nonaccom-
plished mourning work. By identifying with
the illness, the patient can avoid giving up and
object which he or she has, in reality, already
los. Another form of confrontation with ill-
ness is the experience of the illness and death
of siblings. When the patients attempt to take
the place of deceased siblings, they may feel
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that they have been deprived of their own
identity. By means of the ‘replacement child
situation’, [3], the parents avoid coming to
terms with the death of a child and confront-
ing their real guilt or feelings of guilt. The
death of siblings can be experienced by future
patients as homicide; these deaths have a
massive impact on the person’s image of the
parents, and especially on the image of the
mother.

Object Losses

In 4 out of 6 of their patients, Harnoss et al
[4] found early object losses caused by divorce
or the death of a parent; this was also true of
44% of the 30 patients studied by Haenel et al.
[5] who came from a ‘broken home’ situation.
Carney and Brown [6] state that 61% of their
group of 42 patients were ‘emotionally de-
prived in childhood’ without describing the
exact circumstances; similarly, Sussman and
Hyler [7] report that ‘the usual history reveals
that one or both parents are seen as rejecting
figures who are unable to form close relation-
ships’ [p. 1244]. Parents of this kind are
absent emotionally rather than physically.
Their relationship to the child is cool, lacking
in tenderness, and often limited to cleanliness
training.

In my group of 24 patients, around one
third were separated from one or both par-
ents during the first years of life. In several
cases, the young children were repeatedly
turned over to the care of neighbors or foster
families for long periods of time. The result
was that every conflict with the mother was
associated with the danger of object loss.
With remarkable frequency, there was evi-
dence that the parents had an abnormal sex
life. Several of the patients” mothers had
lived together, at least part of the time, with a

rapidly changing succession of partners pre-
cisely during the critical first years of their
daughters’ lives, in some cases even engaging
in prostitution. Repeatedly, these patients
had a social background marked by wartime
poverty and an absent father. The draconian
child-rearing practices subsequently em-
ployed by these parents can be understood as
their projection into the children of their own
feelings of moral guilt. In two cases, the child
was placed in a foster family or children’s
home as a result of severe violence on the
part of the parents.

The endopsychic consequences of early ob-
ject losses of this kind are strong persistent
dependency wishes, accompanied by fear of
dependence because of the danger of being
dramatically abandoned again. On of the
roots of the clinging to medical institutions
and professionals can be found here. In our
cultural sphere, these are available at all times
almost everywhere; for this reason, they can
be fantasized as good maternal primary ob-
jects.

In the patient’s intolerance of being sepa-
rated from parents and paternal surrogates,
strong feeling of guilt, as well as fear of separa-
tion, play an important role. As part of the
identification process, the rejection is inter-
preted as justified aggression which the pa-
tient has earned by being bad, malicious and
dishonest. In contrast, a separation is never
interpreted as the natural creation of zones of
freedom.

Pathological Communication Styles in
the Patients’ Original Families

In severeal cases, the ‘schizophrenic com-
munication style’ of the patient’s original
family can be reconstructed. The child’s real-
istic perceptions of him/herself and his/her
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environment are ignored, denied, forgotten,
modified. This can take place in a rather sub-
tle manner when mothers transform their
children into self objects [8] and then ‘dic-
tate’ to them how they are supposed to feel
[9]. The child is expected to place this alien
expected reality above his or her own reality.
In extreme cases, the conditions are like the
ones described by the patients of Miller and
Bashkin [11]: ‘No one in my family remem-
bers anything. They forget everything they
want to forget. Everytime anything hap-
pened, the story got so twisted around some-
times it seemed that nothing ever happened
at all’ [p. 646].

Pseudologia fantastica, a phenomenon
characterizing the Munchausen syndrome
and occurring occasionally among many pa-
tients suffering from factitious disorders, ap-
pears to be a reproduction of these early com-
munication styles. The unpleasant perception
of realities is masked by the creation of an
imaginary reality; like a dream, this reality
has a distinct wish-fulfillment function [11,
12].

Infantile Fixation on the Figure of the
Physician

Reports on a particularly infantile-ac-
quired attachment to physicians refer mainly
to Munchausen patients. In the biographies of
this group of patients, physicians appear regu-
larly as important persons who are omnipo-
tent and have the power to make up for defi-
cits of the patient or of his or her entire family.
They appear as idealized, albeit sexless, sub-
stitute parents (‘the physician parents’ [13]; as
‘primary love objects’ [6]).

Patients suffering from factitious disorders
exhibit less a full-blown idealization of the fig-
ure of the physician than an early interest in

treating the body in a medical manner. These
patients engage heavily in ‘doctor games’, de-
velop the desire to become a nurse or other
medical professional, and seek out the compa-
ny of doctors. In this manner, they are able to
mitigate their hypochondriacal fear of their
own bodies [14]. In this context, the physician
appears as a neutral asexual parental figure,
one who is also omnipotent, however, with
the ability to exert a calming and anxiety-
allaying effect. The doctors are ‘good parents’
[15]. Once the process of factitious illness is
underway, doctors and hospitals increasingly
become central points of reference for the
patients. All non-medical contacts are broken
off; only medical personnel now seem to be
able to offer reassurance and gratification. At
the same time, these patients continuously
have to deny the potential danger emanating
from this personnel as well as their own pro-
gressive dependency. There is good justifica-
tion for comparing this dependency to an
addiction [16].

In my own study population, consisting of
21 women and 3 men, affinities to the medical
profession and to doctors are evident mainly
in the choice of paramedical professions (see
my article on epidemiology). In addition, one
woman patient was married — and another
engaged - to a physician. The latter woman,
who exhibited a tendency toward pseudolog-
ia, has also claimed to have had a wide variety
of professions, including that of physician, on
different occasions. Another patient was the
daughter of an optician, whom she experi-
enced as a physician-like figure.

Physical Abuse and Sexual Violence
In both the patient groups engaging in cov-

ert self-injury (factitious disease) and in overt
self-injury (automanipulation), the question
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of whether the patients’ reports of having
been the victims of violence are based on real-
ity or on their imaginations has been an-
swered mainly in favor of the assumption of
real traumata [8, 12].

In the patient group studied by Sachsse [8],
the violence was perpetrated mainly by hot-
tempered fathers, many of them alcoholics,
who used violence to force their standards of
performance onto the children. Two thirds of
the patients in this group were subjected to
violence, which took the form of incest, in-
cest-like situations or rape, during puberty.
Eckhardt [3] also describes an ‘educationally
motivated sadism’ which I can confirm from
my own studies [17].

The violence inflicted on the child regular-
ly becomes part of vicious cycle: the abused
child steps up its efforts to establish a sym-
biotic relationship and is beaten again for this
very reason. With every incidence of abuse,
the parents experience increased feelings of
guilt, and thus increased aggression against
the child as the representation of these feel-
ings. In abusing their children, the mothers
are often reproducing their own biographies.
When they attack the small child, they are
attacking fusional-symbiotic and dominating-
violent aspects of their own mothers [see ref.
18].

In my own study population, physical
abuse was the most frequently demonstrable
form of infantile traumatization, occurring in
54% of the patients’ histories. This abuse was
committed by fathers, foster parents, close rel-
atives, personnel in children’s homes, and
mothers. In a large number of cases, the
patients were routinely beaten from early
childhood straight through to adolescence.
The degree of violence inflicted here was
always on associated with severe pain and
often with physical injury (e.g., bruises) and
not, for example, more of a suggestive, sym-
bolic chastisement administrered to under-

score the seriousness of a warning. In many
cases, the later incidences of automanipula-
tion are analyzable memory equivalents; they
reproduce, often in a very concrete and literal
manner, the violence suffered by these pa-
tients as infants [17]. This appears to apply to
sexual abuse, in particular, since this kind of
abuse takes place at a later date from a genetic
point of view and therefore lends itself to
more complex symbolization.

Nevertheless, the literature contains rela-
tively few accounts of sexual violence. Where
accounts have been presented, they have
come from authors who have been able to
conduct and extensive exploration of their
patients’ histories. The patients of Herzberg
and Wolff [15] were the victoms of narcissis-
tic and sexual abuse, an abuse which was sub-
tle to a greater or lesser degree. One mother
had, for no reason, ‘taken the temperature’ of
her son rectally every day for years. A father
had made fun of his pubertal son’s fear of his
homosexual attacks; moreover, he had been
proud of the son’s alleged extreme interest in
sex. In patients with factitious hematological
disorders, in particular, an incestuous bio-
graphical component must be considered.
The patients of Agle et al. [19] were molested
sexually from the age of 5 onwards; starting at
age 12, they were regularly subjected to sexual
abuse. Later they exhibited a ‘general bleeding
tendency’. The patient described by Tucker et
al. [20] has suffered from gastrointestinal
hemorrhage of indeterminate origin for years.
From an early age, this woman had been sex-
ually molested and abused by her stepfather.
One of my own patients [17] a woman suffer-
ing from severe factitious anemia caused by
bloodletting, was the victim of sexual abuse
by ther foster father, abuse which probably
persisted until well into adulthood. In another
case, sexual molestation by a brother proved
to be the background for factitious hematuria
caused by self-catheterization. Overall § out

126 Plassmann

Biography

144.82.108.120 - 12/1/2016 12:11:32 PM



of my 24 patients were victims of sexual vio-
lence; the number of undetected cases is prob-
ably high as well.

The patient presented by Kafka [21] was,
as a small child, the object of an eroticized
interest taken in her body by her mother. This
led to a mistrusting relationship to her father,
a relationship that was also eroticized with
sadomasochistic tendencies. From a psycho-
dynamic point of view, it is exactly this con-
stellation of a ‘contaminated’ relationship to
the father which appears to occur very fre-
quently. The relationship to the father does
not contain any healing new experience, but
rather a reproduction of the traumatic aspects
of the relationship to the mother. Among the
families of my patients, I was not able to find
one father who had effectively protected his
child from sadistic or sexual attacks by third
parties.

Adolescence

Around one third to one half of the cases of
factitious disease begin during adolescence
and may be directly related to the experience

of puberty, and in girls to the menarche [15;
see also my article epidemiology in this vol-
ume]. The frequent occurrence of attempted
suicide can be interpreted as the expression of
a labile emotional situation. In my study pop-
ulation, 8 out of 24 patients had attempted to
commit suicide during adolescence. Delin-
quent behavior of symptomatic (i.e., neuroti-
cally determined) character was found in 7
patients, and episodes of addiction had oc-
curred in 13 patients; these were surprisingly
high frequencies. It is exactly this symptomat-
ic delinquency which can be a precursor
symptom which later develops into the actual
factitious disease. In my study population,
physical violence was the most frequently re-
ported factor; it included attempted murder,
severe bodily injury, several cases of active
child abuse in the form of beating, and two
cases of arson, both of which led to juvenile
psychiatric treatment. This aggressive delin-
quent activity evolves into the factitious
disorder, in which the person’s own body
becomes the object of destruction [see also
ref. 19].
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