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ABSTRACT: Munchausen’s syndrome is a psychiatric disorder in which patients inflict on themselves
an illness or injury for the primary purpose of assuming the sick role. These patients can present with
many different complaints and clinical symptoms including self-inflicted bleeding. This report
describes a case of lately diagnosed Munchausen’s syndrome who presented with hemoptysis and
developed hematochezia and hematuria during the hospitalization period. Physicians should always
consider this rare disorder in cases presented with bleeding symptoms of unknown origin.
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INTRODUCTION: Munchausen’s syndrome is classified as a factitious disorder in the latest version of
Diagnostic and Statistical Manual of Mental Disorders (DSM-5).() This disease is characterized by the
intentional production or feigning of physical or psychological symptoms with a psychological need
and for the main purpose of being treated like a medical patient.(t) Physicians working in the
emergency departments are more likely to come across such patients and these patients can present
with so many diverse complaints including self-inflicted bleeding symptoms.(2

We hereby report a case of Munchausen’s syndrome presented with the varying bleeding
symptoms.

CASE REPORT: A 20-year-old unmarried female presented to the emergency department of our
hospital with intermittent hemoptysis affecting her especially for the last three days. She denied a
history of fever, upper or lower respiratory tract symptoms.

She had been studying at university since 2 years and her smoking history was 4 packs/year.
There was no past history of a chronic disease and her family history was unremarkable. She had
never consumed illicit drugs and had no allergies.

On admission, she had a respiratory rate of 15 breaths/minute, a blood pressure of 120/70
mmHg, and a heart rate of about 78 beats/minute with sinus rythm. Chest auscultation revealed the
presence of normal lung sounds. Examination of complete blood count (CBC) revealed normal values.
Results of blood chemistry were within normal limits. Erythrocyte sedimentation rate was 10 mm/h
and serum level of C-reactive protein was 0.3 mg/dl. The coagulation profile revealed normal results.
Plasma level of D-dimer calculated by enzyme-linked immunosorbent assay was less than 500 pg/L
and Well’s score for pulmonary thromboembolism was 0.Posteroanterior and lateral radiographs of
the chest were including normal findings (Figure 1). Contrast-enhanced computed tomography of the
thorax, oral cavity examination and indirect laryngoscopy were normal. Fiberoptic bronchoscopy
which was performed immediately after hospitalization demonstrated normal bronchial tree without
a sign of bleeding. Gram stain and cultures of the bronchial washings did not reveal any infectious
organism. Special stains and cultures for mycobacteria were also negative.
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She had no sign of a hemoptysis for two days after bronchoscopic examination. However, on
the fourth day of in-hospital stay she developed hematochezia. She drew attention to blood on her
bed sheet and was complaining of rectal bleeding with an approximately amount of 150 milliliters.
She underwent upper and lower gastrointestinal endoscopic procedures which demonstrated no sign
of pathology or bleeding.

The day after she developed hematuria. Analysis of the repeated urine samples which she
gave alone in the closed toilet of her room revealed only microscopic hematuria without
microalbuminuria or proteinuria. However, once she did not close the toilet’s door and one of the
nurses saw the patient disconnecting her intravenous (IV) catheter and drop blood into the urine-
collection container. After this, IV catheter was taken out and all urine samples obtained under
supervision of a nurse revealed normal results. Abdominopelvic and urinary tract ultrasounds were
also normal. There was no pathological finding in direct radiography of the abdomen (Figure 2).

She was an only daughter of a three children family. She had two educated and employed
bigger brothers. Her father visited her several times during the in-hospital stay. A family interview
revealed a happy life which oriented us about her not to have a secondary gain with staying in the
hospital. Her family members confessed that the patient has overwhelming desire to be noticed, and
often behave dramatically or inappropriately to get attention. In addition, her mother confirmed that
she had never seen her daughter during an active bleeding period and all these bleeding symptoms
occurred when the patient was alone.

Based on the clinical findings and psychiatry consultation, the patient was diagnosed as
Munchausen’s syndrome. She was unexpectedly happy when we told that origin of her bleeding
symptoms could not be clarified, which was consistent with the situation of la belle indifference.
Although transfer to the psychiatry department and psychoterapy were recommended, she suddenly
left the hospital same evening without permission.

DISCUSSION: Munchausen’s syndrome is a psychiatric disorder that was first described by Richard
Asher in 1951.®)This disorder was named for Baron Karl Friedrich von Munchausen who was born in
Germany, joined the Russian military, and was known to tell unreal and fantastic tales about the
battles he participated in against the Ottoman Turks.®®

This syndrome is a mental illness, in which the patient repeatedly acts as if he or she has a
physical, emotional or cognitive disorder.® Patients with this disorder act this way because of an
inner need to be seen as ill or injured and there is no intention to achieve a concrete benefit, such as
financial gain.9“The patients are even willing to undergo painful or risky tests and operations in
order to get the sympathy or special attention given to people who are truly sick. Thus, it is also
sometimes known as hospital addiction syndrome, thick chart syndrome, or hospital hopper
syndrome.5)Consistent with the literature, this patient was also fearless about undergoing invasive
medical procedures. Besides, it was obvious that she had no secondary gain.

There are no reliable statistics regarding the prevalance of this disorder, but it is considered
to be rare. Although any age group may be affected, most patients are female and between 20 and 40
years of age.(®) The exact cause of this syndrome is a subject of debate. Some theories suggest that a
history of abuse or neglect as a child, or a history of frequent illnesses that required hospitalization
might be factors in the development of the syndrome. Researchers are also studying a possible link to
personality disorders, which are common in people with Munchausen’s syndrome.("This patient was
also a young female and possibly to have a histrionic personality disorder.
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Most patients presenting with this disorder are admitted to hospital through the emergency

department because of the dramatic presentation of an apparently severe illnesses.? Several
presentation forms are described in the literature. Majority of the patients are admitted to the
hospital with neurologic, haemathologic and gastrointestinal disorders.® There are published case
reports in the literature about presentation with self-induced hypoglycemia, Cushing’s disease,
asthmatic symptoms, major trauma, infection, pregnancy, hypertension, and bleeding as in this case
report.(8-15)

Presence of symptoms only when the patient is alone or not being observed, appearance of
new or additional symptoms following negative test results, being more comfortable in the hospital
than you might think, and history of seeking treatment at different hospitals are the main
characteristics of this disorder.® This case was fulfilling these indicators which oriented us to a
possible diagnosis of a factitious disorder.

Treatment for Munchausen’s syndrome usually involves psychiatric counseling to change the
thoughts and behaviours that are causing the condition.(® Cognitive-behavioural therapy, family
therapy and group therapy are the possible treatment modalities of this disorder. Although there are
no medicines to treat factitious disorders, they may be used to treat any related condition such as
depression, anxiety, or a personality disorder. However, it can be difficult because most people
refuse to admit they have a problem and will not cooperate with suggested treatment plans, as seen
in this case.

CONCLUSION: In conclusion, factitious causes should always be considered in unclarified origin of
bleeding, especially in cases presented with dramatic but inconsistent medical history, and an
unusual personal behaviour.
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Fig. 1: Chest radiograph of the patient Fig. 2: Direct radiography of the abdomen
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