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Abstract
To effectively identify, assess and manage suspected cases of Munchausen by 

Proxy abuse, clinicians, legal professionals and the public need to incorporate five core 
principles into their understanding of this life-threatening form of maltreatment. To 
successfully protect a MBP victim requires a focus on the presence of harmful deception, 
regardless of underlying health status. It requires appreciation for of the web of 
individuals who support the ongoing abuse by failing to recognize it and, sometimes, 
by participating in the false story of illness or impairment. It requires knowledge of the 
ways in which clinicians can be successfully misled and pressured to provide unneeded 
assessment and interventions, especially given the limitations of existing diagnostic 
tools. Finally, it requires understanding that this behavior is compulsive and addictive, 
likely to require clinical and social assistance for the abuser to refrain from engaging 
in their harmful behaviors and to become a safe caregiver. Health providers, legal 
professionals and family members who grasp these principles will be better able to 
use the available guidelines effectively to identify and protect victims, and to facilitate 
appropriate treatment of abusers.

ABBREVIATIONS
MBP: Munchausen by proxy; FDIA: Factitious Disorder 

Imposed on Another; APSAC: American Professional Society on 
the Abuse of Children

INTRODUCTION
Munchausen by Proxy: Five Core Principles

Although Munchausen by proxy (MBP) abuse has been 
recognized in the academic literature for over 40 years, confusion 
about this form of abuse remains common among health 
providers, legal professionals and the public. Those who engage 
in MBP abuse have complex and typically unacknowledged 
motivations for engaging in this behavior that often includes the 
desire for positive attention from others. Most clinicians lack the 
training and guidance needed to professionally, ethically and 
skillfully protect victims of MBP.

What is Munchausen by proxy?

MBP is a form of abuse/neglect in which an individual 
abusively and compulsively exaggerates and/or falsifies physical, 
psychiatric or developmental disorders in a child or adult victim 
in order to satisfy a psychological need.

MBP abusers engage in a range of deceptive behaviors. For 
example, verbal history and symptom reports to clinicians may 
be inaccurate due to intentional lying; symptoms might be 

created via nonadherence or induction of symptoms; diagnostic 
tests might be tampered with; and photos or other medical 
documentation may be falsified.

MBP behavior serves the psychological needs of the 
perpetrator, which can include various motivations such as the 
desire to be seen as a good caregiver, to receive positive attention 
and care from others, to outsmart the clinicians, and/or to be 
viewed as a martyr or victim.

The MBP perpetrator’s psychopathology is labeled Factitious 
Disorder Imposed on Another in the Diagnostic and Statistical 
Manual of Mental Disorders, 5th ed.[1].

The American Professional Society on the Abuse of Children 
(APSAC) Munchausen by Proxy Practice Guidelines was 
created with input from nationally/internationally recognized 
MBP experts within the field of child maltreatment [2]. These 
guidelines are accessible to all at no cost on APSAC’s website 
(https://www.apsac.org/guidelines) and provide clinicians with 
detailed instructions about how to identify, evaluate and manage 
families in which there is suspicion of MBP abuse. The guidelines 
were also printed within a special issue of The APSAC Advisor, 
along with six other papers written to support health and legal 
professionals [3]. The year after that publication, Sanders & 
Bursch published guidance on psychotherapy for perpetrators, 
victims and other impacted individuals [4]. 

The purpose of this paper is to describe five core principles 
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that are essential for professionals to appreciate in order to 
effectively identify, assess and/or manage cases of suspected 
MBP. Although these principles are integrated into the available 
guidelines, they are easily overlooked among those professionals 
seeking a checklist approach to care. Thus, this paper goes 
into more depth than the guidelines and highlights the need to 
incorporate these five principles into all aspects of care when 
considering suspected cases of MBP. 

Five Core Principles

1. Deception is present in all cases of MBP/FDIA.

2. Individuals with underlying medical, psychiatric or 
developmental disorders may also be victims of MBP.

3. The identified MBP victim is not the only victim of those 
with FDIA.

4. Lay person beliefs about the nature of clinical decision-
making can perpetuate MBP abuse.

5. It can be helpful to think of MBP abuse as an addiction.

DECEPTION
The fist core principle is that deception is present in 

all cases of MBP/FDIA. At the heart of MBP abuse is the 
misrepresentation of history and symptoms leading to 
over-treatment and unnecessary medical (or other clinical) 
procedures. Although simple, this one fact creates many 
challenges that health professionals are not trained to manage. 
Health professionals are trained to believe that the history and 
symptoms reported by a patient or caregiver are accurate. Health 
professionals behave with the assumption that their patients 
and caregivers wish to achieve a state of optimal health and 
well-being. Health professionals strive to meet the expectations 
of their patients and caregivers by alleviating suffering. And, 
health professionals generally do not recognize that they are not 
capable of detecting deception when speaking with a patient or 
caregiver. Finally, with some variation, MBP abusers often appear 
to be perfectly normal and cooperative during clinical encounters 
[5-9].Thus, it is extremely difficult for well-meaning and well-
trained health professionals to recognize someone who does not 
provide accurate information and does not have a goal of optimal 
health and well-being. For this reason, health providers are at 
high risk for being successfully manipulated by a MBP abuser. If, 
despite all of these factors, a health provider suspects MBP abuse, 
a systematic evaluation is indicated. 

To effectively assess and manage MBP/FDIA, identification of 
deception is the central goal. Unfortunately health professionals 
are not socialized to suspect the veracity of symptom reports 
presented to them, or trained to proactively evaluate patients 
for possible deception. The reality is that deception is a frequent, 
normal, and universal human behavior that occurs during health 
care appointments, with a quarter to half of individuals admitting 
that they have lied to their health provider [10]. While most 
are more likely to exaggerate or omit information, a subset has 
also admitted to completely making up a symptom. However, 
health professionals, including mental health professionals, are 
no better at detecting deception than the lay public [11]. They 
also hold inaccurate beliefs about detectable signs of deception. 
The Truth-Default Theory posits that human survival depends 

on efficient cooperation, coordination, and communication with 
others [12,13]. Truth-default, defined as the passive acceptance 
of incoming communication content, makes survival possible. 
Using this framework, suspicion, doubt, or disbelief requires an 
active trigger and deliberate consideration. Otherwise, people 
tend to passively believe others. All this is to say that it usually 
requires something surprising and significant to occur before 
anyone will question the premise of the problem. Such moments 
of doubt or epiphany for the clinician (or other concerned 
individual) might happen, for example, when the abuser reacts 
oddly negatively to good news or unexpectedly positively to bad 
news. It may happen when the abuser starts telling a particularly 
outlandish story or requests a particularly inappropriate clinical 
intervention. It might happen when the patient continues to get 
worse despite being provided treatments that are typically very 
effective. 

It can also be helpful to consider possible motivations 
associated with the deceptive behavior in order to develop a 
comprehensive identification, assessment and treatment plan. In 
cases of MBP/FDIA, deception motivation reflects an internal drive 
to satisfy a psychological need. However, specific psychological 
needs can be complex, unconscious and vary from individual 
to individual. When someone with FDIA deceives a clinician 
in order to appear smart, that person might drop hints, create 
medical crises, and/or provide hypotheses about the problem. 
For example, “Do you think this could have been caused by opiate 
ingestion?” In such cases, clinicians are urged to listen to these 
hints and to conduct related assessments, such as a toxicology 
screen in this example, if indicated. If the person with FDIA wishes 
to elicit sympathy from others, that individual may share a range 
of stories that are designed to trigger a sympathy response. For 
example, in addition to having a sick family member, false stores 
related to relationship problems, employment or housing woes, 
and/or the impact of crimes and/or natural disasters on them 
may be part of the presentation. When there is a general desire 
for attention by the person with FDIA, this need can be met in 
a variety of ways. In addition to telling stories of tragedy, some 
share positive false stories of themselves, such as their success 
as a professional athlete or credentialing as a health professional. 
Some become advocates for those with illness and/or for those 
who have been accused of falsifying illness. Unsurprisingly, such 
individuals are sometimes attracted to the media and to online 
social media venues for their story telling, especially when they 
are challenged by health professionals or legal authorities. 

It is important to highlight that MBP victims rarely alert 
clinicians to their victimization. Victims, even adult victims, 
may or may not be aware of ongoing MBP abuse. Abusers may 
encourage victims to (knowingly or unknowingly) participate in 
the deception by providing false information to clinicians [14,15]. 
They may convince the victim that he or she won’t be believed if 
they share a suspicion with others, or that they are responsible 
for the abuse and could be punished for their role. The victim 
may care about or feel protective of the abuser or simply feel 
so dependent on them that the fear of separation outweighs the 
desire for rescue. Victims sometimes remain silent to protect 
others from upsetting information. Because victims may be 
rewarded for cooperating with the sick role, a victim might 
wish to maintain the status quo in order to receive emotional 
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or tangible rewards or to avoid retribution. In general, children 
are most commonly abused by their parents [16]. Importantly, 
children are biologically programmed to bond with their parents 
and to feel safe with them [17]. This biological process further 
limits their ability to detect and report parental abuse, and drives 
their desire for reunification even in the face of grave danger.

As is reviewed in detail in other papers, there are several 
ways to systematically detect MBP deception [2,4]. 

GENUINE DISEASE 
The second core principle is that individuals with 

underlying medical, psychiatric or developmental disorders 
may also be victims of MBP. Some clinicians make the erroneous 
assumption that MBP must not be present if they have a patient 
with a confirmed diagnosis. Such clinicians cease to demonstrate 
curiosity or concern about potential MBP abuse if they obtain 
objective evidence of disease. In fact, it is important to remember 
that abusers discover that their psychological needs are met when 
they have a rewarding encounter with a health professional. The 
behavior may begin when they are appropriately seeking care for 
an illness or injury, but morph into inappropriate behavior over 
time as the abuser seeks to recreate and enhance the initially 
rewarding experience. Additionally, individuals with genuine 
medical, mental health or developmental impairments may be 
more dependent on their caregivers than healthy peers, causing 
them to be more vulnerable to victimization, less able to identify 
abuse, and less inclined to report it if they do suspect it [18]. 
In fact, it appears that nearly 75% of MBP victims also have a 
genuine illness [19].

Failing to recognize this important principle leads some 
health care teams to devise diagnostic approaches centered 
solely on evaluating the presence or absence of disease, rather 
than proactively assessing for deception regardless of underlying 
diseases status. The need to accurately diagnose genuine illness 
contributes to this confusion. For optimal health and functioning, 
victims of MBP must receive accurate diagnoses and be supported 
to function at their highest possible level with the fewest 
possible symptoms. For example, a child might genuinely have 
constipation predominate irritable bowel syndrome, but may 
also be over-medicalized such that he or she ends up experiencing 
excessive symptoms, surgeries and other treatments due to the 
mismanagement, misreporting and/or purposeful exacerbation 
of the problem by the abuser. As another example, the victim 
might have a benign genetic abnormality that is used to explain a 
wide range of otherwise unexplainable symptoms and disability. 
It is easy to get side tracked with false reassurance that genuine 
illness or disability rules out MBP abuse. 

The take away message from this core principle is that 
recommended approaches to assessing suspected illness 
deception is the same, whether or not genuine underlying illness 
or other disorders are confirmed [2,4]. 

WEB OF VICTIMS
The third core principle is that the identified MBP victim 

is not the only victim of those with FDIA. MBP perpetrators 
typically create a web of deceit that that draws in at least one 
individual who is the direct target of over medicalization, but 

abuser deception success depends upon also misleading the 
victims’ clinicians, teachers, family members and friends. All 
such individuals are victims of deception betrayal [20,21], and 
called upon by abusers to treat the MBP victim as excessively ill 
or impaired. This means that the MBP victim has no safe place to 
escape the abuse and that no one in the web is likely to recognize 
the deception or abuse. For the victims, it can be akin to living 
within a cult, with a false reality being constantly reinforced and 
shaping the victims’ view of their health, abilities and potential 
future. For the professionals attempting to intervene to protect 
the child, it can mean that there are no trustworthy family 
members who can serve as foster parents or who can provide 
reliable information about family history. Spouses often continue 
to defend abusers after detection of the abuse, making them 
ineligible to serve as protectors of their children [22]. Adding to 
the family dynamic might be intergenerational abuse, meaning 
the abuser may have previously been similarly abused by the 
victim’s grandparent. Among those family members who do 
recognize abuse, they may be ostracized by family members who 
have become tangled in the deception web. For family members, 
friends and professionals who have strong attachments to the 
abuser, they are at risk for feeling psychologically traumatized 
when they discover that they have been the victims of deceit. This 
realization may also trigger feelings of guilt, embarrassment, self-
doubt, grief, anger or other natural emotional consequences to 
the interpersonal betrayal. 

This core principle explains why traditional victim welfare 
policies and procedures may be insufficient and highly risky 
in cases of MBP. It also explains how health providers, legal 
professionals, and friends and family of the victim can also be 
coerced (and sometimes traumatized) by the behavior of the 
abuser. Professionals benefit from using a team-based approach 
using specific guidelines developed for cases of suspected MBP 
[2,4,23-25].

CLINICAL DECISION-MAKING
The fourth core principle is that basic lay person beliefs 

about the nature of clinical decision-making can perpetuate 
MBP abuse because they underestimate the fallibility of licensed 
health professionals, the availability of precise diagnostic tools, 
and the effectiveness of clinical interventions. Individuals often 
hold a fundamental belief that clinicians have tools to reliably 
and accurately diagnosis and treat the vast majority of presenting 
problems they encounter. Health professionals often start their 
clinical training holding similar beliefs. For example, a study of 
second year medical students revealed that most started medical 
school believing that any medical uncertainty they encounter in 
clinical practice would only be temporary [26].

Clinicians also vary in their practice patterns based on what 
they were taught, how much they keep up with recent research 
findings, and other barriers or incentives directing their behavior. 
Additionally, it takes an average of 17 years for research findings 
to be adopted into routine clinical intervention and guidance [27]. 
For an MBP abuser in search of a clinician who will accommodate 
their inappropriate requests, the abuser needs only to search for 
a clinician who is open to implementing caregiver suggestions, 
who strives to maintain caregiver satisfaction with care, who 
holds medical opinions desired by the MBP abuser, and/or 
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who does not feel constrained by the best available evidence. 
Such clinicians may provide excellent care for the vast majority 
of patients, but are also susceptible to manipulation by MBP 
abusers they encounter. A few clinicians become known for their 
nontraditional approach, typically via online caregiver venues, 
and unknowingly attract a number of MBP abusers into their 
practice.

The belief that medicine is an exact science with excellent 
diagnostic tools for most problems can create disbelief in a lay 
person who is confronted with a suspicion that someone they 
know could have misled a clinician to over-treat a victim. For 
example, a CPS worker, judge or family member of a victim might 
be shocked to hear that biopsy-confirmed tissue pathology is not 
required prior to bowel resection surgery or that MBP victims 
have even endured intestinal transplants [28].

This underlying lack of knowledge about the boundaries 
of medical knowledge, tools and clinical decision-making also 
impacts how the public interprets stories they hear in the 
media about families claiming to be falsely accused of this form 
of abuse. For example, within a frame of exact medicine, it is 
reasonable to ask, “How could a parent be held responsible for 
over-medicalization if it was the surgeon who conducted the 
surgery?” The answer to this question becomes clearer once one 
grasps the reality of clinical decision-making. Additionally, health 
professionals are rarely provided with legal releases by accused 
individuals so that they may publically share otherwise private 
health information that explains the concerns. Thus, one-sided 
inaccurate news stories and social media posts can contribute to 
the confusion of all involved.

The art of medicine refers to how professionals apply the 
scientific evidence to a specific patient. Evidence based algorithms 
are used solely as guidelines. These guidelines are shaped to 
meet the problems reported to clinicians who have the goal of 
optimally addressing complaints. Clinicians use their knowledge, 
training and experience to make educated hypotheses about a 
problem and to apply the best treatment plan available. When 
all diagnostic criteria are not met, clinicians do not routinely 
withhold treatment from a suffering patient. They try to help the 
best they can by trying out assessment and treatment approaches 
they believe might help. This clinical decision-making process is 
normally safe and effective. However, this process requires the 
clinician to possess fairly accurate reports about past medical 
history, previous evaluations and treatments, current symptoms 
and functional ability, and a host of other data provided by 
the patient and/or caregiver. This process also includes an 
assumption that patients/caregivers want clinical improvements 
to be achieved, are adhering to clinical recommendations, and 
not actively making the presenting problem worse. 

A detailed example may best illustrate this important point. An 
unneeded surgery, for example, could include the tonsillectomy of 
a child based on the parent falsely reporting the child was treated 
for tonsillitis five times per year over recent years. Had a careful 
review of outside records been conducted, it would be clear that 
the child was repeatedly seen in the emergency department 
due to parental concerns of tonsillitis, but there were only two 
documented infections over the past five years and the child 
typically looked asymptomatic. The surgeon’s high-level, quick 

review of the electronic record listing of presenting problem by 
the surgeon gave the false impression that the child truly had 
recurrent tonsillitis. And, the surgeon might reasonably wonder, 
“Why would a parent lie about that?” This example demonstrates 
how the insufficient time offered to clinicians for their clinical 
encounters discourages detailed record reviews and reinforces 
cursory attempts to confirm that the patient or parent provided 
history is accurate. However, lay people might not appreciate the 
many factors that culminate in the ease with whichone lie, such 
as the one in this example, can lead to a surgery.

ADDICTION
The fifth core principle is that it can be helpful to think 

of MBP abuse as an addiction [2,29]. Similar to addiction 
to substances or other risky behavior, individuals with FDIA 
persistently seek interactions with health professionals despite 
potentially dangerous consequences or side effects. They often 
neglect or lose interest in activities that do not involve the 
harmful behavior. They may lash out at people who question their 
motives or problematic behavior. Even when faced with possible 
termination of parental rights or incarceration, some abusers are 
unable to cease or alter their problematic behavior. Deception is 
central to their abusive behavior. They do not alert anyone that 
they are exaggerating symptoms, providing false medical history, 
or inducing problems via nonadherence or assaultive behaviors. 
The behavior may escalate over time and/or under periods of 
increased stress. Using this same analogy, it is not surprising that 
most MBP abusers are ill equipped to stop their behavior simply 
upon confrontation by a clinician or family member. 

Limited research supports the utility of the addiction model 
in cases of illness falsification. Individuals who self-identify as 
suffering from a factitious disorder often describe their illness 
fabrication behavior as similar to an addiction [30]. Persistence of 
the behavior is revealed by research that demonstrates 35%-50% 
of siblings are abused (sometimes fatally) before identification 
of MBP abuse in a subsequent victim[31,32]. Underscoring the 
risk for relapse, re-abuse rates for MBP have been found to range 
from 17% (mild cases) to 50% (moderate cases) [31,33]. In cases 
of severe MBP abuse, reunification may not even be attempted 
due to the inability of the abuser to cease their harmful behavior 
[2,31,34].Addiction to substances or other harmful compulsions 
are sometimes comorbid with FDIA among abusers [5,35]. Like 
substance abusers or compulsive gamblers, MBP abusers are 
most likely to recover from FDIA if they acknowledge they have 
a problem, commit themselves to learning effective coping skills 
and other relapse prevention strategies, are honest and open 
about their problem with their social support network (who they 
ask to assist and monitor them throughout their recovery), and 
are capable of experiencing empathy for those they harmed [4].  

CONCLUSIONS
To effectively identify, assess and manage suspected cases of 

MBP abuse, clinicians, legal professionals and the public need to 
incorporate these five principles into their understanding of this 
life-threatening form of maltreatment. Those who successfully 
protect a MBP victim have placed their focus on the presence 
of harmful deception, regardless of underlying health status. 
They have likely encountered a web of (typically unsuspecting) 
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individuals who support the ongoing abuse by failing to recognize 
it and, sometimes, by participating in the false story of illness or 
impairment. They have appreciated the ways in which clinicians 
can be successfully misled and pressured to provide unneeded 
assessment and interventions, especially given the limitations 
of existing diagnostic tools. Finally successful protectors are 
aware this behavior is compulsive and addictive, likely to require 
clinical and social assistance for the individual with FDIA to 
refrain from engaging in their abusive behaviors and to become 
a safe caregiver. Health providers, legal professionals and family 
members who grasp these principles will be better able to use the 
available guidelines effectively to identify and protect victims, 
and to facilitate appropriate treatment of those with FDIA.
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