
Case Report 

When the Labs Don’t Add Up: 
Factitious Disorder and Successful Treatment 

Garrett Hill, MA; Spencer Milanak, BA; Kaushal Shah, MD; Gregory Noe, MD; and Sahil Munjal, MD 

F actitious disorder (FD) is a 
condition in which patients 
knowingly deceive others by 

appearing ill, impaired, or injured 
without obvious external reward. FD 
disproportionately affects women 
(66.2%)1 and impacts 1%–2% of the 
US population.2 FD is estimated to 
cost the US health care system 
$40 million/year; however, this figure 
is likely an underestimate due to 
the challenges in diagnosing and 
reporting FD accurately.3 FD requires 
clear evidence that a patient is 
intentionally fabricating symptoms, 
and the absence of overt illness- 
inducing behavior makes the diagnosis 
challenging. Furthermore, research is 
limited on differing management 
strategies for FD. We describe a case 
that demonstrates successful long- 
term treatment of FD and highlights 
the complexities of diagnosing and 
managing this disorder. 

Case Report 
Ms H is a 37-year-old woman with 

a history of a congenital atrial septal 
defect, recurrent supraventricular 
tachycardias, postural tachycardia 
syndrome, seizure disorder, and iron 
deficiency anemia with port 
placement. Following a week of 
nausea, vomiting, and diarrhea, 
Ms H presented to the emergency 
department (ED) with recurrent 
syncope and acute kidney injury. 
Chart review revealed that she was 
hospitalized a month ago with similar 
symptoms and diagnosed with digoxin 
toxicity, and her home digoxin was 
discontinued. However, upon current 
hospitalization, a detectable digoxin 
level of 1.2 ng/mL (0.8–2.0 ng/mL) 
was observed despite reported 
discontinuation (half-life = 36 hours). 
This level increased to 1.3 ng/mL the 

next day despite fluid resuscitation. 
Toxicology consultation ruled out 
alternative explanations, suggesting 
active digoxin ingestion, potentially 
even during hospitalization. 

The inpatient team’s primary 
physician, with whom the patient was 
already established as her outpatient 
primary care physician (PCP), 
consulted psychiatry. Ms H 
denied psychiatric symptoms, 
interpersonal or financial stressors, or 
a history of trauma. She was diagnosed 
with FD, and intensive outpatient 
follow-up with her PCP was 
recommended to avoid the misuse of 
medical resources. Four days after 
discharge, she met with her PCP, who 
made deliberate attempts to control 
the patient’s FD with frequent visits 
and limited medical workup. Over the 
next 20 months, Ms H was seen in the 
clinic biweekly. 

Prior to outpatient involvement, 
the patient was seen in the ED every 
1.6 months. These visits included 
concern for pyelonephritis, myalgias, 
dizziness, bacteremia, and dyspnea. 
After biweekly PCP follow-up, the 
average length of time between ED 
visits increased to 3.3 months, with no 
recorded concern for FD. 

Discussion 
Ms H’s case is a clear 

demonstration of the challenges that 
FD can present to the health care 
system. It is rare to have objective 
data for FD; however, the patient’s 
rising digoxin levels amid reported 
discontinuation and toxicology consult 
provided clear evidence that the 
patient was engaging in factitious 
behavior. Our case is consistent with 
the typical FD demographic, as she was 
female, in her mid-30s, and worked in 
health care.1 Unusually, cardiac FD 

presentations are more likely to be 
falsely reported, rather than induced 
as in our case.1 This case represents a 
data point in favor of extensive 
outpatient monitoring. While Ms H 
did not engage with outpatient 
psychiatry, she was compliant with 
biweekly PCP visits, resulting in a 
significant decline in resource 
utilization. 

Given that previous studies have 
elucidated FD’s poor prognosis,3 

clinicians can be limited in 
management strategies. 
Psychotherapy is recommended; 
however, getting patients to agree 
to therapy can be challenging, as 
confrontation often provokes 
more elaborate manipulation or 
discontinuation of care.4–6 While 
medications may be warranted in 
treating comorbid psychiatric 
conditions, they have not proved 
efficacious for FD alone.7 This case 
demonstrates that, while highly 
involved, close PCP follow-up can be 
effective at reducing the cost that FD 
places on EDs and inpatient 
physicians. 

Conclusion 
FD is a complex condition 

to diagnose and manage. A 
nonconfrontational strategy with 
primary care coordination may 
represent an effective approach to 
caring for FD patients. 

Article Information 
Published Online: January 27, 2026. 
https://doi.org/10.4088/PCC.25cr04038 
© 2026 Physicians Postgraduate Press, Inc. 
Prim Care Companion CNS Disord 2026;28(1 ):25cr04038 
Submitted: July 4, 2025; accepted September 8, 2025. 
To Cite: Hill G, Milanak S, Shah K, et al. When the labs 
don’t add up: factitious disorder and successful treatment. 

Prim Care Companion CNS Disord 2026;28(1 ):25cr04038 | Psychiatrist.com 1 

Posting of this PDF is not permitted. | For reprints or permissions, contact 
permissions@psychiatrist.com. | © 2026 Physicians Postgraduate Press, Inc. 

https://doi.org/10.4088/PCC.25cr04038
https://www.psychiatrist.com/pcc
https://www.psychiatrist.com/pcc
https://www.psychiatrist.com/pcc
https://www.psychiatrist.com
mailto:permissions@psychiatrist.com


Prim Care Companion CNS Disord 2026;28(1 ):25cr04038. 
Author Affiliations: Wake Forest University School of 
Medicine, Winston-Salem, North Carolina (all authors). 
Corresponding Author: Spencer Milanak, BA, Wake 
Forest University School of Medicine, Winston-Salem, 
North Carolina (smilanak@wakehealth.edu). 
Relevant Financial Relationships: None. 
Funding/Support: None. 
Patient Consent: Consent was received from the patient 
to publish this case report, and information has been 
de-identified to protect patient anonymity. 

References 
1. Yates GP, Feldman MD. Factitious disorder: 

a systematic review of 455 cases in the 
professional literature. Gen Hosp Psychiatry. 
2016;41:20–28. 

2. Reinfeld S, Sfreddo HJ, Yao Q, et al. Consideration of 
factitious disorder in management of patients with 
autoinflammatory disease. J Nerv Ment Dis. 2023; 
211(4):334–336. 

3. Jaghab K, Skodnek KB, Padder TA. 
Munchausen’s syndrome and other factitious 
disorders in children: case series and literature 
review. Psychiatry (Edgmont). March 2006;3(3): 
46–55. 

4. Eastwood S, Bisson JI. Management of factitious 
disorders: a systematic review. Psychother Psychosom. 
2008;77(4):209–218. 

5. Plassmann R. Inpatient and outpatient long-term 
psychotherapy of patients suffering from factitious 
disorders. Psychother Psychosom. 1994;62(1-2): 
96–107. 

6. Hausteiner-Wiehle C, Hungerer S. Factitious disorders 
in everyday clinical practice. Dtsch Arztebl Int. 2020; 
117(26):452–459. 

7. Carnahan KT, Jha A. Factitious Disorder. In: StatPearls 
[Internet]. StatPearls Publishing; 2023. https://www. 

ncbi.nlm.nih.gov/books/NBK557547. Accessed 
February 8, 2025 

Scan Now 

Cite and Share 
this article at 

Psychiatrist.com 

Posting of this PDF is not permitted. | For reprints or permissions, contact 
permissions@psychiatrist.com. | © 2026 Physicians Postgraduate Press, Inc. 

2 Prim Care Companion CNS Disord 2026;28(1 ):25cr04038 | Psychiatrist.com 

Milanak et al 

mailto:smilanak@wakehealth.edu
https://www.ncbi.nlm.nih.gov/books/NBK557547
https://www.ncbi.nlm.nih.gov/books/NBK557547
https://www.psychiatrist.com
mailto:permissions@psychiatrist.com
https://www.psychiatrist.com/pcc
https://www.psychiatrist.com

	When the Labs Don’t Add Up:
	Case Report
	Discussion
	Conclusion
	References


