Anorexia by Proxy
Factitious disorder imposed on another, or child
abuse¢ The case of anorexia nervosa.
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Introduction
Munchausen syndrome by proxy (MSBP)

» MSBP is a serious psychiatric disorder, with 4 features (Meadow, 2002):

» The symptomology is fabricated or induced on another - fictitious
information about the child’s physical state, or directly producing
symptoms to him/her by mistreatment or poisoning.

» The child is presented to the doctor.
» The iliness is absent when the child is separated from the perpetrator.
» The perpetrator is acting out of a real need.



Diagnostics
Factitious disorder imposed on another (FDIA)

Only the perpetrator receives the diagnosis (APA, 2013).
The DSM-5 classifies it within “Somatic symptom and related disorders
The ICD-10 suggests it as a ,,Not otherwise specified form of child abuse” (WHO, 2004).
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As the child can be harmed from the parental mistreatment or from unnecessary
interventions, studies identity it as a deceptive form of child abuse (Gehlawat et al, 2015).



Factitious disorder imposed on another—ICD 11

1. Falsifying, or inducing medical, psychological, or behavioural signs, symptoms or
injury in another person, most commonly a child dependent, associated with
deception.

2. If a pre-existing disorder is present, the individual intentionally aggravates existing
symptoms, or falsifies or induces additional ones.

3. The individual seeks freatment, or presents the victim as ill, based on the falsified,
or induced symptoms.

4. The behaviour is not solely motivated by external rewards (WHO, 2018).
Exclusions:

» Other mental disorders explain the symptoms, e.g. malingering, delusional or
another psychotic disorder.

» Not just hidden motivations, objective falsification of symptoms (APA, 2013).



Can we speak about the case of
2<Anorexia by proxy syndrome” (ABPS)<¢

» Rare cases of comorbid AN, and MUnchhausen's syndrome (Bulik et al. (1996).

» The second most frequent disorder of the victims of MBPS were induced anorexia or
feeding problems (24.6% of all cases; Sheridan, 2003).

A three-step algorithm for diagnosing ABPS (Birmingham & Sidhu, 2007):
1. Is there a non-factitious disorder that can explain the anorexic symptomse

2. If no, all previous medical reports shall be obtained, hospital admissions,
treatments, and surgeries. Therapist should clarify, whether the parent’s asked for
discharge from the hospital against medical advice.

3. Are the child’s symptoms are congruent with MSBP, e.g. inconsistencies and
behaviors<¢

» ABPS can be distinguished, based on the classical anorexic features, e.g. the
intense fear of weight gain, body weight and shape misperceptions (Birmingham &
Sidhu, 2007).



Method

Literature review

Key phrase: “anorexia by proxy”; keywords: “anorexia” and “MUnchhausen” and
+Munchausen”

In the PubMed 24; in the Google Scholar 11 papers were relevant, until the end of
2020.

Counting the duplicates, 14 papers matched the exact topic in peer-reviewed
journals, most of them were case studies.

Cases from our clinical practice were also involved for a discussion.



(Some) former cases on anorexia by proxy

» Katz et al (1985): 17-year-old girl, BMI 15.6, with a severely underweight mother, who
described her daughter as overweight. The daughter was aware of her thinness.
When the daughter improved in the therapy, her mother began to feel distress that
gerself would put on weight. They described this as “anorexia by proxy”.

» Honjo (1996): severely malnourished 2-year-old child, whose mother complained
about the child’s overeating periods since the first year of her baby. She was afraid
her child is going to put on overweigh, therefore applied feeding restrictions.

» Russell et al (1998): measured the weight and height of anorexic mother and their
children — out of the 14 children 9 suffered from food deprivation.



Former cases on anorexia by proxy 2

Zamora and de Ugarte (2007): 19-year old patient, BMI: 11.5, whose eating
problems appeared at the age of 10. Her mother refused her to be weighed,
and claimed, that her thinness was related to stress. The daughter had no body
image misperception, and gave her consent to the nutrition at the hospital.

Birmingham and Sidhu (2007): 21-year-old, binge/purge AN. Her mother advised
her to reject the clinical treatment and enrolled her in a modelling school. The
patient recovered when she had moved out from the parental home.

Sadock and Sadock (2009): an anorexic mother, who restricted her child’s
nutrition due to her excessive fears of gaining weight.

Most of these studies reveal: hidden parental ED, coercion, and withdrawal from
freatment.



Motivations

Internal motivations: The child’s disease gives chance to demonstrate fake
parental skills and affectionate care.

Attention seeking and pseudo-superiority over other caregivers.

Secondary gains: drop-out from responsibilities, respect / reinforcement from the
deceived professionals (Ali et al, 2015; APA, 2013; Meadow, 2002).

As the disorder can have a homeostatic function, it is worthy to look on MSBP from
a systemic approach.



Characteristics of the families with FDIA

In 75% symptoms are produced by mothers (Sheridan, 2013).

Parental rejection, lack of love or attention, early fraumas, sexual abuse of the
mothers (Feldman, 2004).

Maternal anamnesis: 80% psychiatric disorder, hystrionic or borderline personality
disorders, 60% of them have fried to commit suicide (Bools at al, 1994).

Some cases begin after the child’s hospitalization.

Children: suffered from rejection, guilt, break of frust with the caregiver (Dye et al,
2013).

The parent uses the child as an ego-extension. Can symptoms reflect a pathological
enmeshment of the intra-familiar boundariese Unconscious anger towards the childe



Common features of cases seen In our unit

Less expressed body image concerns

Extreme low body weight with the direct life threatening status
Chronic clinical course, the bad outcome

Family secrets
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~dilent daughters” — children were reluctant to express any form of aggression as it would
have meant the surrender from the relationship
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Parental marriages were charged with marital and financial difficulties — the value of
food

External family boundaries were extreme rigid
Higher parental control and destructive messages
Ambivalent parental involvement with deficient compliance
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Arbitrary drop-outs with the leading role of the parents



Other relevant manifestations of FDIA

» “Orthorexia by proxy”: a one-year-old child in with life threatening condition (5
kilograms) was hospitalized — an inflexible vegan diet was imposed by the parents
(Andreis, 2016).

» ,Feederism”: the body fat becomes the object of sexual desire — the individual feeds
his/her partner, to a harmful extent (Giovanelli and Peluso, 2006).

» Fashion indusiry: agents force strong diets and excessive exercises, with both internal
ideals and financial interest in the background + often there's is a collusion with the
parents ,,tfo make a successful child” (Bogdar and Tury, 2019).



AN or AN by proxye

-Regular” AN - indirect, unintentional contribution

» Parental weight and shape attitudes influence the child’s eating and body concerns
(Patel et al, 2002).

» Some mothers with eating pathology misperceived their infants’ size (Stein et al, 1996).

» Parents with AN may wish their children to be thinner; and may force feeding or eating
patterns congruent with their false beliefs (Russel et al, 1998).

ABPS - direct, conscious influence of the child’s physical/mental health

» Criticizing the child for body weight and shape, or deprivation of normal food intake,
exaggerating symptoms, then taking him/her to doctors driven by internal incentives
(Meadow, 2002).

» FDIA cases cannot be better explained by another mental disorder — What about
parental AN?



The spectrum of FDIA in eating disorders

~
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The treatment of FDIA

Involve the caregiver and the child, combining family therapy and hospital
admissions (Dye et al, 2013; Stirling, 2017).

Long term psychiatric admission of the child, sometimes separation can be
required (Sanders and Brush, 2002).

Children may benefit from expressive therapies, discussion about rejection and
guilt; the mothers’ eating disorder shall be monitored (Russel et al, 1998).

Stirling’s (2007) suggestions:

>
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Review all medical charts, and provide expert consultation.

Cooperate with each professional, involve one with experience in child abuse as
well as social service agencies.

The whole family shall be involved in the freatment,

Provided that the whole family can guarantee the safety of the victim in their
home further on.



Conclusion

Family therapy is the primary treatment of young patients with anorexia nervosa.

Blaming the family as a cause is a pittall, as family is the biggest resource of
recovery.

In anorexia by proxy, a spectrum of parental involvement can be highlighted that
spans between a psychiatric disorder and child abuse.

When direct parental purposefulness can be observed, and classical anorexic
features are less apparent, special attention shall be payed to:

Previous medical reports,
Hidden parental features,
And to the possibility of FDIA mechanisms.



Declaration of interest

The authors declare that they have no conflict of interests.
Nofinancial support was received to conduct this manuscripf.

Ethical approval: Medical Research Council Scientific and Research
Committee (5692-2/2015/EKU).

The referred patients had given their written informed consent to be
involved in the anonymous cases.



References

Ali SN, Ali AN, Ali MN (2015) MUnchausen syndrome by proxy: the overlooked diagnosis. Journal of Ayub Medical College Abbofttabad, 27: 489-491.

American Psychiatric Association. APA. (2013). Diagnostic and stafistical manual of mental disorders. (DSM-5). Arlington: American Psychiatric Publishing.

Andreis E (2016) Il dilemma del bimbo sottopeso sottrato ai genitori vegani [The dilemma of the underweight child hospitalized against his parents’will]. Corriere della Sera. 141: 21.
Birmingham CL, Sidhu FK (2007) An algorithm for the diagnosis of MUnchausen’s syndrome in eating disorders. Eating and Weight Disorders. 12: 74-77.

Bogdr N, Tury F (2019) The fashion industry andeating disorders: the dangers of the catwalk. Cambridge: Cambridge Scholars Publishing.

Bools C, Neale B, Meadow R (1994). Munchausen syndrome by proxy: a study of psychopathology. Child Abuse & Neglect. 18: 773-788.

Bulik CM, Sullivan PF, Fear JL, Pickering A (1996). A case of comorbid anorexia nervosa, bulimia nervosa, and Munchausen's syndrome. International Journal of Eating Disorders,. 20: 215-218.
Dye MI, Rondeau D, Guido V, Mason A, O'Brien R (2013). Identifiation and management of Factitious disorder by proxy. Int J Nursing WrActicG'9: 435-442.

Feldman MD. (2004). Playing sick? Untangling the web of Munchhausen syndrome, Munchhausen by proxy, malingering, and factitiopus disorder. New York: Routledge.

Gehlawat P, Gehlawat VK, Singh P, Gupta R (2015). Munchausen syndrome by proxy: an alarming face of child abuse. Indian Journal of Psychological Medicine. 37: 90-92.

Giovanelli D, Peluso N (2006) Feederism: a new sexual pleasure and subculiure. In: Seidman S, editor. The Handbook of New Sexuality Studies. Oxford: Routledge. p: 309-314.

Katz RL, Mazer C, >33 IF (1985) Anorexia nervosa by proxy. J Pediat. 107: 247-248.

Meadow R (2002). Different interpretations of Munchausen syndrome by proxy. Child Abuse & Neglect. 26, 501-508.

Money J (1989) Paleodigms and paleodigmatics: a new 1$GZrGticAd construct applicable to Munchausen's syndrome by proxy, childabuse EwArjem paraphilias, anorexia nervosa, and other syndromes. Am J Psychother. 43: 15-24.
Moszkowicz M, Bjgrnholm KI (1998) FActitiZze illness by proxy BrGeGntin® as anorexia and polydipsia by proxy. Acta Paediat. 87: 601-602.

Patel P, Wheatcroft R, Park RJ, Stein A (2002). The children of mothers with GAtin® disorders. Clinical Child and Family Psychology Review, 5: 1-19.

Russell GFM, Treasure J, Eisler | (1998) Mothers with anorexia nervosa who underfeed their children: their recognition and management. Psychology &Medicine, 28: 93-108.

Sadock BJ, Sadock VA (2009) Kaplan and Sadock's comprehensive textbook of psychiatry, 9th ed. Philadelphia: >$9p3ncZs Williams & Wilkins. p: 1960.

Sanders MJ, Brush B (2002) Forensic assessment of iliness falsification, Munchausen by proxy, and factitious disorder, NOS. Child Malireatment. 7: 112-124

Aciz|GUE J (1995) Anorexia by proxy: are the children of anorexic mothers an at-risk group.2 Int J Eat Disord. 18: 371-374.

Sheridan MS (2003). The deceit continues: an updated literature review of MUnchhausen syndrome by proxy. Child Abuse & Neglect. 27: 431-451.

Stein A, Murray L, Cooper P, Fairburn CG (1996). Infant growth in the context of maternal eating disorders and maternal depression: a comparativestudy. Psychology & Medicine, 26: 569-574.
Stirling J (2007) Beyond Munchausen syndrome by proxy: Identification and tfreatment of child abuse in a medical setfing. Pediatrics. 119: 1026—1030.

World Health Organization. WHO. (2004). International classification of diseases and health related problems. ICD-10. Geneva: World Health Organization.

World Health Organization. (2018). ICD-11 for mortality and morbidity stafistics (2018). Geneva: World Health Organization.

Zamora MC, de Ugarte L (2007). Anorexia nervosa: a probable TActitiZze disorder by proxy. Eur Psychiat. 22:178.



Thank you for your kind attetnion!

TUry, F., Szalai, T. D., Szabd, K., & Abrahdm, I. (2020). Factitious Disorder Imposed on
Another or Child Abuse - the Case of Anorexia Nervosa (Former “Anorexia by Proxy
Syndrome”- a Review and Case Studies). Journal of Obesity & Eating Disorders, 6(2), 3-7.

DOI: 10.21767/2471-8203.100047

szalai.domotor@gmail.com



mailto:szalai.domotor@gmail.com

