
                                       es   i     Revista de Investigación Clínica  /  Vol. 63, Núm. 3  /  Mayo-Junio, 2011  /  pp 253-262

Munchausen syndrome by proxy in Mexican children:
Medical, social, psychological and legal aspects

Jorge Trejo-Hernández,* Arturo Loredo-Abdalá,* José Manuel Orozco-Garibay*

* Clínica de Atención Integral al Niño Maltratado, Instituto Nacional de Pediatría.

ARTÍCULO ORIGINAL

A TCA B S T R A C T

in nIntroduction. The Munchausen Syndrome by Proxy (MSP),
is considered as an unusual less frequent variety of child
abuse (CA). In this type of abuse the perpetrators purposely
provide factitious information, tamper with specimens or ac-
tually induce an illness in a child. Nowadays, it is a clinical
entity described in pediatrics as more frequently than before.
Despite the fact of its presence worldwide, there are still prob-
lems in order to get an appropriate diagnostic. It is also diffi-
cult to handle both the clinical and legal aspects in various
countries. e tc vect vObjective.Objective. Make our academic fellows aware of
various pediatric, psychological, social and legal aspects of a
series of cases attended at the Clínica de Atención Integral al
Niño Maltratado from Instituto Nacional de Pediatría
(CAINM-INP), Mexico [Integral Clinic of Attention for
Abused Children, at National Institute of Pediatrics, Mexico].

       a      Material and methods. From a series of 25 cases, 18 mi-
nors of age were considered with this syndrome since we
found that they shared medical, psychological, social and legal
characteristics.   s l s   Results. 18 minors of age belonged to 14
families. 4 of those families had two affected children each
one.     These affected children were girls 13/18, predominant in
children under six years in 10/18. Syndrome expression was
distributed as follows: fever from a non determined origin, sei-
zures, chronic diarrhea, hematuria, and probable sexual
abuse. 14 children were hospitalized. In all cases, the aggres-
sor was the mother. The psychological evaluation of six
perpetrators revealed psychotic, histrionic, and compulsive-
obsessive traits. The socio-economic condition was low in 50%
of the cases. A legal demand was posed for seven patients in
which all the children remained under the custody of the
mother.   s s  n l  Conclusions. In Mexico, reports of CA have in-
creased within the last years according to experience. Some
complex forms as MSP require the participation of an inter-
disciplinary team for both diagnosis and integral attention.

   re  Key words. Munchausen Syndrome by Proxy. Factitious
disorder by proxy. Child abuse.

            u    o   n h   o  nSíndrome de Munchausen por poder en
s e  e   x : t  ds ex : e t  dniños mexicanos: Aspectos médicos,niños mexicanos: Aspectos médicos,

       i l   d g o   sociales, psicológicos y jurídicos

ENR E S U M E N

nnIntroducción.Introducción. El síndrome de Munchausen por poder
(SMP) es considerado como una variedad poco frecuente de
maltrato infantil. En esta forma de maltrato el perpetrador
proporciona a propósito información falsa, altera muestras o
induce una enfermedad real en el niño. Actualmente es una
entidad clínica cada vez más descrita en pediatría. A pesar de
su presentación a nivel mundial, aún existen problemas para
su diagnóstico, manejo clínico y legal en varios países. jObje-

otivo. Dar a conocer los aspectos médico-pediátricos, psicológi-
cos, sociales y jurídicos en una serie de casos atendidos en la
Clínica de Atención Integral al Niño Maltratado del Instituto
Nacional de Pediatría (CAINM-INP), México.   e i  a r  Material y

t smétodos. De una serie de 25 casos, se consideraron 18 me-
nores con este síndrome por reunir las características médi-
cas, sociales, psicológicas y jurídicas. t sResultados. Los 18
menores pertenecían a 14 familias, donde cuatro de éstas con-
taban con dos hijos afectados cada una. Fueron niñas 13/18,
predomino en menores de seis años en 10/18. La expresión
sindromática se distribuyó como fiebre de origen no determi-
nado, convulsiones, diarrea crónica, hematuria y probable
abuso sexual. Fueron hospitalizados 14 niños. En todos los
casos el agresor fue la madre. La evaluación psicológica en
seis perpetradores mostró rasgos psicóticos, histriónicos y ob-
sesivo-compulsivos. La condición socioeconómica fue baja en
50% de los casos. Se practicó denuncia legal en siete pacientes
y todos los niños quedaron bajo la custodia de la madre. ooCon-Con-

i nuclusiones. En México, los reportes por maltrato infantil han
aumentado en los últimos años. Algunas formas complejas
como el SMP requieren de la participación de un equipo inter-
disciplinario para su diagnóstico y una atención integral.

    b s .   Palabras clave. Síndrome de Munchausen por poder. Tras-
torno facticio por poder. Maltrato infantil.
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INTRODUCTION

Munchausen Syndrome by Proxy (MSP), also
known as factitious disorder by proxy, is a complex
and potentially deadly form of child abuse (CA).1

Even though this pathology is included since 1994 in
the Diagnostic Statistical Manual of Mental Disor-
ders, Fourth Edition (DSM IV) as a «Factitious di-
sorder by proxy» (FDP), there still persist numerous
difficulties for its knowledge and definition in the
pediatric group.2

After thirty years since the first description of
this pathology in Pediatrics, performed by Meadow,3

nowadays there are almost six hundred publications
of this phenomenon in world’s literature. Mainly
from countries with a high socio economic level of
development, such as: England, New Zealand, USA,
and recently Japan.4-8 However, in the so called
“third world countries”, this clinical entity is not
well known. As a result of this, it is also poorly des-
cribed.9-10

In Mexico there are isolated reports of patients in
the pediatric field and mental health.11,12 From tho-
se, reports of thirteen cases stand out that were at-
tended at the “Clínica de Atención Integral al Niño
Maltratado del Instituto Nacional de Pediatría
(CAINM-INP)”, where we emphasize the clinic ex-
pression, the characteristics of the minor and those
of the aggressor.13

Therefore, it is possible to suppose that pediatri-
cians, family doctors and general medics atten-
ding children, do not know this pathology, which is
also clinically diverse.

Since that time, there has been much discussion
as to whether the definition should apply to the pa-
rent, the child, or both.

Recently, the American Professional Society on
the Abuse of Children (APSAC) has recommended
that the child who is the victim of this abuse be
diagnosed with “Pediatric Condition Falsification”
(PCF) and that the term Factitious Disorder by
Proxy (FDP) be reserved for the psychiatric diagno-
sis of the caretaker who causes the abuse. The care-
taker often harms her child though PCF for
particular self-serving psychological needs. The
term Munchausen by proxy then refers to the abuse
caused by these two disorders. They termed the abu-
se of the child ‘pediatric condition falsification’
(PCF), which may or may not be associated with
FDP.

The APSAC guidelines, therefore, specify that
both FDP and PCF must be present for a diagnosis
of MSP to be made. PCF committed with intent

other than fulfilling psychological needs is therefore
not MSP, but should still, in most cases, be classi-
fied as child abuse, and appropriate reporting and
involvement of social services should take place.14

Yet, it is necessary to emphasize that in some ca-
ses it may be possible to be precise in diagnosing the
factitious disorder by proxy of the aggressor; none-
theless in other cases such a possibility is absent,
and that does not mean that the syndrome does not
exist. In this way, we cannot corroborate that this
element is always present.

In order to support in children the “Pediatric
condition falsification”, we use criteria proposed by
Rosenberg,15 which are the following:

• The presence of a simulated illness which the
children claim to suffer, caused by a parent or
somebody taking care of the children.

• Minor is presented for medical evaluation in a
persistent way, and usually giving rise to multi-
ple medical procedures which are not always ne-
cessary.

• Knowledge on the etiology related with the ill-
ness of the child is denied by the aggressor, des-
pite the fact that they possess information about
the case; and

• Both signs and acute symptoms tend to disap-
pear in the children once they are separated from
the aggressor.

The PCF is a form of child abuse, where the care-
giver causes injury to a child that involves unneces-
sary and harmful or potentially harmful medical
care. Any time that a dependent child is being hurt
by an adult’s action, child protective services should
become involved.

There is no typical presentation of PCF. Suspicions
may arise when parents misinterpret or exaggerate
normal behaviors, and true cases range from appa-
rent fabrication of reported symptoms to outright
fabrication of signs of disease.

Some authors classify clinical manifestations on
the basis of syndromes in order to facilitate medics
to suspect the diagnosis. This also permits medics to
establish a diagnosis. Of those syndromes, we can
point out some patterns of seizures which are ac-
companied with suffocation of caused apneas. There
is also a history of recurrent bleeding (hematemesis,
melen, hematuria), and the sudden alteration of the
state of consciousness (either somnolence or deep
comma). We can also find fever of an unknown ori-
gin where in some cases there is not an etiological
explanation. In other occasions we can identify alte-
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rations in a sample for laboratory tests (blood in
urine), the presence of medicines as either barbitu-
rate or tricyclic antidepressants in a blood level, or
the presence of an infectious persistent process for
non common germs.16-20 Actions of this sort are
usually caused by the mother as a consequence of an
important alteration of her personality.

This investigation aims at presenting to the medi-
cal community and paramedic the medical, psycholo-
gical, social and legal aspects of MSP syndrome
attended by CAINM-INP, through 2000-2007.

MATERIAL AND METHODS

An analytical, observational, and retrospective
study was done in 25 documented cases at CAINM-
INP. From them, 18 satisfied the bare four funda-
mental areas in the team interdisciplinary work
(pediatricians, psychologists, social workers and
lawyers). In this study both patients and families
were considered. Information was obtained from a
review of clinical files. In all cases diagnosed as
MSP we founded our research on established crite-
ria proposed by Rosenberg.15 Socio demographic va-
riables of the minors include: age, sex, nutritional
state (weight/size).

Clinical manifestations in children were grouped
according to symptoms present in this syndrome.
Psychiatric evaluation of those mothers who accep-
ted treatment was possible through interview and
criteria associated on the basis of DSM-IV.2

The socio-demographic status of families was stu-
died applying the Mc Master scale.21

The juridical condition of minors, family, and pos-
sible aggressor was based upon the report of a com-
petitive authority.

RESULTS

 a s csGeneral characteristics s s a cGeneral characteristics

Are described in table 1. Minors belonged to fema-
le sex 13/18 (72 %). The age studied went from 5
months to 12 years. Of those, four were lactating
children, six preschoolers students, three attended
primary school, and five teenagers.

Of all this, six presented associated malnutrition:
four of them in a moderate way, and two of them in
a severe way affecting size.

All 18 minors belonged to 14 families where four
of them counted with two affected children each one.

edi r c d ca  sPediatric medical aspectse i  d a  d r c c  sPediatric medical aspects

The main clinical manifestation which motivated
this study, made by diverse specialties, is descri-
bed in tables 1 and 2.

Average time for suspecting MSP was 14.1
months.

Clinical incoherence was the most observed diag-
nostic 11/18.

MSP was detected when children were hospitali-
zed 14/18 (78 %).

More than five subspecialists were consulted 16/
18 (89 %).

le . Table 1. e  l  . Table 1. Characteristics of victims of MSP.

Average gender and Family structure Symptoms reported among the Psychiatric evaluation Report to
age of victim at diagnosis when abused (No.) victims (Falsifications illness) accepted for the mother authorities

F 11ª (1) BM Fever of unknown No No
F 2ª11m (2) BM, FF Hemorrhagic syndrome No No
M 9m (3) BM Fever of unknown No No
F 5m (4) BM Chronic diarrhea Yes Yes
F 2ª 9m (5) BM Sexual abuse Yes Yes
F 4a; F 12a (6) BM Unconsciousness Yes Yes
M 10a (7) BM, BF Chronic diarrhea No No
M 3a; F 8a (8) BM, FF Seizures No No
F 2a 3m (9) BM Fever of unknown No No
F 10a; F 8a (10) BM, FF Hematuria No No
F 8a; F 11a (11) BM Sexual abuse Yes Yes
F 5m (12) BM Hypoglycemia Yes Yes
M 1a 11m (13) BM Chronic diarrhea Yes No
M 4a 10m (14) BM, BF Hematuria No No

  :  BM: Biological mother. FBF: Biological father. FFF: Foster father.
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Children were submitted to many invasive proce-
dures 14/18 (77 %). Studies were made on seven pa-
tients using anesthesia as: Computerized Axial
Tomography, gamma graph or esophagus-gastro-
duodenal series. Three of the children suffered a
biopsy; two of them suffered from an aspiration of
the medulla, and two were intervene with a surgery.

We could establish an association with physical
abuse in six cases, psychological abuse in four cases,
sexual abuse in two cases, and one case of negligence.

c o ca  pec sPsychological aspectsc a  e to c  p c sPsychological aspects

n  h cte i t  o  e a oGeneral characteristics of the aggressorn  h t   e  c e i t  o   a oGeneral characteristics of the aggressor

These characteristics can be reviewed in table 3.
From them we distinguish the following:

  e l  .Table 2. Pediatric characteristics MSP.

• Sex
Female 10/18

• Malnutrition
Moderate 4
Severe 2

• Provocation mechanism
Simulation 6
Induction 11
Simulation-induction 1

• Confirmed diagnosis
Clinical incongruence 11 (61%)
Separation of minor 4 (22%)
Conduct or actions against the child’s health 3 (16%)

• Site of diagnosis
Hospital 14 (77%)
As outpatient 4 (23%)

• Previous hospitalizations
Yes 13 (72%)

• MSBP-associated co-morbidity

• Number of consulted specializations
< 5 2 (11%)
5 to 10 11 (61%)
> 10 5 (28%)

• Invasive procedures
Yes 14 (77%)

• Association to other types of abuse 13/18
Physical 6
Sexual 2
Psychological 4
Negligence 1

• Siblings affected with similar illness
Yes 4 (29%)

    Table 3. Perpetrator’s characteristics MSP.

   an  e oClinical behavior

• Knowledge of medicine 6/14 (43%)
• Empathy with health personnel 7/14 (50%)
• History of MSP 5/14 (35%)

      o c  n  t i  i   p  Psychological and psychiatric aspects

• Psychological aspects n = 6
High IQ 4/6
Low self-esteem 4/6
Low frustration tolerance 5/6
Problems relating to people 4/6

• Psychiatric aspects n = 6
Psychotic traits 5/6
Hysterical traits 4/6
Obsessive-compulsive behavior 3/6
Paranoid traits 2/6
Schizophrenic traits 2/6

In all cases the aggressor was the mother.
Mechanisms to cause the problem in children

were, mainly, induction 11/18. Simulation was ob-
served in six cases, and both mechanism and simula-
tion (induction-simulation), were observed in one
case.

The level of medical knowledge these mothers had
was related to some sort of activity in this field: two
of them said they were doctors, one said she was a
social worker, one had knowledge as a nurse, ano-
ther belonged to the cleaning personnel at INP, and
another got information from the internet.

Seven mothers established a plain empathy with
the health personnel by means of gifts (four), invita-
tions to have meal (two), and one of them exhibited
a seductive behavior.

In 5/14 mothers were found to have suffered MSP
as children.

P y  n  y l l a u iPsychiatric and psychological evaluationy  n  y l u iP   l  aPsychiatric and psychological evaluation

We could only make a psychological evaluation in
six mothers. The other eight mothers did not colla-
borate either directly or indirectly for different rea-
sons. Some of them arrived late to appointments
saying that they did not have time. They also did
not complete tests since they were afraid of being
appointed as bad mothers.

It was necessary to point out that the intellectual
level of the mother was outstanding in three cases.
Self esteem was reported to be low in four, median-
average in one, and high in the other. We could esta-
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blish intolerance to frustration in five mothers. One
of them showed an aggressive behavior. The main
personality traits were: psychotic stages, hysteric
attitudes and obsessive-compulsive behavior. Two
mothers only presented a difficulty in socialization.

m  a pe tFamily aspects a tm  peFamily aspects

In table 4 we present both family and social cha-
racteristics. The socio economic condition was low
in 50% of the cases.

As the place of origin, 10 mothers lived in the Fe-
deral District, 2 in the State of Mexico, 1 in Aguas-
calientes, and 1 in Guanajuato. It is to be noticed a
single parent family in 9/14 (65 %).

Five mothers had a job (35 %). They possessed a
house of their own, 5/14 (35 %).

a  aLegal aspectsa   aLegal aspects

A legal demand was posed is seven patients. Five
demands were made by CAINM-INP team, and
two demands were made by the father. The CAINM-
INP team was followed in seven cases, and all pa-
tients returned to live with the mother since
‘authorities’ didn´t find basis for saying that there
was maltreatment or bad attention to children.

DISCUSSION

Even though worldwide MSP is still considered as
an uncommon entity of CA, publications of cases
with this pathology, compared with other forms of
maltreatment, is increasing. As a result, we have
more clinical evidence of the phenomenon.1,7,8

Due to the complexity of the clinical picture of
this pathology, it is very difficult to establish both a
frequency and real incidence of the syndrome. Al-
though CAINM-INP has developed an interdiscipli-
nary activity, in each of the 25 cases studied, only in
18 cases we could gather the necessary information
for inclusion in this study (Table 1).

The demographic variables studied in children
showed that the age of the victim can be a useful
indicator in this pathology. Patients have been
described since the first months of life, or through
the first decade of life. Usually, children under six
years old are the most frequently affected, which is
confirmed with the fact that 10/18 belonged to this
group of age.1,5,22 According to sex in victims, lite-
rature does not point out a noticeable difference. In
this study, we found that 13 out of 18 patients were
girls. We could not relate this phenomenon neither

to their age nor to their social status. Neverthe-
less, it is necessary to mention that in four cases
where we found that a brother had been victim of
MSP, all were girls. At the same time, from a group
of four families the youngest child was the most da-
maged (the number of hospitalizations, specialties
involved in interventions, and time of visit to hos-
pitals, were included data). This suggests that si-
blings are being inadequately protected by the child
protection process and that greater emphasis
should be placed on protection of these children ra-
ther than waiting for firm evidence of individual
abuse. It is important to establish that three of
this four cases corresponded to girls younger than
their sisters who were detected afterwards. Surely,
a major casuistic would let us find a more logical
explanation on this matter.

The nutritious state of the victim is an indicator
which is no very much studied in literature.23 We
found a sequence from moderate to severe state of
malnutrition in the third part of the 18 cases stu-
died. Generally, this phenomenon was caused by ca-
ses of chronic diarrhea as described.24 However, it is
quite possible that in the generation of this patholo-
gy other factors intervene as the chronic character
of the problem, as well as its co-morbidity in infec-
tions, neurological symptoms, and fever, mainly.23

Within the neurological context of some patients,
the physician must remember that clinical manifes-
tations tend to vary. We go from an apparent chro-
nic psychomotor delay till the sudden presence
of somnolence, seizures, or loss of consciousness
without an evident cause.

A feature of the syndrome is the delay in diagno-
sis. We found a mean time from onset of symptoms
to diagnosis of 14.1 months in our cases; this fin-
ding was similar to results described by Rosen-
berg.5,15 The early detections of the syndrome
remains a problem for the physician group. In this
regard, it is important to note the role of physicians
and other members of the team of health in the de-
tection and perpetuation of MSP. Physicians who
have a genuine desire to help the child and to esta-
blish a diagnosis must be aware that the very quali-
ties that make them good pediatricians may, in cases
of MSP, make them more vulnerable to manipula-
tion by the perpetrator. Several authors argue that
medical interest and active participation with the
child and parent(s) through the investigative and
diagnostic process is the crucial factor in the main-
tenance of the syndrome.25 If we as medical profes-
sionals do not recognize the cause of symptoms as
abuse, we contribute to the damage.
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As noted, the pediatrician is frequently a central
figure in perpetuating MSP abuse through unneces-
sary or harmful treatment. Therefore, a recommen-
ded strategy to stop the abuse is improvement in the
capacity to recognize MSP by the pediatrician and
the health care system; this will contribute in redu-
cing morbidity, the subsequent management must be
guided by a child maltreatment team.

Pediatric condition falsification can be carried
out through simulation (i.e., false reporting of
symptoms, chart falsification, or contaminating lab

    Table 4. Family and social aspects MSP. Families = 14.

• Age
Maternal Mean 32.5
Paternal Mean 33

• Mother’s marital status
 Separated 8 (57%)
Second partner 3 (21%)
Domestic partner 2 (14%)
Single mother 1 (7%)

• Mother’s education
Elementary 1 (7%)
Jr. High 3 (21%)
Sr. High 2 (14%)
Technical level 2 (14%)
University degree 6 (49%)

• Father’s education
Elementary 1 (7%)
Jr. High 3 (21%)
Sr. High 4 (29%)
University degree 2 (14%)
Unknown 4 (29%)

• Mother’s occupation
Housewife 9 (65%)
Teacher 2 (14%)
Employee 3 ( 21%)

• Father’s occupation
Employee 8 (57%)
Professional 1 (7%)
Unemployed 1 (7%)
Unknown 4 (29%)

• History of alcoholism
Father 4 (29%)

• Dwelling
Own 5 (35%)
Rented 3 (21%)
Shared with a relative 6 (49%)

samples), production of symptoms (that is, any ac-
tion that affects the child’s body), or both. Common
presentations include apnea, CNS depression, seizu-
res, bleeding, vomiting, diarrhea, fever, rash, aller-
gies, or psychiatric symptoms.

Before an acute chronic pattern of unconscious-
ness, it is necessary to discard a pharmacological in-
toxication, the tricyclic antidepressants should be
considered, or a case of hypoglycemia.12,18,26 We in-
sist in this last etiology from our experience in a
case which presented frequent loss of consciousness.
For this reason, this girl was attended in three diffe-
rent pediatric hospitals of the City and in four times
in the shock room of the INP.

In all the occasions we found hypoglycemia, and,
therefore, we made many studies in order to discard
an organic cause. Suspect about the fact that these
episodes were intentionally caused came out when
the girl was hospitalized and did not present hypo-
glycemia, yet the ‘illness’ came back again after 24
hour of being in her home. The hospitalization was
a consequence of that fact. The psychological study
of the mother showed that the mother suffered from
a psychopathic personality.

Diagnosis of the fabricated disease can be especia-
lly difficult, because the signs and symptoms are un-
detectable (when they are being exaggerated or
imagined) or inconsistent (when they are induced
or fabricated). Our review of cases suggests that in-
duced illness was the more reported. This may re-
flect the higher likelihood of more severe cases occur
in the hospitals. Induced illnesses included: poiso-
ning, medications given inappropriately, infections
related to injection of non-sterile materials into me-
dically placed lines or into the skin, starvation and
seizures from overdoses of medications.

The study of the syndrome is diverse because it
is diverse itself. Children were sent to the hospi-
tal,  which permits us to prove the initial
complexity of these cases since we could not co-
rroborate the appointed clinical pattern for the
mother. This must lead medics to suspect MSP.
So, it is very common that we misunderstand the
clinical approach in cases of MSP. For this matter
we can understand the intervention of numerous
groups of pediatricians and subspecialists.25,27 The
series of our study was composed by 10 subspecia-
lists. It also included a great quantity of labora-
tory tests, and diverse surgical procedures which
the patients were submitted to. This was done
with a single purpose: to identify an organic etio-
logy. With frequency health care professionals can
be seduced into prescribing diagnostic tests and
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therapies that are potentially injurious. Therefo-
re, any case in which PCF is strongly suspected
should be discussed with a multidisciplinary team,
including the hospital’s child protection team and
legal counsel, and a report should be made to
child protective services if indicated.

On the other hand, association with other moda-
lities of maltreatment, as sexual abuse, physical
abuse, negligence, as shown in our series of studies,
make difficult the specific diagnosis at the time of
adding the clinical characteristic data of this asso-
ciation.5,23,27

Despite de clinical severity observed in some pa-
tients, the difficulty in establishing a diagnosis, and
the fact that the mother was the mechanism of in-
duction, no one suffered any death. We must remem-
ber that the overall mortality from MSP has been
reported as 6-10%, but may be as high as 33% when
suffocation or poisoning is involved.     In addition, pe-
diatricians handling these cases should be more ca-
reful in order to prevent any fatalities.

Taking into account that in most cases the active
aggressor is the mother, we could determine that
this was the case in 18 patients. Therefore, it is quite
important to point out that before a clinical picture
as the mentioned above, we must both analyze and
consider the behavior of the mother with her daug-
hter. It is to be considered also the behavior of the
mother with personnel related to medicine: doctors,
nurses, paramedics, in order to register such beha-
vior as an important element to suppose and esta-
blish a diagnosis of MSP, according to ASPAC
criteria.1,14

In this last condition we must have in mind that
the mothers are apparently dedicated and tender to
their children. This is quite clear when another per-
son is present, mainly in the presence of health per-
sonnel. These women usually establish empathy
with doctors, nurses, and social workers, whom
they tend to show kindness, cooperation, and seduc-
tive behavior too.28

They are secure based upon the knowledge they
have about different clinical aspects having to do
with the supposed pathology of their son. It is ob-
vious that this behavior is a consequence of her per-
sonality problem. This is a characteristic that other
authors have determined already as well in six cases
evaluated in our series.29,30

In some cases of maltreatment we have described
that an abused child will be an adult who will mal-
treat their child, however, in the MSP it has not
been exactly studied. We should add that five of the
mothers suffered this kind of maltreatment, which

leads us to pose the hypothesis about the possibility
of generational transmission (which constitutes ma-
terial for investigation).

We could identify that in these women there is a
high intellectual level, usually above the average, as
we have already said. This is the reason why they
use the medical knowledge they achieved through
the pediatric attention of their child, which permits
them to understand and handle medical terminolo-
gy. They falsify both signs and symptoms of which
the patient does not suffer from. This constitutes a
key condition to attack the minor and convince me-
dical personnel that they must have a full dedica-
tion to their child. They also realize that these
mothers use any excuse to avoid the attention of a
professional of mental health for the evaluation that
is requested as it happens in other cases.31 In all six
cases studied we found that four of them had low
self esteem which explains their need to be accepted
as good mothers. A low tolerance to frustration in
five cases explains why they behave aggressively
against their closer relatives. They can also be men-
tally sick women suffering of mental instability31,32

(Table 3).
Though in general terms, it is very difficult to

psychologically study these mothers, doctors     atten-
ding these cases must raise awareness in mental
health professionals about the importance of dealing
urgently with these mothers. In order for them to
accept such handling, it is necessary to establish a
strategy of persuasion.

We have already said that in MSP there is a gene-
ral tendency of avoiding psychological evaluation
and psychological follow up in the case of mothers.
We have to remember that mothers are usually
afraid of the legal consequences since they are aware
of their lies. This does not mean that there is no
abuse, so the strategy is to count with an experien-
ced interdisciplinary team which knows how to deal
with this pathology in order to support diagnosis.1,27

To achieve that six mothers accept psychological
attention was a consequence of having implemented
a strategy done in CAINM-INP.

In some cases, a strategy that is helpful in the
diagnosis of MSP, is to separate the child from
the mother. This has been observed in four cases.
Therefore, medical personnel must observe and re-
cord the mother’s attitude with the child, either
when alone or before them.33

All this makes possible that we accomplish two
objectives: first, to confirm our suspect of MSP, and
second, to offer a transitory measure of protection
for the child. It is important to register this expe-
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rience in video since its efficacy has been proven in
other investigations.34

It is also clear that the identification of personali-
ty disorder in the mother would lead us to have a
proper therapeutic intervention.

The reproduction of this phenomenon in a bro-
ther is a situation described in 60 % of cases.1,24,33

In this study we could determine such an associa-
tion in four patients in establishing the diagnosis of
MSP in his four brothers.

The implications for the management not only of
the index children in cases of fabricated illness, but
also of the siblings, are clear. In a family where this
behavior has occurred, the risk to all children in the
family, of a variety of abuses and neglect, is high.

For this reason, medics attending these patients
must look for this associated risk.

The socio-family situation is an aspect which has
not been studied enough.6,24 More than half of the
cases belonged to mono parental families, when
the mother is separated from the father (Table 1 and
4). Despite his academic level, the mother does not
work in the majority of the cases. The main econo-
mic support was the father; sometimes a close rela-
tive. It is possible that this explains why 50% of
families under the study belonged to a low economic
level. However, this does not avoid considering the
fact that this syndrome can be present in other eco-
nomic classes.

Having found patients from four different states
of the Country, we can raise the point about the uni-
versality of the problem in Mexico. The fact that we
found most cases in the DF (Federal District), is be-
cause our institute has a major incidence according
to the high density of the population.

Six families lived in their grandparent’s house.
Other families lived with another relative. We tend
to believe that this pathology can also be observed
in populations of countries with emergent econo-
mies, within an urban environment, as much as
both with a labor and academic level going from
middle to high.9-10

One of the big problems of this type of maltreat-
ment is to be able to establish a complete interdisci-
plinary handle which can be adequate, while
protecting the child from further harm.34 The use of
a multidisciplinary team (including pediatricians
and subspecialists, nurses, social workers, the child
protection team, and hospital legal counsel) is es-
sential in this process.1,26 This is a similar situation
in developed countries in spite of the fact that there
is a more developed sensitivity in both the legal and
medical aspects.1,27

In Mexico it is mandatory, according to NOM-
190-SSA1-1999,35,36 to pose a judicial demand once
a diagnosis is established. Yet, we have experienced
frequently that clinical data of the victim and the
psychological evaluation of the mother cannot be
sufficient proof so that legal authorities consider
that there is MPS. Therefore, the authorities do
not issue an order to protect the child. The child is
not sent to an institution, or to a relative, in order
to achieve secondary support. This protection
should be provided by the state while the mother is
in psychiatric treatment. In seven denounced cases
this situation was verified since the authority deci-
ded to maintain the custody of the child in the
mother’s hands. This confirmed that the risk of re-
abuse in these children is high if they remain
unprotected. This is the reason we could not esta-
blish a proper coverage of the cases. The physical
condition of the children is unknown for that very
reason. There is a deep ignorance in Mexico about
the legal handle of this maltreatment.

If the parent’s care-seeking is harming the child
but the parent refuses to cooperate with the physi-
cian in limiting the amount of medical care to an
appropriate level, the state child protective services
agency should be informed. If the parent persists in
harming the child, medical child abuse should be re-
ported in the same way as physical and sexual child
abuse. Any time that a dependent child is being hurt
by an adult’s action, child protective services should
become involved.27

The judicial aspect of these patients is complex.
Not only for professionals dealing with this medical
pathology, but also for general attorneys and
lawyers who also ignore this pathology. This hap-
pens even in countries where it is supposed to have
a higher sensitivity before the problem.1,5,36

Efforts should be made from the medical area to
convince those who have power to decide that abuse
is real MSP, which is not uncommon, it should in-
cluded in the legal statutes as a separate species of
abuse/neglect, policies and procedures relevant to
MSP must be reviewed and that the formation of in-
terdisciplinary teams of health is essential.

So it is fundamental to sustain medically that the
etiology of the clinical pattern does not correspond
to an organic specific pathology. In some cases, we
can conclude that there is a mental disorder in the
mother, as it is pointed out by ASPAC. Such a disor-
der is of a high risk since the mothers appear to
have “a very good treatment of their child”, having
an empathetic behavior with the medical person-
nel.37,38
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The pediatrician is frequently a central figure in
perpetuating MSP abuse through unnecessary or
harmful treatment and in defending the seemingly
dedicated and loving parent. Our recommendation is
that for the diagnosis and management of child abu-
se cases in the medical setting “a pediatrician with
experience and expertise in child abuse should be
consulted”. If the physician has access to a multi-
disciplinary child protection team, the team can
help coordinate efforts to protect the child and faci-
litate communication with the state child protection
agency.

Finally, it is very important that the teams con-
sider in an objective manner the emotional impact
in the child, the family, and medical personnel, as
much as the economic impact in both the medical
institution and the family.39 Within this last sub-
ject, it is necessary to take into account the time of
hospitalization which can be extended in unpredic-
table ways, even for weeks or months. In some ca-
ses, the period of hospitalization elapsed till six
months.6,13,14

It has been reported that 75% of the morbidity to
the child ‘occurred in hospitals and at the hands
of the physician. Therefore, it is important to involve
all the treating physicians in the process to avoid in
a child unnecessary harmful or potentially harmful
medical care.

There also needs to be pediatric follow up of the
family, especially when the child remains in the care
of the perpetrator. This would usually be by the pe-
diatrician who made the diagnosis and is most fami-
liar with the abuse, or by a specialist in child
protection.

All aspects analyzed in this paper claim to offer
both to health personnel and judicial professionals
with clear information of this phenomenon. We
make an emphasis in the clinical aspects of the mi-
nor. We also pose an important signal upon the
emotional aspects of the mother, judicial problems,
and economical impact as a result of the syndrome.
This pathology permits the development of an inter-
disciplinary professional activity and the need for an
interinstitutional work which is mandatory to be fo-
llowed in XXI century.40

CONCLUSION

The MSP is a variety of maltreatment described
worldwide, each time reported more frequently. This
syndrome presents itself no matter the socio econo-
mic level of the families. It is a complex form of
child abuse (CA) requiring the participation of both

a specialized and interdisciplinary team in attending
this pathology. This work intends to enlighten
upon the subject of diverse medical aspects, and
also psychological, social and judicial traits of the
syndrome.
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