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Resource implicatlois of Munchausen's syndrome

SIR: The report by Drs Powell & Boast (Journal,
February 1993, 162, 253â€”256)describes a man with
Munchausen's syndrome and the resource impli
cations of his case. I would like to comment on their
proposed treatmentusingthe provisionsof the
Mental Health Act 1983.

Firstly, he may not be legally detainable. Even if it
is accepted that he is suffering from psychopathic
disorder,asdefinedintheAct,itisarguablewhether
detention is necessary, either for his health and
safety, or for the protection of others (as described,
the main threat he poses to others is the squander
ing of public funds). Neither is it clear that treat
ment is likely to alleviate his condition or prevent
a deterioration. They describe his condition as
â€œ¿�treatment-resistantâ€•,and an aggregated three years
of psychiatric admission seems to have conferred no
benefit.

Their ethical justification for detention is that his
behaviour is â€œ¿�notvolitionalâ€•and so requires a pater
nalistic approach. It seems from their article that this
behaviour is deliberate and purposeful. The lifestyle
adopted by Munchausen patients, while not one that
would appeal to most professional commentators,
does have obvious rewards â€”¿�accommodation, com
pany, and status enhancing professional attention
etc. â€”¿�which make it likely to be a matter of choice.

Ultimately, their justification for detention is that
by treating this man his quality of life would be
improved and he would present less of a strain on
public resources. The rationale for what they admit is
a speculative treatment programme of coping skills,
social skills, training, and education can be seen;
but there is scant empirical evidence that such a pro
gramme is likely to change his behaviour. Further
more, to benefit from such a programme he would
need to actively participate, and it is difficult to see
the place that legal compulsion can play.

The authors quantify the financial costs of his
behaviour to date, but do not estimate the costs of
their proposed treatment. It would seem that there is
a danger of concentrating the financial burden which
this man represents within one area and, by having
continuous rather than intermittent hospitalisation
for an indefinite period, possibly increasing the
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Decline in the incidence of schizophrenia

SIR: Kendell eta! (Journal, February 1993, 162,212â€”
218) make a spirited attempt to explain away their
findings of a decline in the incidence of schizophrenia
in Edinburgh between 1971 and 1989. Adjustment
for out-patients and â€œ¿�delayeddiagnoses attributed
to year of diagnosisâ€•(their Table 2) altered the trends
for men, but women still showed a 35% decline in
incidence over the period under study. Futhermore,
the authors report evidence of a change in diagnostic
habit between 1971and 1989for men and early-onset
cases, but state that a similar effect was not seen for
women and later-onset cases.

Thus, it appears the case for the decline in rates
being spurious does not hold up, for women at least.
It is of interest that in Ireland, Waddington &
Youssef (1992) found the relative risk of schizo
phrenia for persons born between 1940 and 1969,
compared with those born between 1920 and 1939, to
be 0.63, and that this effect was significant only for
women and later-onset cases. It is also intriguing that
in an analysis of the â€œ¿�schizophrenogeniceffectâ€•of
the 1957 influenza epidemic, O'Callaghan et a!
(1991), using data from England and Wales, and
Mednick et al(1990), in a reanalysis of Scottish data,
found the effect to be confined to women. Such find
ings should reinforce, to schizophrenia researchers,
that the disease affects men and women differently,
and that consideration of such differences could pro
vide useful clues to the aetiology of the condition
(Castle & Murray, 1991).
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overall costs while offering a very limited prospect of
any long-term change in his behaviour.

In summing-up, I feel that compulsory treatment
of Munchausen patients cannot be legally, ethically,
clinically, or financially justified. However, I agree
with the authors that such persons have tended to be
neglected, if not rejected, and more efforts should be
made to engage them in voluntary treatment which
can then be properly assessed for its efficacy and
cost-effectiveness.
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detention merely to avoid straining the public
purse. However, more effective use of resources
might achieve both these results and is always
desirable. Since the patient has profited in the past
from relatively unstructured therapy, it is not
unreasonable to suggest that he might improve
with the treatment programme described. There is
evidence that patients can show clinical improve
ment without actively participating in a behav
ioural therapy programme. Moreover, most
detained patients (and this patient in particular)
cooperate to some degree in their treatment. We do
not argue that continuous hospitalisation for this
case, or for Munchausen patients in general, is
either necessary or appropriate.

The authors have not presented a full economic
evaluation of this man's treatment. In view of
the expense of forgone opportunities to public
services and private individuals, the underestimate
of direct costs to the National Health Service,
and indirect costs (e.g. the halting of a rail net
work), it is probable that this patient consumes
more resources than would be needed to attempt to
treat him. It is one of the central tenets of health
service contracting that expenses are concentrated
â€œ¿�inone areaâ€•as this practice improves clinical
services and accountability. Under the previous
system, the dispersal of costs led to their being
obscuredand encourageda therapeuticallynihilis
tic approach.
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Aumoas' REPLY:Although the central theme of our
paper was that of resources wasted by dysfunctional
medical systems, Dr Black's sweeping assertions
cannot go unchallenged. We continue to believe that
detention could be legally justified under the cate
gory â€˜¿�psychopathicdisorder'. This is defined in the
Mental Health Act 1983 as â€œ¿�apersistent disorder or
disability of mind (whether or not including signifi
cant impairment of intelligence) which results in
abnormally aggressive or seriously irresponsible con
duct on the part of the person concernedâ€•. There
is ample evidence that our patient displays these
features. As a result of his disorder, he has sustained
numerous physical injuries of such severity that his
safety is endangered and his health impaired. He
has assaulted people and behaved dangerously (e.g.
running in traffic), making him a risk to others. In
addition, Dr Black points out correctly that compul
sory treatment must be likely to alleviate the con
dition or prevent a deterioration. The authors are
aware of two periods of detention during which his
behaviour significantly improved, and although he is
treatment-resistant this is not the same as an inability
to benefit from any therapy.

The philosophical debate regarding whether a per
son's behaviour is volitional or determined is familiar
in respect to Munchausen patients. One danger in
such an approach is that patients deemed responsible
for their unpleasant actions can easily be treated
punitively or rejected, as sometimes happens to
patients who harm themselves. One objective of our
report was to avoid the traditionally polarised, moral
view but, rather, to take a pragmatic perspective.
Furthermore, simply because an individual behaves
in an apparently wilful manner does not exclude him
or her from having a psychiatric disorder, and one
that might respond to treatment.

We agree with Dr Black that a central aim would
be to improve quality of life, but we do not advocate
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Mental disorders and adaptive behaviour in people
with Down's syndrome

SIR: We read with interest the two related articles by
Collacott et a! (Journal, November 1992, 161, 671â€”
674) and by Collacott (Journa/, November 1992, 161,
675â€”679),reporting the occurrence of psychiatric
disorders and changes in adaptive behaviour in
people with Down's syndrome. Although the articles
enhance our understanding of mental disorders in
people with Down's syndrome, there were a few
methodological flaws in both studies.

The authors fail to say whether the diagnosis of
Down's syndrome was cytogenetically confirmed or
not and, if so, of what type. Just as people with a
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