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Abstract

Munchausen's Syndrome is a psychiatric illness in which patients create potentially life-threatening symptoms for the purpose of admission to a hospital or other primary 
gains. A 23-year-old male patient was admitted to the Inonu University, Turgut Ozal Medical Center Endocrinology Inpatient Unit with hypoglycemic attacks. The 
patient had hypoglycemia that required intensive dextrose infusion. Studies conducted after his hospitalization revealed that the patient intentionally injected himself with 
high doses of insulin in order to be hospitalized. A diagnosis of factitious hypoglycemia and Munchausen Syndrome (MS) was made. The patient was followed up with 
recommendations from the psychiatry department. Factitious hypoglycemia, resulting from deliberate usage of blood glucose-lowering medications in the absence of 
hyperglycemia, is characterized by frequent episodes of hypoglycemia and recurrent hospitalizations and causes a variety of severe symptoms. Typical signs include low 
blood glucose levels, suppressed c-peptide and pro-insulin levels, and inappropriately high insulin levels. The purpose behind the current case report is to emphasize the 
significance of considering MS in the differential diagnosis of patients presenting with hypoglycemia and, although it is more prevalent among females, to demonstrate 
that this psychiatric illness can also present itself among male patients.
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Introduction

Factitious hypoglycemia results from a deliberate attempt to lower 
blood glucose levels. It is more common among women with 
diabetes in their third and fourth decades [1,2]. Not only does it 
cause diagnostic difficulties for endocrinologists that encounter it, 
but it also leads to unnecessary testing and, therefore, increase in 
costs as clinicians try to exclude other causes of hypoglycemia [3].

Although MS is rare, it can be missed or misdiagnosed. Its 
prevalence is around 0.5-2% [4-6]. It has been reported that more 
than 50% of patients present with traumatic skin injuries or lesions 
such as injection [7]. Childhood abuse or neglect, poor parenting, 
marital problems, substance addiction, and stressful life events are 
factors that contribute to this behavior [8,9]. 

MS may be associated with substance abuse, mood disorders, 
anxiety, personality disorders, and a history of suicidal thoughts 
or suicidal attempts. Malingering, borderline personality disorder, 
delusional personality or other psychiatric diseases should be 
considered in the differential diagnosis.

Physical examination is usually non-specific. It may show 
abnormal vital signs such as tachycardia and hypothermia, and 
sweating may be observed on skin examination. In some patients, 
careful skin examination for skin lesions, hidden catheters and 
disturbances caused by insulin needle marks may help reveal this 
disorder [10-12].

Typical findings include low blood glucose levels, suppressed 
c-peptide, and an inappropriately high insulin level. Recognition 
of these psychiatric presentations is essential to stabilize patients 
and avoid unnecessary testing.

Herein, we present an unusual case of a young adult male patient 
without diabetes who was hospitalized for frequent hypoglycemia 
attacks.
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Case

A 23-year-old male patient was admitted to our clinic with 
complaints of generalized weakness, dizziness, sweating, and 
weight loss. The patient, who had present complaints for the last 1 
month, stated that his blood glucose levels measured by his father's 
glucose meter at home several times measured at around 40-55 
mg / dL and that he could have complaints both pre- and post-
prandially. He stated that he applied to different health institutions 
with this complaint, but a diagnosis could not be made. The 
patient's blood pressure was 110/65 mmHg, heart rate 124 beats 
/ min and respiratory rate 19 / min, temperature 37.8 ° C, oxygen 
saturation 98% at room air, and plasma glucose (PG) level  51 mg / 
dL. Electrocardiogram was normal sinus rhythm. Patients’ history 
did not reveal any other abnormalities. He stated that he had no 
history of allergy or illegal drug use. He reported that he smoked 
but did not drink alcohol. It was found that the patient's father had 
a diagnosis of type 2 diabetes mellitus (T2DM) and was using 
insulin for blood glucose regulation. The patient had a weak and 
debilitated appearance, and his body mass index was calculated as 
20 kg /m².

During the periond he was hospitalized, the patient developed 
hypoglycemia on three occassions. On the first occassion The 
patient's plasma glucose (PG) was 51 mg / dL and 500 cc infusion 
of %5 dextrose was administered immediately . Meanwhile, 
c-peptide was determined as 0.335 ng/ml, insulin as 2.00 uUL / 
mL, hemoglobin A1C (HbA1C) as 5.2%. Laboratory values of the 
patient at the time of admission are given in Table 1. On the second 
occassion , the patient’s  hypoglycemia was mild; blood glucose 
was measured as 65 mg/dL, c-peptide as  3.74 ng / ml, insulin as 
33 uUL / ml  and the patient’s hypoglycemia was resolved with 
200 cc of fruit juice, which contained 24.4 gr of glucose. The 
third occurance of hypoglycemia was more severe .When the 
symptoms recurred in the follow-up of the patient and fingertip 
blood glucose was measured as 33 mg / dl. The patient’s plasma 
glucose was measured as 35 mg/dl, c-peptide 0.412 ng / ml, insulin 
14.4 uUL / ml (Table 2). 100 cc of  %10 dextrose was administered 
immediately upon detection of hypoglycemia. This was followed 
by a 1000 cc infusion of %5 dextrose over 5 hours. It took about 
10 hours for the patient’s clinical status to improve following this 
third occurance. 
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Table 1. Patient’s laboratory test results before admission

Parameters Case Reference range

Glucose (mg/dl) 51 70-105

Sodium (mEq/L) 140 136-145

Potassium (mEq/L) 4.4 3.5-5.1

Chloride (mmol/L) 106 98-107

Creatinine (mg/dl) 0.8 0.57-1.25

Hemoglobin (g/dl) 16 13.6-17.2

Leucocyte (103/uL) 7.49 4.3-10.3

Insulin (uIU/ml) 2.0 0-29.1

C-peptide (ng/ml) 0.335 0.9-4

HBA1C (%) 5.2 4-6

TSH (U/ml) 4.26 0.35-4.55

sT4 (ng/ml) 1.26 0.83-1.43

Cortisol (ug/dl) 13.67 3.09-22.40

Somatomedin-C (IGF-1) 152 98.7-289

Abdominal tomography was performed to exclude any pancreatic 
mass or malignancy; there was no obvious pathology. Meanwhile, 
endoscopic ultrasonography (EUS) was planned for the patient 
for possible small pancreatic lesions that radiologically could not 
be determined. Also  the reason why the patient's temperature 
was 37.8 degrees could not be attributed to any cause such as 
infection or malignancy. In the follow-ups, repeated measures was 
normal.  Although the patient complained of weight loss,  it was 
not objectively confirmed  or observed  weigth loss, as the patient  

did not routinely weigh himself.  Being a contruction worker, his 
occupation involved serious physical expenditure.

Standard drug inquiry and screening was performed to exclude 
toxicity. Factitious hypoglycemia was considered in the patient 
and the patients was re-evaluated for possible injection sites on 
physical examination, but there were no apparent skin lesion. The 
patient and his relatives were interviewed separately. The patient 
stated that he did not apply insulin externally. The relative of the 
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Table 2. Patient’s laboratory test results before and after admission

Parameters 1.Control 2.Control 3.Control

Plasma glucose (mg/dl) 51 65 35

Insulin (Uul/ml) 2.0 33.1 14.4

C-peptide (ng/ml) 0.335 3.74 0.412

patient, after being informed about factitious hypoglycemia, stated 
that he detected a needle tip with an insulin pen (insulin aspart) 
among the belongings of the patient.

The patient stated that he was curious about the insulin injections 
of his father, who has a diagnosis of type 2 diabetes (T2DM). The 
patient's father's insulins were insulin aspart and insulin detemir. 
During his interview, the patient revealed that he was responsible 
for administering his father's insulin treatment. This situation can 
be interpreted as a situation that raises suspicion in terms of the 
patient's clinical presentation.When the patient was questioned 
in more detail, it was understood that he was experiencing some 
difficulties at home and at work. A psychiatric consultation was 
requested for the patient. Prior to the psychiatric evaluation, the 
patient was held under observation and prevented from accessing 
his father’s insulin. The patient did not develop hypoglycemia 
during the 48 hours he was observed.  During his psychiatric 
evaluation, the patient confessed he was self-administering 
his father’s insulin. The patient was evaluated and diagnosed 
with Munchausen Syndrome after the psychiatry interview 
and psychiatry outpatient clinic follow-up was recommended. 
Therefore, further examinations and testing planned for the patient 
were canceled. The patient whose blood glucose levels stabilized 
was discharged with the recommendations.

Discussion 

Munchausen Syndrome (MS) is a psychiatric disease in which 
patients harm themselves and create life-threatening symptoms 
for hospitalization or other primary gains and subconscious 
psychological motives [13,14]. In the diagnostic and statistical 
manual of mental disorders IV (DSM-IV), MS as factitious 
disorder includes three criteria: 1) deliberate production of physical 
or psychological signs or symptoms; 2) patient role assumption as 
motivation; and 3) lack of external benefits such as malingering 
[13].

The aim in MS is to adopt the role of the patient and to attract 
attention. For this purpose, they may show behavioral disorders 
and can cause severe health problems by harming themselves, 
either at their first attempt or until they receive a permanent 
medical injury. Patients with factitious hypoglycemia may 
experience complications of acute hypoglycemia, including 
cardiac arrhythmias, seizures, strokes, coma and eventually death, 
if they experience delays in accessing healthcare and blood glucose 
is not corrected immediately [15].

Managing a factitious hypoglycemia patient can be difficult. 
Therefore, it is important to provide a multidisciplinary approach 
and have a team that includes doctors, nurses, psychiatrists, and 

even pharmacists, as many patients may be lost during follow-up 
after diagnosis [4,8].

Most patients cannot control their self-injurious behavior. It is 
important to know the timing of a psychiatric consultation in order 
to have a non-judgmental approach to communication and carry 
out appropriate, supportive treatment and discharge planning. 
Being a healthcare worker, having a complex medical history, 
history of adolescent illness and childhood stresses, comorbidities, 
substance abuse, mood or personality disorders, history of a 
parent's factitious disorder, are various risk factors associated with 
factitious disorder [4,6,16].

Studies have shown that antidepressants and antipsychotics are 
not helpful in treating factitious disorders. The most effective of 
treatment for such patients, is long-term psychotherapy with a 
psychiatrist. However, even if they accept their diagnosis many 
patients will not accept to be seen by a psychiatrist [1].

Suspicion of factitious hypoglycemia in this patient arose from 
the patient’s history of multiple admission to various hospitals 
with pre- and post-prandial hypoglycemic attacks during the last 
month, from the relationship with his insulin-dependent diabetic 
father, and from laboratory parameters (PG, C-peptide, insulin) 
supporting this diagnosis. Prolonged dextrose infusion and 
monitoring of serum glucose levels every 1-2 hours were required 
to stabilize hypoglycemia.

C-peptide is formed by the cleavage of endogenous pro-insulin 
to form insulin. Therefore, exogenous insulin administration will 
suppress pro-insulin production and result in a low c-peptide. The 
insulin / c-peptide ratio will be greater than 1.0 (normally this 
ratio is <1). In our patient, insulin / c-peptide ratio was > 1, with 
high insulin and low c-peptide levels. In addition, there was no 
pancreatic mass suggestive of insulinoma on abdominal computed 
tomography (CT) scan.

While the Munchausen Syndrome is more common among women, 
it is also noteworthy that our patient is a male.

It is important that Munchausen Syndrome is considered in the 
differential diagnosis of patients presenting with hypoglycemia. 
Recognition of relevant psychiatric disorders is essential to 
stabilize these patients and to avoid unnecessary testing. We 
deemed it appropriate to present this unusual case in order to draw 
attention to the fact that it is possible to observe this disease among 
adult males and to emphasize that it is possible to reach a correct 
diagnosis with a multidisciplinary approach.
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