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The usual understanding of a consultation 

expects that a patient will come to see a doctor be-

cause they have a physical problem and that the doc-

tor will make a diagnosis and offer a cure. In reality 

this is often not the case as complex psychological 

issues may influence the way patients present their 

symptoms. Exploring their ideas, concerns and ex-

pectations can help to reach the correct underlying 

diagnosis and avoid numerous expensive and some-

times dangerous unnecessary tests, treatments and 

investigations. Giving the patient an open question 

such as “How can I help” and then letting them 

speak uninterrupted for 60 seconds which often be 

very revealing.  

Keywords: medically unexplained visual 

loss, Munchausen, hypochondriac, malingering, 

conversion disorder. 

 

 
Резюме 

КОЛИ ПАЦІЄНТ ЗВЕРТАЄТЬСЯ ДО ЛІКАРЯ,  

ЧИ ЗАВЖДИ ВІН ХОЧЕ ДІАГНОСТИКИ ТА ЛІКУВАННЯ?  

ОСОБИСТИЙ ПОГЛЯД НЕЙРООФТАЛЬМОЛОГА 

Ben Burton 
Університетська лікарня James Paget, Грейт-Ярмут, Норфолк,  

Сполучене Королівство 

Звичайне розуміння консультації припускає, що пацієнт приходить до лікаря, 

тому що у нього є проблеми зі здоров'ям, і що лікар поставить діагноз і запропонує лі-

кування. Насправді це часто не так. Складні психологічні проблеми можуть впливати 

на спосіб пацієнтів представляти свої симптоми. Вивчення ідей, проблем і очікувань 

пацієнта може допомогти дістатися до правильного основного діагнозу та уникнути чи-

сленних дорогих і непотрібних обстежень, та іноді небезпечних методів лікування. За-

дайте пацієнту відкрите питання: "Як я можу допомогти вам?", а потім дозвольте йому 

безперервно говорити протягом 60 секунд. 

Ключові слова: безпричинна втрата зору, Мюнхгаузен, іпохондрія, симуляція, 

конверсійний розлад. 
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Резюме 

КОГДА ПАЦИЕНТ ОБРАЩАЕТСЯ К ВРАЧУ,  

ВСЕГДА ЛИ ОН ХОЧЕТ ДИАГНОСТИКИ И ЛЕЧЕНИЯ?  

ЛИЧНЫЙ ВЗГЛЯД НЕЙРООФТАЛЬМОЛОГА 

Ben Burton 
Университетская больница James Paget, Грейт-Ярмут, Норфолк,  

Соединенное Королевство 

Обычное понимание консультации предполагает, что пациент приходит к врачу, 

потому что у него есть проблемы со здоровьем, и что врач поставит диагноз и предло-

жит лечение. В действительности это часто не так. Сложные психологические пробле-

мы могут повлиять на способ пациентов представлять свои симптомы. Изучение идей, 

проблем и ожиданий пациента может помочь добраться до правильного основопола-

гающего диагноза и избежать многочисленных дорогостоящих и ненужных обследова-

ний, и иногда опасных методов лечения. Задайте пациенту открытый вопрос: “Как я 

могу помочь вам?”, а затем позвольте ему непрерывно говорить на протяжении 60 се-

кунд. 

Ключевые слова: необъяснимая потеря зрения, Мюнхгаузен, ипохондрия, си-

муляция, конверсионное расстройство.  

 

 
 

Any child can tell you that a person gets 

poorly, they go to see a doctor, the doctor 

makes a diagnosis and gives them medicine 

or an operation and they usually get better. 

This traditional model has been taught in 

medical schools for centuries and serves its 

purpose well for many patients. What is less 

well described is the large group of patients 

who do not fit this model and what we should 

do about them. 

Every specialty has its own patient popu-

lation whose disease pattern does not fit with 

what we know about anatomy, physiology 

and established organic pathology. In neurol-

ogy there are non-epileptic attacks, function-

al weakness, atypical tremors and many 

more. Ophthalmologists see medically unex-

plained visual loss (MUVL) and tunnel vi-

sion which defies the laws of physics. 

Proving that the symptoms do not have a 

physical cause is often trivial and many times 

I have seen a triumphant ophthalmologist 

declare that they have caught the patient out 

and proved that they are making up or im-

agining their symptoms. Sadly, this is often 

where the consultation ends, with the patient 

dismissed shame faced and labelled mad or 

malingering. 

These patients can pose a difficult chal-

lenge to help and understanding the different 

reasons why patients develop non organic 

illness is key to being able to offer any useful 

advice. 

They broadly fall into 4 groups, Mun-

chausens [1] (a borderline personality disord-

er), anxious patients (hypochondriac), malin-

gerers and conversion disorder. 

Munchausens 
When seeing a patient, yourself for the 

first time it is essential to have read the pa-

tients old notes. Munchausens, now called 

factitious illness disorder, is a condition 

which sooner or later results in copious 

notes. These patients deliberately mimic rec-

ognized symptoms of illness, perhaps gaining 

something from the attention of the caring 

medical staff; at some level they are aware 

they are misleading their doctor. Unex-

plained abdominal pains or blood in the urine 

with no cause found are common in the past 

medical history. They often present at un-

usual times like Sunday night when few se-

nior staff are around resulting in junior doc-

tors, who can’t explain what is going on hav-

ing to admit the patient for tests. Descriptions 

of symptoms may be textbook, but details of 

previous hospitals where they have been seen 

are sometimes sketchy. Attempts to corrobo-

rate their story by contacting their previous 

hospital can be frustrating. Previous hospitals 
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often have no knowledge of the patient or the 

doctor who allegedly treated them. Mun-

chausen patients are uncommon but it is an 

important diagnosis to make as significant 

harm in the form of unnecessary treatment, 

even surgery, can be inflicted on patients 

where the diagnosis is missed. 

Anxious 
Anxious or hypochondriac patients are 

very common. In eye clinics we may see pa-

tients who are anxious about developing 

brain tumors or multiple sclerosis, often trig-

gered by a relative or close friend being di-

agnosed with the condition or by working 

with a group of patients who are severely 

disabled by their condition. Junior healthcare 

professionals such as pharmacists, nurses and 

physiotherapists are at particular risk. What 

they rarely do is come in saying I have a 

friend with multiple sclerosis (MS) and I 

want reassurance that I haven’t got it. Instead 

they follow the traditional model of present-

ing with symptoms (anxiety induced) of their 

understanding of the presentation of MS. Un-

til we figure out their concerns and specifi-

cally say “we have considered a diagnosis of 

MS and can categorically reassure you that 

you haven’t got it”, they keep coming to clin-

ic or go and see another doctor. Even then 

they may not be happy. We need to under-

stand their expectations; if they are expecting 

a scan of their head and you don’t offer one 

they are unlikely to be satisfied. There are of 

course dangers of doing unnecessary tests 

and it may not always be in the patient’s best 

interests to have a scan they don’t need; this 

is a difficult judgement which is not helped 

by increased litigation in medicine. 

Somatisation 
There are several broad patterns that we 

commonly see and I don’t like diagnosing 

any type of medically unexplained illness 

without some sort of underlying cause or 

secondary gain being evident, and prefer to 

see a history of other non-organic episodes in 

the notes. This is particularly true for soma-

tisers or conversion disorder patients. With 

any consultation I find it helpful to start with 

an open question to the patient such as “what 

is happening” and then let the patient talk for 

at least 60 seconds (the golden minute) unin-

terrupted. The first thing they say may not be 

their real concern but they often throw in a 

clue if you let them speak. This may be a 

brief remark about stress, or relationships or 

money worries and it is often revealing to 

follow up on these seemingly unimportant 

comments. A patient might come in com-

plaining of loss of vision for the last 6 

months which came on shortly after their 

husband started working in another town. An 

innocuous remark but further inquiry might 

reveal a relationship which was breaking 

down due to financial stress and the husband 

contemplating divorce. Perhaps, since the 

loss of vision happened, he has worked clos-

er to home and been much more attentive? 

Perhaps even receiving a “carer’s allowance” 

(money from the government) to help him 

look after his wife. The last thing the couple 

are likely to want is to be told that there is 

nothing wrong with her and that she is mak-

ing it all up. The bizarre thing is that there 

seems to be minimal effort to fool the doctor. 

The patient will be unable to read the largest 

letters on a vision chart but may keep a meti-

culous journal with tiny hand writing which 

she makes no effort to conceal. These are not 

malingerers who are trying to fool anyone, 

they genuinely believe that they can’t see and 

perhaps at some subconscious level they 

can’t. It is as though their subconscious has 

stepped in to take control and only allow 

them to see when it is in their best interests to 

be able to. This seems an alien concept to 

many, but we are quite happy to accept a pa-

tient with fear of heights being quite able to 

move their legs and arms normally on the 

ground but being “paralysed” with fear half 

way up a ladder, frozen and immobile requir-

ing help to get down. No one thinks these 

patients are mad. 

These patients will often have many vis-

ible signs of their “physical” illness which 

may really reflect their inner psychological 

distress. Patients often have a diagnosis of 

fibromyalgia or chronic fatigue syndrome 

and drive in to the clinic room in a motorized 

wheelchair, with crutches on the back, a neck 

brace on, bilateral wrist splints and pink or 

blue tinted glasses. A long list of drug aller-

gies or intolerances is common and they have 
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usually been tried on a variety of opiate 

painkillers, antidepressants and drugs like 

gabapentin almost all of which have had in-

adequate or short-lived benefit. The doctors 

they have seen previously are often either 

described as brilliant or totally useless with 

not much in between. 

These patients present with unexplained 

symptoms such as visual loss despite normal 

examination and test results. Clinical testing 

can usually confirm nonorganic illness. Find-

ing out what the underlying stress is requires 

a sympathetic attitude from the doctor and a 

good doctor patient relationship. Sometimes 

there will be a history of child abuse or do-

mestic abuse (husband has assaulted wife). 

Patients with some insight into the relation-

ship between their symptoms and stress may 

benefit from cognitive behavioral therapy. 

Those with no insight are very difficult to 

help.  

In ophthalmology there are several 

common patterns that we see. A ten-year-old 

whose parents are separating loses vision and 

the parents stay together to look after the 

child. End of school exam students may de-

velop loss of vision due to fear of failing and 

will get better when the exams are over. 

Long term prisoners may develop visual loss 

in the weeks prior to release as they are an-

xious about how they will live outside prison 

after many years of institutionalized life. 

Young men not wanting to be forced to join 

the army may go mysteriously blind. Perhaps 

most common is middle aged patients, usual-

ly women, who have an attentive carer (hus-

band, daughter, best friend) whose relation-

ship seems to be strengthened, or even de-

pendent on, the need for frequent help and 

support. 

Malingering 
From time to time we see patients who 

suddenly went blind following a relatively 

minor trauma which could not possibly ac-

count for the level of visual loss the patient 

has. There may be some secondary gain like 

not having to go to work, or an intention to 

sue their employer as a result of the injury. 

These patients may be malingerers delibe-

rately trying to fool their insurance company 

or their employers. Many of these patients 

are rather suggestible, usually age 20-30, 

male, often lower than average intelligence, 

may have financial worries and can seem 

hostile to the examiner. Tests may be sabo-

taged deliberately to avoid confirmation that 

they are at some level not genuine. 

Visual electrophysiology is often used to 

prove, or disprove, organic pathology. This 

group of patients will often repeatedly fail to 

attend the appointment, be unable to cope 

with the flashing light and abandon the test, 

or attempt to corrupt the result by closing 

their eyes mid test or deliberately looking in 

the wrong place. Confronting these patients 

is generally a bad idea. Once they have got 

themselves into this situation they need to be 

given (shown) a way out. One approach re-

lies on the suggestibility of the patient. Ac-

knowledge that they lost their vision after the 

accident and that this must have been very 

scary. The injury seems to have sent the brain 

into spasm but luckily the visual pathways 

are not damaged, so it will get better by 

Monday when the brain freeze wears off. 

There is no need to do anymore tests and 

they can go back to work. You can even give 

them a note saying so. This should not be 

judgmental and should be delivered as “this 

is the best deal you are going to get” in a de-

liberately coercive way. No further appoint-

ments should be offered. 

Perhaps the most important thing in di-

agnosing medically unexplained symptoms is 

being quite certain that there is no underlying 

medical problem. 

A useful technique when seeing patients 

is to ask them what their ideas, concerns and 

expectations are [Ref 2].  

Patients may not understand the impor-

tance of symptoms in the same way that we 

do. If we ignore symptoms that the patient 

thinks are important they may elaborate on 

them to the point that we can’t ignore them 

but then also can no longer explain them due 

to the exaggeration. An optician told a pa-

tient that he has cataracts which need surgery 

and he believes that cataracts cause painful 

eyes (perhaps because that is what he com-

plained to the optician about initially). Rather 

than tell us our job (I have cataracts and I 

want you to do an operation) he presents in 
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the typical way by describing his symptoms 

(mild eye pain) and waiting for our diagnosis 

and treatment plan. His symptoms are mild 

so may be ignored or not taken seriously. He 

comes back again unhappy and exaggerates 

his symptoms when we can’t see a cause for 

the pain and still don’t offer an operation. We 

know that cataracts don’t cause pain, they 

cause blurred vision but until he communi-

cates his misunderstanding and we commu-

nicate our relevant knowledge we will not 

make much useful progress and he may end 

up with a diagnosis of medically unexplained 

eye pain. 

When things don’t make sense it is often 

helpful to ask what does the patient think is 

the cause of their symptoms. It is also helpful 

to ask them if they have any worries or con-

cerns. A patient with headaches and bizarre 

visual field loss, which was in a different 

place each time we tested and ignored all 

anatomical considerations was a good exam-

ple. Tight lipped and clearly angry she gave 

no clue about what she was worried about. 

Eventually at the second time of being asked 

what she thought the problem was, or if she 

was worried about anything her friend helped 

out. “She is worried that she has a brain tu-

mor. Her brother had a brain tumor and went 

blind. He had headaches and visual field loss 

and the neurosurgeon said that if his doctors 

had listened to him and done a scan he 

wouldn’t have gone blind.” By not offering 

her a scan we were becoming the same as the 

doctors who let her brother go blind, no 

wonder she was cross with us, and she felt 

much better after her normal scan. 

Missing rare conditions is always a con-

cern in diagnosing patients with MUVL. In 

eye clinics mild posterior capsular cataracts 

or early nuclear sclerotic changes can be 

missed, but also early cone dystrophies, au-

toimmune retinopathies, mild keratoconus 

and posterior cortical atrophy. MUVL tends 

to be variable, with periods of recovery and 

worsening over a period of months whereas 

organic pathology is more often stable or re-

lentlessly progressive. Consistent progressive 

visual loss in a patient with MUVL should 

always ring alarm bells and make one recon-

sider the diagnosis. 

Non organic illness is common and it is 

important to recognise these patients to avoid 

unnecessary tests and inappropriate treat-

ments [3]. As doctors our role goes beyond 

simply diagnosing them. We can also offer a 

sympathetic consultation, reassurance, ad-

vice, a way out or appropriate referral to give 

these patients the type of help which actually 

might improve their lives and symptoms 

whether that is cognitive behavioral therapy, 

relationship support or counselling. 
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