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ABSTRACT – Background and Objectives: The aetiology of the syndrome described by
Ganser in 1898 has been the subject of disagreement. Proposed causes include hysteria,
psychosis and stress. In addition, the presence of the syndrome in association with med-
ical conditions raises the possibility of an organic aetiology. The authors have explored the
aetiology by reviewing identified case reports published in English.

Methods: 94 case reports were obtained by searching medical databases and by con-
ducting a hand search for possible references. This is the largest systematic review of which
the authors are aware.

Results: The review indicates that the syndrome generally occurs in instances where the
individual is faced with stress, especially in those with premorbid vulnerabilities. Individu-
als who had affective, psychotic as well as organic conditions were found to manifest the
condition. However, whilst comorbid mental illness is present in some instances, the Ganser
syndrome complex was found to occur commonly in the absence of other mental illnesses.

Conclusions: The absence of a comorbid mental illness in the majority of cases may
suggest a specific aetiological mechanism which supports the argument that Ganser syn-
drome should be ranked as a distinct nosological entity along with some other rare psy-
chiatric disorders.
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Introduction

In 1898, S.J. Ganser described three pris-
oners who displayed “Vorbeigehen” (ap-
proximate answers), clouding of conscious-
ness, auditory and visual “hallucinations”,
and amnesia for the period during which
these symptoms were manifest1. Enoch and
Trethowan2 regarded the main features of
the syndrome to be

(1) approximate answers,

(2) somatic conversion symptoms,

(3) clouding of consciousness, and

(4) pseudo-hallucinations.

The tendency to give approximate an-
swers, is regarded to be the central feature of
the disorder3. Approximate answers de mon -
strate an astonishing deficit of knowledge
even to the most basic questions, although it
is apparent that the sense of the question has
been understood4. As Lishman notes, ap-
proximate answers may be provided to sim-
ple addition, the naming of colours, or to
simple questions pertaining to everyday
mat ters5. These responses are given with se-
rious intent, and can sometimes be inter-
spersed with accurate answers5. Of course,
the concept relies on the subjective interpre-
tation on the part of the examiner, and it can
be sometimes difficult to decide how ap-
proximate an answer should be in order to
be classed as such5.

Since the description of the syndrome,
there has been disagreement about the exact
aetiology. Ganser and others such as Tsoi 6

regarded the syndrome to be of an hysterical
nature. However, others have disagreed.
Whitlock, regarded it as a psychosis, occur-
ring either after acute cerebral trauma or
during the course of an acute psychotic ill-
ness7. Others have argued that it is a stress
induced disorder which lies between malin-

gering and hysteria8. Merckelbach et al, de-
scribed a case where a middle aged man who
presented with Ganser symptoms was in fact
found to be malingering9. They concluded
that Ganser like symptoms should be evalu-
ated carefully preferably with tests for ma-
lingering9. To add to the aetiological debate,
the condition has been described in associa-
tion with organic conditions. For instance,
Ganser symptoms have been described in
frontal-temporal lobe dementia10, cerebral
injury11, and in association with a space occu-
pying lesion of the dominant hemisphere12.
This, together with the fact that there is an el-
evated incidence of head injuries in individu-
als who go on to develop the syndrome8,
would raise the possibility of an organic con-
tribution in some cases.

Although S.J. Ganser described the sym p -
toms in prisoners the condition has also been
reported in the civilian population. It is
thought to occur in individuals who are faced
with stressful and intolerable situations13.
Those who for various reasons are poorly
prepared to cope with stress are thought to be
the most likely to develop the symptoms8.
The Ganser syndrome has also been des cri -
bed in cases involving litigation14.

Aim

To examine the aetiological debate by ana -
lysing case reports published in English.

Method

The following databases were searched:

– Allied and complementary medicine-
1985 to date.

– British Nursing Index-1994 to date.
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– Cumulative Index to Nursing and Al-
lied Health Literature (R)-1982 to date.

– DH-DATA-1983 to date.

– Excerpta Medica Database (EMBASE)
-1974 to date.

– Excerpta Medica Database (EMBASE)
-1996 to date.

– King’s Fund-1979 to date.

– MEDLINE-1950 to date.

– MEDLINE-1996 to date.

– PsycINFO-1806 to date.

In order to make the search as comprehen-
sive as possible all available articles on the
Ganser syndrome published in English were
identified by using Medical Entry Subject
Headings terms “ganser”, “approximate an-
swers” and “malingering”. Hand searches and
review of identified references were also
carried out.

Results

59 papers were found, and altogether a
total of 94 case reports were obtained. Most
of the articles originated in the developed
world, with the main contribution coming
from the United States of America (see Ap-
pendix).

The number of cases published in a paper
ranged from one to seven (see Appendix).

The year of publication ranged from 1905
to 2006 (see Appendix).

Demographic characteristics

Of the total sample, 73 (77.65%) were
ma le and 21 (22.34%) were female.

Their ages ranged from 8 years to 66
years. In 9 (9.6%) cases the age of the indi-

vidual was not stated. In the remaining 85
cases (90.4%) the mean age of the sample
was 31.6 years. 14 individuals were aged 16
years or younger. This group represented
14.9% of the total sample.

Ganser symptom complex

The features of the syndrome considered
were those cited by Enoch and Trethowan.

Although considered to be essential for
the diagnosis, approximate answers were
cited as occurring in only 83 (88.3%) cases.
It is not clear why the authors felt that those
individuals who did not display approxi-
mate answers had Ganser syndrome. The
figures for clouding of consciousness, so-
matic conversion symptoms, and hallucina-
tions were 80 (85.1%), 41 (43.6%), and 27
(28.7%) respectively.

Table 1

Approximate answers 83 (88.3%)

Clouding of consciousness 80 (85.1%)

Somatic conversion symptoms 41 (43.6%)

Hallucinations 27 (28.7%)

Only 1 (1%) case out of the total sample,
did not exhibit any of the features described
by the above authors. Only 11 cases (11.7%)
exhibited all four of the symptoms. 10 cases
(10.6%) displayed only one symptom. The
number of cases which displayed 2 symptoms
was 38 (40.4%), whilst 34 subjects (36.17%)
displayed 3 of the above symptoms.

Table 2

No features of Ganser syndrome as
described by Enoch and Trethowan 1 (1%)

1 symptom 10 (10.6%)

2 symptoms 38 (40.4%)

3 symptoms 34 (36.17%)

All 4 symptoms 11 (11.7%)
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Pre-morbid vulnerabilities

The case reports documented a variety of
difficulties prior to the onset of Ganser sym -
ptoms (see Table 3). In some cases, more than
one pre-morbid vulnerability was document-
ed. Considering the sample as a who le, 82 in-
dividuals (87.2%) had an identified premor-
bid vulnerability, whilst in 12 cases (12.8%)
no premorbid vulnerability was described.

12 individuals (12.7%) had a difficult
early life and 4 (4.3%) had been victims of
physical or sexual abuse. 13 (13.8%) had
experienced scholastic difficulties.

Previous mental illness was relatively
common with 39 people (41.5%) having a

previous mental illness, and 11 (11.7%) ha -
ving a history of dissociation. 9 individuals
(9.6%) had a history of deliberate self harm,
and personality difficulties were described
in 13 (13.8%) cases. A history of unexplai -
ned physical symptoms was described in 8
(8.5%) reports.

32 (34%) had a past criminal history, 13
(13.8%) had a history of alcohol misuse,
and 8 (8.5%) had used illicit substances in
the past.

21 (22.3%) out of the total sample, had
had a cerebral injury. Of this number in 15
cases the cerebral insult had been recent,
whilst in 6 individuals it had occurred in the
distant past.

Table 3

Premorbid vulnerability Present Not present Not stated in report

Dissociation 11 (11.7%) 0 (0%) 83 (88.3%)

Cerebral insult 21 (22.3%) 2 (2.1%) 71 (75.6%)

Deliberate self harm 9 (9.6%) 0 (0%) 85 (90.4%)

Sexual/physical abuse 4 (4.3%) 0 (0%) 90 (95.7%)

Difficult childhood 12 (12.8%) 8 (8.5%) 74 (78.7%)

Difficulties at school 13 (13.8%) 9 (9.6%) 72 (76.6%)

Alcohol abuse 13 (13.8%) 5 (5.3%) 76 (80.9%)

Illicit drug abuse 8 (8.5%) 3 (3.2%) 83 (88.3%)

Criminal history 32 (34%) 0 (0%) 62 (66%)

Past history of mental illness 39 (41.5%) 12 (12.8%) 43 (45.7%)

Personality difficulties 13 (13.8%) 8 (8.5%) 73 (77.6%)

History of unexplained physical symptoms 8 (8.5%) 0 (0%) 86 (91.5%)

Mental impairment 5 (5.3%) 19 (20.2%) 70 (74.5%)

It is not possible to compare the individu-
als with a history of mental illness with
those without one due to the small sample
size of the latter. However, superficially
there were no obvious differences between
the two groups.

Context in which the symptoms
arose

27 individuals (28.7%) who developed the
symptoms were under investigation, or had
been charged or arrested for a crime. Eight
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cases (8.5%) arose in the context of compen-
sation claims, whilst a similar number (n = 8,
8.5%) followed accidents which did not in-
volve litigation or compensation. 18 (19.14%)
cases of Ganser syndrome occurred in indi-
viduals who were facing domestic or occu-
pational stressors.

Table 4

Related to a crime 27 (28.6%)

Compensation claim 8 (8.5%)

Accident not related to compensation 8 (8.5%)

Domestic/occupational stressor 18 (19.15%)

Cerebral injury 6 (6.38%)

Other stressors 15 (16%)

Context not stated 12 (12.8%)

Mental illness

In 1 case (1% of the total sample), a se-
vere depressive disorder preceded the onset
of the symptoms. In that case, the develop-
ment of the Ganser syndrome is reported to

have coincided with the sudden remission of
the depressive illness.

In 45 cases of the total sample (47.8%) a
mental illness occurred whilst the individual
displayed the Ganser symptom complex. In
this group where the features of a discrete
mental illness and the Ganser symptom
com plex occurred simultaneously, 14 had a
psychotic illness, 15 had an organic mental
illness, 6 had a depressive illness, 2 had a psy-
chotic depression. 4 suffered from a stress or a
grief reaction and 3 had Tourette’s syndrome.

Out of the entire sample, 49 cases (52.12%)
demonstrated no features of a mental illness
whilst exhibiting Ganser symptoms. Out of
this cohort, 5 individuals were considered to
be malingering, whilst the other 44 were not.

7 cases out of the entire sample (7.4%),
developed a mental illness after the Ganser
symptoms had resolved. Out of this cohort 4
cases developed a depressive illness, 2 indi-
viduals developed mania, and 1 person de-
veloped a psychotic episode.

Table 5

Mental illness preceding the syndrome 1(1% of the total sample)

Severe depression 1

Mental illness coexisting with the syndrome 45 (47.8% of the total sample)

Psychosis/schizophrenia 14

Depression 6

Psychotic depression 2

Organic mental illness 15

Stress/grief reaction 4

Tourettes syndrome 3

Diagnosis unsure 1

No mental illness occurring with the syndrome 49 (52.12% of the total sample)

Malingering 5

Not malingering 44

Mental illness occurring after the syndrome had resolved 7 (7.4% of the total sample)

Mania 2

Depression 4

Psychosis 1



Amnesia for the event

It was not documented in 61 cases (64.9%)
as to whether the individual had amnesia for
the symptoms or not.

In the remaining 33 cases it was docu-
mented whether or not amnesia for the event
was present. Within this group, 25 had total
amnesia for the symptoms (75.75%); in 3
cases the amnesia was partial, and in 5 cases
there was no amnesia present as the individu-
als had total recollection of their symptoms.

Children with Ganserʼs
syndrome

14 individuals in the sample were 16
years old or younger. There was no history
of physical or sexual abuse in any of the
cases. In 4 cases (28.6%) there was a history
of previous head injury. 6 (42.9%) children
were reported to have experienced problems
at school. 3 (21.4%) had a forensic history.
6 individuals had a diagnosis of a mental ill-
ness, with 3 individuals described as having
Tourette’s syndrome, 1 suffering from noc-
turnal enuresis, and 2 suffering from psy-
chotic illnesses.

Discussion

As far as we are aware this is the largest
systematic review of all the case reports pub-
lished so far. However, our review is subject
to bias as only case reports published in the
English language have been abstracted. Arti-
cles on Ganser syndrome have been pub-
lished in the German language. For example,
Wirtz et al. (2008) describe a patient with
Ganser’s syndrome after a large left-hemi-
spheric middle cerebral artery infarct. They

reported that detailed neuropsychological
examination revealed atypical lateralisation
of cognitive functions. They postulated that
approximate answers was possibly associat-
ed with frontal-executive cerebral dysfunc-
tion and concluded that brain injury was a
common aetiological factor15.

As the majority of reports are of subjects
from the developed world, the clinical phe-
nomenology may be different in other set-
tings. As there is no agreed standard for case
reporting it may mean that relevant informa-
tion was not described. Case reports also do
not allow an estimate of the incidence or
prevalence of the disorder. Moreover, as the
duration of symptoms was so poorly record-
ed, little information could be gleaned on
the natural history of the disorder.

Only 11.7% of cases displayed all four of
the central features described by Enoch and
Trethowan. This proves that the presence of
all four features is the exception rather than
the rule.

Both ICD-1016 and DSM-IV17 do not
specify any diagnostic criteria, apart from
mentioning the presence of approximate an-
swers as being required for the diagnosis.
Many consider the giving of approximate
answers to be the central feature of this dis-
order. However, this feature was described
in only 88.3% of cases. This raises the ques-
tion as to whether the remainder actually in-
volved genuine cases of Ganser syndrome.
It may mean that these individuals were
misdiagnosed as having the disorder, when
in fact they were suffering from other men-
tal disorders. For instance, the confabulation
and amnesia associated with Wernicke-Kor-
sakoff’s syndrome could be mistaken for
Ganser’s syndrome. Moreover, the fact that
5 individuals who were initially thought to
be displaying Ganser syndrome were later
found to be fabricating their symptoms, sug-
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gests that malingering is an important dif-
ferential diagnosis which needs to be ruled
out at the outset.

Although Ganser described the syndrome
in prisoners our review showed that only
28.6% of cases involved those who were ac-
cused of committing an offence. In fact, the
majority of cases involved the civilian popu-
lation. Moreover, the fact that some cases
occurred in those who were aged 16 years
or less, indicates that the syndrome is not
confined to adults.

Although the context in which the symp-
toms arose was not mentioned in 12 cases
(12.8%) the remaining 82 individuals (87.2%)
which comprised the majority of the sample
had been exposed to a stressor of some de-
scription. In 15 instances (16% of the total
sample) the individuals had experienced a
cerebral insult. Whilst suffering from a cere-
bral insult is stressful in itself, the resulting
change to the brain’s architecture could im-
pair the individual’s capacity to cope with
stress. Both these findings could allow one
to hypothesise that stress plays a significant
aetiological role in the disorder.

49 cases (52.12% of the total sample)
who had Ganser’s syndrome did not show
features of a co-morbid mental disorder.
This proves that the syndrome can occur in
apparently healthy individuals who have
been facing a stressor of some description.
However, a significant percentage (45.7% n
= 43) developed the symptoms while expe-
riencing a mental disorder. It cannot be stat-
ed with certainty whether the manifestations
of the mental disorder were mistaken as
Ganser syndrome, or whether the two disor-
ders occurred independently. Alternatively,
it could be argued that having a mental dis-
order could lead to the emergence of Ganser
symptoms by reducing the individual’s ca-
pability to cope with stress.

Heron et al.8 stated that individuals who
have pre-morbid vulnerabilities are the most
vulnerable to developing the syndrome. The
fact that pre-morbid vulnerabilities were de-
scribed in the majority of case reports
(87.2%), lends weight to this hypothesis.

F.A. Whitlock regarded the syndrome as
a psychotic one7. This view can be discount-
ed based on the finding that a only minority
of cases were felt to be exhibiting psychotic
symptoms along with the Ganser symp-
toms. If Whitlocks’s view was true, then
every single case would have been consid-
ered to be suffering from a psychotic illness
by the respective author. However, this was
not the case.

Moreover, it cannot be argued that it is
purely an organic disorder, as not all cases
had an underlying organic illness, whilst ex-
hibiting the symptoms. In fact, only 15
cases (15.9% of the total sample) did. How-
ever, an organic contribution is suggested by
the fact that a significant proportion of the
sample (22.3%) had suffered from a cere-
bral insult at some point.

In support of the view that the syndrome
has features of an hysterical disorder is the
finding that out of the cases where it was
documented whether there was amnesia for
the event or not, the majority of cases
(75.75%) had no recollection of their symp-
toms. It is interesting to note that DSM-1V
categorises the syndrome as a dissociative
one as well.

What is apparent is that the syndrome
generally occurs in instances where the in-
dividual is faced with stress, and that those
whose ability to cope under such situations
is compromised due to pre-morbid vulnera-
bilities, are particularly at risk.

However, it is not possible to state with
certainty about the exact aetiology of the
disorder. This is because individuals suffer-
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ing from affective, psychotic, as well as or-
ganic disorders have exhibited the syndro -
me. Moreover, there is a possibility that the
syndrome may have features of an hysteri-
cal disorder as well. There is therefore a dif-
ficulty with the nosological status of the
syndrome. This has led some to argue that it
should be ranked as a distinct nosological
entity along with other rare and exotic psy-
chiatric disorders5. The treatment offered
varied as well. In some cases no treatment
was offered. In instances where treatment
was used, it was variable, and included psy-
chotherapy, electro convulsive therapy and
antipsychotic medication.

In conclusion, this review shows that the
syndrome generally occurs in instances where
the individual is faced with stress and has a
premorbid vulnerability which may diminish
their capacity to cope in such situations. Pa-
tients presenting with all the originally de-
scribed features are a rarity. Whilst comorbid
mental illness is present in some cases the
Ganser syndrome cluster does occur com-
monly in the absence of other mental illnesses
which suggests specific aetiological mecha-
nisms. Whilst case reports offer little informa-
tion on epidemiology the fact there are no
specific questions on SCAN18 and SCID19

may indicate the rarity of the disorder.

Number of case reports published by country

United States of America 41 (43.6%)
United Kingdom and Ireland 14 (14.9%)
Rest of Europe 13 (13.8%)
Australia and New Zealand 8 (8.5%)
Rest of the world 18 (19.1%)

Number of case reports in each paper

1 case 47 (79.6%)
2 cases 3 (5.1%)
3 cases 3 (5.1%)
4 cases 1 (1.7%)
5 cases 3 (5.1%)
6 cases 1 (1.7%)
7 cases 1 (1.7%)

Year of publication

1900-1910 4 (6.8%)
1910-1920 0 (0%)
1920-1930 0 (0%)
1930-1940 0 (0%)
1940-1950 1 (1.7%)
1950-1960 4 (6.8%)
1960-1970 5 (8.5%)
1970-1980 9 (15.3%)
1980-1990 15 (25.4%)
1990-2000 10 (16.9%)
2000-2010 11 (18.6%)

Appendix 1
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