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Abst rac t
Dermatitis artefacta is a disease that occurs as a result of a self-inflicted injury of the skin. The skin lesions are 
most often located on the areas within easy reach of the patient’s dominant hand sparing the middle part of the 
back. Dermatitis artefacta may coexist with psychiatric disorders and imitate many dermatologic diseases. As 
most of the patients with self-inflicted dermatoses usually initially deny any psychiatric problems, what delays 
psychiatric intervention, they are typically first seen by dermatologists. We are reporting a case of a 35-year-old 
man with a 3-year-long history of schizophrenia who has been treated at a dermatologist’s office sequentially 
with acne, bacterial lesions, suspected tuberculosis. However, the treatment was ineffective. He was diagnosed 
with dermatitis artefacta after 7 years of disease duration. During this time he was treated with many medicines 
e.g. isotretinoin, which is contraindicated in psychosis as it worsens the course of disease. After establishing the 
correct diagnosis and antipsychotic treatment, a significant improvement was obtained in both skin condition and 
mental state. These are the reasons why we would like to recommend close cooperation between dermatologists 
and psychiatrists. 
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Introduction

Lack of insight is common in many psychiatric pa-
tients, especially suffering from psychotic disorders. Pa-
tients may not believe that they are sick or abnormal in 
any way, and because of a high level of stigmatization, 
a decision to undergo psychiatric treatment is difficult. 
That results in diagnosis of medical diseases other than 
psychiatric ones. The incidence of dermatitis artefacta 
among dermatologic patients has been reported to be 
about 0.3% and treatment usually starts at the dermatol-
ogist’s office [1]. The aim of this paper is to alert the cli-
nicians that different psychiatric disorders may manifest 
as dermatitis artefacta and to provide tips to dermatolo-
gists helping them to diagnose a true psychiatric disease.

Case report 

A 35-year-old married male with a 3-year history of 
schizophrenia was referred to the psychiatric clinic. He 
had already been treated by a dermatologist as a case 

of severe acne for many years with no effect. On admis-
sion our patient confirmed psychotic symptoms such 
as: thought insertion, passivity, somatic hallucinations, 
persecutory and hypochondriac delusions, as well as de-
lusions of jealousy. Disorganization of thinking, bizarre 
behavior and a high level of anxiety was noticed. He had 
no insight into his condition. The patient’s delusional ac-
tivity seriously affected his social and family life. There 
were no abnormalities in general physical examination 
and laboratory tests were within normal limits. 

The patient’s face and thighs were covered with mul-
tiple itchy skin lesions. He reported that these lesions had 
appeared 12 years earlier and had been caused by a car 
accident with head injury and also some marital prob-
lems. The patient had a long history of dermatological 
treatment (e.g. with isotretinoin) which started 7 years 
earlier. On his first visit in the dermatological out-patient 
clinic he presented both primary and secondary skin 
lesions: pustules, atrophic and hypertrophic scars and 
a painless ulcer of 3 cm in diameter on his chin. Most of 
lesions had geometrical shape. Histopathological exam-
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ination disclosed precancerous keratosis. Treatment with 
fusidic acid caused improvement in a few weeks, but in 
place of the ulcer a new scar with tendency to hypertro-
phy developed. Additionally, purulent lesions were still 
present. Dermatological treatment was administered but 
purulent lesions recurred. 

During psychiatric hospitalization the patient was 
consulted by a dermatologist who diagnosed self-inflict-
ed skin lesions based on clinical presentation (presence 
of papules, erosions, crusts, and scars of bizarre shape 
(Figures 1, 2)). Lesions were sharply demarcated from 
healthy skin. Primary acne skin lesions like comedones 
were absent. The second histopathology taken from the 
thigh revealed: epidermis unchanged, perivascular lym-
phoid infiltrations with isolated neutrophils – suspicion 
of dermatitis artefacta. Dermatological treatment (oc-
clusive dressing, tetracycline and hydrocortisone oint-
ment, allantoin cream) was introduced with a complete 
improvement within 2 months. After antipsychotic treat-
ment (olanzapine 20 mg/daily) his mental state partially 
improved.

Discussion

Dermatitis artefacta is a disease that occurs as a re-
sult of a self-inflicted injury of the skin. It is characterized 
by a vast spectrum of geometrical or linear shape lesions 
such as: blisters, cuts, excoriations, ulcerations and pur-
pura inflicted by means of various activities like: rubbing, 
sucking, biting, scratching, picking, cutting, slashing, 
gouging, puncturing, application of caustic or hot agents 
and injections of various substances [2–6]. Unlike other 
disorders of self-mutilation nature (e.g. neurotic excoria-
tions, Munchausen syndrome, true malingering), creation 
of new lesions in dermatitis artefacta is usually involun-
tary [5, 6]. Skin lesions are most often located on the 
areas within easy reach of the patient’s dominant hand, 
usually sparing the middle part of the back. They are usu-

ally in different stage of healing and often demonstrate 
postinflammatory hyperpigmentation. Histopathological 
examination is generally non-specific [7]. Although our 
patient’s lesions were considered to be both acne, bac-
terial lesions and tuberculosis, they presented features 
characteristic of dermatitis artefacta, namely they had 
mostly a geometrical shape and were located within easy 
reach of the patient’s hands. The patient was not able 
to explain the history of their evolution, and although 
he acknowledged frequent touching of his skin, he still 
claimed that skin lesions resulted from: “whole sebum 
which goes out from my body” adding that: “my skin fis-
sures, purulent lesions appear, little balls emerge from 
them”.

Harth et al. noticed that dermatitis artefacta may 
coexist with psychiatric disorders [7]. It can be inter-
preted as a re-activation of a childhood injury or trauma 
such as sexual/physical abuse or neglect and represent 
a non-verbal “cry for help” [2, 8]. Like in our case, the 
harmful behavior may be associated with psychotic dis-
orders. It is known that major self-mutilation may be the 
main symptom of the first psychotic episode. Large et 
al. showed that 66.12% of patients with major self-mu-
tilation were eventually diagnosed as schizophrenic psy-
chosis [9]. Dermatitis artefacta can also coexist with per-
sonality disorders. Patients damage their skin to satisfy 

Figure 1. Hypertrophic scars on the chin and cheeks Figure 2. Papules, erosions, ulcers and crusts on the leg
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an unconscious need to be taken care of or to diminish 
their anxiety (because such behavior leads to release of 
endorphins) [10, 11].

As most of the patients with self-inflicted dermatoses 
usually initially deny any psychiatric problems, what de-
lays psychiatric intervention, they are typically first seen 
by the dermatologist [11]. Our patient had been treated 
by a dermatologist for 7 years without psychiatric exam-
ination. Therefore, knowledge of these disorders is very 
important for both dermatologists and psychiatrists. 

We suppose that infliction of skin lesions by our pa-
tient resulted from his psychotic symptoms (e.g. hypo-
chondriac delusions, somatic hallucinations). Our conclu-
sion seems to be confirmed by improvement of the skin 
condition after antipsychotic treatment.

Conclusions

As dermatitis artefacta may imitate many diseases, 
bearing in mind the self-inflicted nature of the lesions is 
always required, and it seems to be a huge challenge in 
numerous cases. Patients often consult different doctors 
for many years without being given a proper diagnosis. 
Consequently, they suspect that their doctors are incom-
petent, resulting in poor compliance and non-effective 
treatment. They often tend to discontinue therapy and 
the patient’s medical history has significant gaps [8]. 
Such situation makes establishment of the proper diag-
nosis more and more difficult, finally leading to vicious 
circle formation. For our patient this process took 7 years 
(with 5-year break because of lack of improvement and 
high costs of dermatological treatment). During this 
time he was on many medicines e.g. isotretinoin, which 
is contraindicated in psychosis as it seems to worsen the 
course of the disease [12]. As the patient did not take any 
antipsychotic medicines, his delusional system gradually 
expanded and influenced his life causing work and mar-
riage problems. Of great importance is also introducing 
treatment in early stage of the long-term course psycho-
sis [13]. We would also like to draw attention to the fact 
that biopsies, microbiological examinations, blood tests, 
consultations, opinions, hospitalizations and drugs which 
are usually administered before stating the final diagno-
sis are very expensive [14]. We would like to recommend 
high awareness of self-inflicted skin lesions in both der-
matologic and psychiatric patients and encourage der-
matologists and psychiatrists to close cooperation.
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