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INTRODUCTION

Dermatitis artefacta, also referred to as factitious or factitious dermatitis, is a disorder 
characterized by self-inflicted skin lesions.[1] Although relatively rare, this condition is clinically 
important because it is often unidentified or misdiagnosed.[2] Moreover, treatment of dermatitis 
artefacta is difficult, and treatment outcomes are often not satisfactory.[3] ough psychological 
factors are considered to play a central role in this disorder, their exact nature is still a matter 
of debate. For example, though stressful life events have been identified as playing a role in 
triggering or maintaining this disorder, their exact nature and severity varies widely between 
subjects.[4] Recent research has also identified specific psychological mechanisms, such as 
dissociation and deficits in emotion regulation, that may play an important role in influencing 
this behavior.[5] Further, some authors have reported associations between self-inflicted skin 
lesions and specific psychiatric disorders, particularly those involving poor impulse control; 
however, it is not clear if treating these disorders would lead to an improvement or resolution 

ABSTRACT
Dermatitis artefacta, also known as factitious or factitial dermatitis, is a rare and difficult-to-treat condition 
characterized by self-inflicted skin lesions. Despite the well-documented psychological disturbances that 
characterize this condition, little is known about the relative frequency of specific psychiatric disorders in this 
patient group. e current systematic review was undertaken to address this gap in our knowledge and was 
conducted in accordance with PRISMA guidelines. e PubMed and Scopus databases were searched using the 
terms “dermatitis artefacta,” “factitious dermatitis,” and “factitial dermatitis” in combination with “psychiatry,” 
“psychiatric diagnosis,” “psychiatric disorder,” “mental illness,” “depression,” and “anxiety.” After screening a total 
of 215 citations, a total of 11 papers were included in the final review. All the included studies were of low to very 
low quality as per the GRADE guidelines, and there was substantial heterogeneity among them (I2 = 50.4). It 
was observed that 46.2% of patients (95% CI: 35.4–57.4%) with dermatitis artefacta had a comorbid psychiatric 
disorder, with the most common diagnoses being depression, somatoform disorders, anxiety disorders, substance 
use disorder, and intellectual disability. About 20.1% of patients refused a psychiatric evaluation, while 40.9% 
reported a significant stressful life event. ese results suggest that a significant proportion of patients with 
dermatitis artefacta suffer from psychiatric disorders, which may be related to their self-infliction of lesions either 
biologically or psychologically. Treatment of these disorders may lead to a partial or complete improvement in 
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patients to minimize the chances of refusal and improve patient compliance.

Keywords: Dermatitis artefacta, Psychodermatology, Depression, Anxiety, Stress

www.cosmoderma.org

CosmoDerma

https://dx.doi.org/10.25259/CSDM_44_2021


Rajkumar: Psychiatric disorders in dermatitis artefacta

Cosmoderma 2021 • 1(49) | 2

of dermatitis artefacta itself.[6,7] Psychotropic medications 
such as antidepressants have been used in individual cases 
of dermatitis artefacta, but reports of their efficacy have 
yielded mixed results.[8,9] Moreover, many patients with 
dermatitis artefacta are unwilling to acknowledge the self-
inflicted nature of their lesions, and often refuse psychiatric 
consultations or psychological interventions.[10] As a result, 
these patients are at risk for further serious complications, 
including secondary skin infections, disfigurement, more 
severe forms of self-mutilation, the development of comorbid 
severe mental disorders, and, less commonly, suicide 
attempts.[11-13]

An important barrier to treating these patients is the 
traditional framing of this disorder as reflecting an 
unconscious wish to receive medical care or be identified 
as sick (“assuming the sick role”). Although this etiological 
theory is often taken as well-established or even proven in 
reviews,[1,3] a careful review of the literature suggests that 
the psychological underpinning of dermatitis artefacta is far 
more complex, and may involve a wide range of psychiatric 
disorders or adverse life circumstances that vary across 
patients and settings. For example, dermatitis artefacta in 
children and adolescents may be the result of difficulties 
in communicating distress and emotional immaturity – in 
other words, a “cry for help” in the face of familial, academic 
or peer-related stressors.[14] In younger adults, this behavior 
may represent the interaction of early life adversity, social 
isolation, and current life events.[15] At the other end of the 
age range, self-inflicted skin lesions in the elderly may be 
associated with organic brain diseases, such as dementia.[16] 
e evaluation and treatment of these comorbid psychiatric 
disorders, in a manner appropriate to the patient’s age and 
clinical status, may directly or indirectly reduce self-inflicted 
skin lesions, while avoiding a confrontation that could 
adversely affect the doctor-patient relationship. is could 
facilitate fruitful collaboration between dermatologists and 
mental health professionals.

To achieve this, the physicians primarily handling such cases 
must be aware of the mental disorders most commonly 
associated with dermatitis artefacta. Although individual 
reports of dermatitis artefacta accompanying specific forms 
of mental disorder are well-represented in the literature, little 
is known about the relative frequencies and correlates of 
specific forms of mental disorder, such as depression, anxiety 
disorders, or personality disorders, in dermatitis artefacta 
taken as a whole. e purpose of the current paper is to 
address this gap in our knowledge by systematically reviewing 
the existing literature in this field and summarizing existing 
data on the frequency of various mental disorders in groups 
or series of patients with dermatitis artefacta. As a secondary 
objective, data on stressful life events experienced by these 
patients were also extracted where available.

MATERIAL AND METHODS

is paper is a systematic review and meta-analysis of 
observational studies reporting the frequency of all specific 
psychiatric disorders, confirmed either by a structured 
instrument or by a psychiatric evaluation, in samples of 
patients identified as having dermatitis artefacta. Criteria 
for inclusion in the review were: (a) Observational studies 
of samples or series of patients with dermatitis artefacta, 
(b) evaluation of psychiatric diagnoses either through a 
structured instrument, such as a rating scale or interview 
schedule, or an independent interview by a mental health 
professional, (c) reporting of the numbers or percentages of 
patients with individual diagnoses, and (d) studies published 
in the English language. Single case reports, or case series 
focusing exclusively on dermatitis artefacta in the context 
of a single type of mental disorder, were excluded from this 
review.

is review was conducted in accordance with the PRISMA 
guidelines.[17] e PubMed and Scopus databases were 
searched for articles using the search terms “dermatitis 
artefacta,” “factitious dermatitis,” and “factitial dermatitis,” 
in combination with “psychiatry,” “psychiatric diagnosis,” 
“psychiatric disorder,” “mental illness,” “depression” or 
“anxiety.” All searches were current up to July 12, 2021. As an 
example, the search strategy for the PubMed database was as 
follows:
1. “Dermatitis artefacta” OR “factitious dermatitis” OR 

“factitial dermatitis” (Title, Abstract, Text or Key Words)
2. 1 AND (“psychiatr*” OR “psychol*”)
3. 1 AND (“psychiatric diagnosis” OR “psychiatric 

disorder” OR “mental illness”)
4. 1 AND (“depression” OR “major depression” OR 

“anxiety” OR “anxiety disorder”)
5. 2 OR 3 OR 4

Using the above search strategy, a total of 215 citations 
were identified: 113 in PubMed and 102 in Scopus. After 
removal of duplicate citations, a total of 119 citations were 
screened for possible inclusion in this review. Of these, 108 
citations were excluded for the following reasons: Single case 
reports (n = 48), studies of disorders other than dermatitis 
artefacta (n = 22), general or narrative review articles 
on psychodermatology without original data (n = 15), 
commentaries and editorials (n = 13), papers in languages 
other than English (n = 5), papers with no evaluation 
of psychiatric disorders (n = 4), and papers reporting 
histopathological findings without clinical or mental health 
data (n = 1). Among the papers in other languages, none 
reported data on a series or sample of cases; they were all 
classified as commentaries or single case reports. A  total of 
11 papers were included in the final review. Details of the 
above process are summarized in a flow diagram in Figure 1.
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e quality of the studies included in this review was assessed 
using the GRADE guidelines. According to these guidelines, 
observational studies begin with a quality rating of “low” 
(or ++ on a scale of + to ++++), indicating that our level of 
confidence in the study estimate (in this case, prevalence of 
psychiatric disorders) is limited, and the true prevalence may 
vary significantly from what is reported in published papers. 
is baseline score is further adjusted to take into account 
indirectness, imprecision, publication bias, and assessment of 
potential confounding factors.[18] Indirectness, in the context 
of observational studies, refers to whether the patients studied 
are similar to those encountered in real-world settings.[19] 
Imprecision refers to the width of the confidence interval 
reported in a given study; a large confidence interval would 
indicate greater imprecision.[20] Publication bias is assessed on 
the basis of the number of studies and their funding source; 
a smaller number of studies, or commercially funded studies, 
would be associated with greater publication bias.[21] Finally, 
for the 11 papers examined in this review, it was not possible 
to assess imprecision in individual papers, as estimates of 
prevalence were given only as percentages, and in some cases 
had to be computed from the raw data for the purpose of this 
review; hence, imprecision was commented on for the review 
as a whole.[20] e lowest possible score that can be assigned 
to a study is “very low” (+); hence, all studies included in 
this review received a score of “low” (++) or “very low” (+). 
Table 1 illustrates the quality assessment for each study as per 
the GRADE guidelines.[16,22-31]

Information on demographic variables (age and marital 
status) was extracted from the aggregate and individual 
patient data provided in each report. Details on psychiatric 
diagnoses were extracted based on the details provided by 
the authors. If an outdated term was used due to an earlier 
date of publication, this was replaced by the contemporary 
diagnostic entity; this was required only in one patient who 
received a diagnosis of “war neurosis,” which would be 
classified today as post-traumatic stress disorder (PTSD). As 
the diagnoses were based on single clinical interviews or file 
reviews, details regarding the severity of illness in individual 
patients, and additional clinical information of interest, 
could not be obtained. Where vague or inaccurate terms 
were used to describe a patient, such as “shy” or “nervous,” 
no specific diagnosis was ascribed to them. All diagnoses 
were coded as the equivalent diagnostic category according 
to the World Health Organization’s Classification of Mental 
and Behavioral Disorders, 10th  Edition for the purpose of 
uniformity and ease of communication.[32] Overall confidence 
intervals for the prevalence of all psychiatric disorders were 
computed based on aggregate data from all available studies, 
using the MetaXL add-on to Microsoft Excel, and based on 
the most recent review on meta-analysis of prevalence data 
by the developers of this software package.[33]

RESULTS

Details of the studies included in this review

A total of 11 papers were included in the final review, 
representing a total of 334  patients with dermatitis 
artefacta.[16,22-31] e earliest of these reports was published 
in 1975, and the most recent relevant report was published 
in 2015. Nine countries were represented in these studies: 
Denmark, India, Iran, Mexico, Poland, Saudi Arabia, Spain, 
Switzerland, and the United  Kingdom. All studies were 
based on hospital samples of patients seeking treatment from 
dermatology clinics or services. e majority of these reports 
(7 of 11) included patients from all age groups – children, 
adolescents, and adults, while two papers included only 
children and adolescents,[24,31] one included only adolescents 
and adults,[27] and one included only older adults.[28] One of 
the studies included in this review reported findings only 
in female patients with self-inflicted lesions confined to the 
breast area, while the remaining papers included patients of 
both genders and with lesions at any site.

From a methodological perspective, ten of the 11 papers 
included in this study reported psychiatric diagnoses on 
the basis of a clinical assessment by a psychiatrist or clinical 
psychologist, while one study reported diagnoses on the basis 
of the patients’ existing medical records. None of the studies 
reported the use of a standard psychometric instrument, 
such as a rating scale or structured interview, to screen for 

Figure 1: PRISMA flow diagram of the current systematic review.



Rajkumar: Psychiatric disorders in dermatitis artefacta

Cosmoderma 2021 • 1(49) | 4

the presence of mental disorders. ere was no consistent 
mention of any standard diagnostic criteria, such as the 
World Health Organization’s International Classification of 
Mental Disorders or the American Psychiatric Association’s 
Diagnostic and Statistical Manual for Mental Disorder, being 
used to confirm individual diagnoses. Six of the 11 studies 
also documented a history of past or recent stressors that were 
considered to be relevant by the mental health professional 
evaluating the patient, while two studies reported details of 
possible childhood trauma or stressors in adult patients.

Demographic characteristics of the patients

A total of 334 patients were assessed in the studies included in 
this review. e majority of these patients (271 of 334, 81.1%) 
were female. e demographic details of these patients are 
summarized in Table  2. Specific details of the age of study 
participants were provided in ten of the 11 studies included. 
e age range of the patients included in this review ranged 
from a minimum of two to a maximum of 86 years of age, 
with mean ages from 12.9 to 60.8 years reported in individual 
studies.

For patients for whom data were available, the majority of 
patients (52.1%) were married or in a stable relationship. 
Information on other demographic variables of interest, 
such as income, employment, or religious affiliation, was not 
consistently provided across published reports.

Psychiatric diagnoses in samples of patients with 
dermatitis artefacta

e relative frequency and distribution of various psychiatric 
diagnoses in the patient samples included in this study are 
summarized in Table  3. Of the 334  patients whose data 
were included in this review, 67  (20.1%) were reported 
to have refused a psychiatric or psychological evaluation. 
Documented refusal of a mental health evaluation 

consultation was more frequent in the two studies of child 
and adolescent patients (48/73  patients; 65.6%) than in the 
other nine studies (19/261 patients; 7.3%); this difference was 
statistically significant (P = 0.003, Fisher’s exact test).

In the remaining 267  patients who underwent some form 
of psychiatric evaluation, a clear psychiatric diagnosis 
could be established in 119  patients (44.5%). e most 
frequent diagnoses made were depression (n = 50; 18.7%), 
somatoform disorders (n = 15, 5.6%), substance use 
disorders (n = 13, 4.9%), anxiety disorders (n = 11, 4.1%), 
and mental retardation/intellectual disability (n = 9, 3.4%). 
Other diagnoses identified in smaller numbers of patients, in 
descending order of frequency, were personality disorders, 
bipolar disorder, conduct disorders, schizophrenia, PTSD, 
dementia, attention-deficit/hyperactivity disorder, specific 
developmental disorder of scholastic skills (specific learning 
disability), stuttering, and nocturnal enuresis.

Data on the relative frequency of psychiatric diagnoses in 
men and women were available in six studies, providing 
data on 165 women and 27 men who agreed to a psychiatric 
evaluation. is information is summarized in Table  4. 
Women were more likely to receive a diagnosis than men 
in three of the five studies. In a pooled analysis, psychiatric 
disorders were diagnosed in 65 of 165 women (39.4%) and 
4 of 27 men (14.8%); based on this, it could be estimated 
that women with dermatitis artefacta had a 3.7-fold chance 
of being diagnosed with a mental disorder compared to 
men (odds ratio, 3.74; 95% confidence interval, 1.26–11.09; 
P = 0.016, Fisher’s exact test). Due to the heterogeneity in 
patient population and age groups, no significant analysis 
of age differences in the frequency of psychiatric diagnoses 
could be undertaken. However, the pooled frequency of 
psychiatric diagnoses was 91.7% (22 of 24 subjects evaluated) 
in studies of children and adolescents alone, compared to 
39.9% (97 of 243 subjects evaluated) in samples involving 
patients from all age groups.

Table 1: Quality assessment of the studies included in the meta-analysis, as per GRADE guidelines.

Study Baseline quality score Indirectness Publication bias Assessment of 
confounding factors

Final quality 
score

Sneddon and Sneddon, 1975[16] 2 (++) −1 −1 0 1 (+)
Haenel et al., 1984[22] 2 (++) −2 −1 0 1 (+)
Obasi and Naguib, 1999[23] 2 (++) 0 −1 +1 2 (++)
Saez-de-Ocariz et al., 2004[24] 2 (++) −2 −1 0 1 (+)
Nielsen et al., 2005[25] 2 (++) 0 −1 +1 2 (++)
Ehsani et al., 2009[26] 2 (++) −2 −1 0 1 (+)
Rodriguez-Pichardo et al., 2010[27] 2 (++) −2 −1 0 1 (+)
Wojewoda et al., 2012[28] 2 (++) −2 −1 0 1 (+)
Mohandas et al., 2013[29] 2 (++) 0 −1 +1 2 (++)
Saha et al., 2015[30] 2 (++) −2 −1 0 1 (+)
Luna et al., 2015[31] 2 (++) −2 −1 0 1 (+)
Final quality scores are computed by adding the sub-scores to the baseline quality score. Scores less than 1 are rated as 1 (“very low quality”)
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e I2 statistic for heterogeneity across studies was 50.4, 
indicating substantial heterogeneity. Hence, a random-
effects meta-analysis was carried out. Using this method, the 
pooled prevalence for psychiatric comorbidities in dermatitis 
artefacta across all studies was 46.2% (95% confidence 
interval, 35.4–57.4%), which was similar to that obtained 
through a direct systematic review.

Other details related to mental health in patients with 
dermatitis artefacta

Six studies, providing details of 115  patients, reported 
details of stressful events that were judged to be related 
to the patient’s self-inflicted skin lesions on psychological 
evaluation.[16,23,24,28-31] e relative frequency of stressful life 
events reported in these samples ranged from 14.3% to 53.6%. 
e types of stressors reported by the patients are summarized 
in Table 5. Pooled analysis of all studies reporting this data 
found that 47 of 115 patients (40.9%) reported a significant 
stressor. Five of these studies, providing data on 94 patients, 
included gender-wise frequencies of stressful life events. 
A pooled analysis of these studies revealed that the frequency 
of stressful life events did not vary significantly between men 
(6 of 15; 40%) and women (38 of 79; 48.1%) with dermatitis 
artefacta (odds ratio, 1.39; 95% confidence interval, 0.47–
4.14; P = 0.58, Fisher’s exact test). ere were insufficient data 

to compare variations in the type of stressful events across 
age groups, though certain specific stressors, such as bullying 
and difficulties with schoolwork, were reported only by older 
children or adolescents.

Only two studies reported details of traumatic events in 
childhood in samples of adult patients. In the first, two 
of 43  patients reported histories of alleged sexual abuse, 
but this was not examined further by the researchers.[16] In 
the second, it was noted that 25 of 71 patients experienced 
“stressful events” in childhood, but the exact nature of these 
events, such as abuse, neglect, parental death, or separation, 
was not specified.[22]

DISCUSSION

e findings of this review suggest that psychiatric diagnoses, 
though not universal or even a majority phenomenon, are 
found in a significant subset of patients with dermatitis 
artefacta. ese disorders tend to be slightly more common 
in female than in male patients, though this was evident only 
on a pooled analysis, with most individual studies finding 
roughly equal frequencies of mental disorders in men and 
women with dermatitis artefacta. Moreover, a significant 
proportion of patients reported significant stressful life 
events, regardless of age or gender, and most of these stressors 

Table 2: Demographic characteristics of patients in the studies reviewed.

Author and publication date Country of 
origin

Sample size Mean age
(range)

Gender distribution Marital status*

Sneddon and Sneddon, 1975[16] United Kingdom 43 36.5
(13–70)

38 F, 5 M 29% single, 71% married

Haenel et al., 1984[22] Switzerland 71 NA 59 F, 12 M NA
Obasi and Naguib, 1999[23] Saudi Arabia 14 25.9

(12–71)
12 F, 2 M 50% single, 50% married**

Saez-de-Ocariz et al., 2004†[24] Mexico 29 11.2
(2–18)

25 F, 4 M -

Nielsen et al., 2005[25] Denmark 57 39.0
(12–86)

42 F, 15 M NA

Ehsani et al., 2009[26] Iran 12 28.8 
(NA)

7 F, 5 M NA

Rodriguez-Pichardo et al., 2010⁋[27] Spain 27 34.3
(13–77)

27 F 35% single, 55% married, 
10% widowed

Wojewoda et al., 2012[28] Poland 4 60.8
(57–62)

2 F, 2 M NA

Mohandas et al., 2013[29] United Kingdom 28 28.1
(9–81)

24 F, 4 M 58% single, 21% married or 
in long-term relationship, 
16% separated, 5% widowed

Saha et al., 2015[30] India 5 26.8
(12–48)

3 F, 2 M NA

Alcantara Luna et al., 2015†[31] Spain 44 12.9
(4–17)

32 F, 12 M -

*Calculated only for adult subjects, **Data missing for some patients, †Study involving only children and adolescents, ⁋Study included only female patients 
with breast lesions, NA: Data not available in the study or supplementary material
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were related to difficulties in close interpersonal relationships 
involving a family member, spouse, or romantic partner.

As noted above, the most frequent diagnoses made were 
depression, somatoform disorders, substance use disorders, 
anxiety disorders, and intellectual disability; the latter 

diagnosis was made more frequently in children and 
adolescents. e fact that these diagnoses were commonly 
associated with dermatitis artefacta may yield clues about 
the psychological processes involved in specific patients. 
Depression is associated with high rates of both suicide 

Table 3: Psychiatric diagnoses in patients with dermatitis artefacta.

Study Sample 
size

Number of 
patients refusing 

evaluation

Number 
of patients 
evaluated

Overall frequency of 
psychiatric diagnosis

Diagnoses
(number and percentage)

Sneddon and 
Sneddon, 
1975[16]

43 - 43 17 (40%) Somatoform disorders, 6 (14%)
Depression, 4 (9%)
Intellectual disability, 2 (5%)
Post-traumatic stress disorder, 1 (2%)
Anorexia nervosa, 1 (2%)
Dementia, 1 (2%)
Nocturnal enuresis, 1 (2%)
Stuttering, 1 (2%)

Haenel et al., 
1984[22]

71 - 71 23 (32%) Depression, 23 (32%)

Obasi and 
Naguib, 1999[23]

14 1 13 5 (38%) Depression, 3 (23%)
Schizophrenia, 1 (8%)
Personality disorder, 1 (8%)

Saez-de-Ocariz 
et al., 2004†[24]

29 7 22 19 (86%) Intellectual disability, 7 (32%)
Anxiety disorders, 7 (32%)
Depression, 4 (18%)
Conduct disorder, 1 (5%)

Nielsen et al., 
2005[25]

57 - 57 20 (35%) Substance use disorder, 10 (18%)
Somatoform disorders, 8 (14%)
Depression, 1 (2%)
Schizophrenia, 1 (2%)

Ehsani et al., 
2009[26]

12 2 10 10 (100%) Bipolar disorder, 4 (40%)
Depression, 2 (20%)
Anxiety disorders, 2 (20%)
Substance use disorder, 1 (10%)
Personality disorder, 1 (10%)

Rodriguez-
Pichardo et al., 
2010⁋[27]

27 14 13 8 (62%) Depression, 5 (38%)
Personality disorder, 3 (23%)

Wojewoda et al., 
2012[28]

4 2 2 1 (50%) Depression, 1 (50%)

Mohandas et al., 
2013[29]

28 - 28 15 (54%) Depression, 7 (25%)
Anxiety disorders, 2 (7%)
Substance use disorders, 2 (7%)
Somatoform disorders, 1 (4%)
Schizophrenia, 1 (4%)
Attention-deficit/hyperactivity disorder, 1 (4%)
Specific developmental disorder of scholastic 
skills, 1 (4%)

Saha et al., 
2015[30]

5 - 5 0 (0%) -

Luna et al., 
2015†[31]

44 41 3 1 (33%) Personality disorder, 1 (33%)

All percentages are given with patients evaluated as the denominator and are arranged in descending order of frequency. †Study involving only children 
and adolescents, ⁋Study included only female patients with breast lesions
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attempts[34] and non-suicidal forms of self-injury (NSSI), 
such as cutting.[35] Studies of individuals who exhibit NSSI 
have found that this behavior results from an interaction 
between depression, inability to tolerate distressing 
situations, and difficulties in controlling or regulating 
negative emotions, and patients with depression who 
exhibit NSSI show altered patterns of activation in several 
brain regions related to emotion regulation and self-
perception.[36-38] Similarly, anxiety disorders are associated 
with both suicide attempts and NSSI,[39] and individuals 
may engage in NSSI to reduce inner anxiety or tension.[40] 
is mechanism may explain the tendency of patients with 
dermatitis artefacta to self-inflict skin lesions when faced 
with an anxiety-provoking stressor. Somatoform disorders 
are characterized by multiple physical complaints, referred 
to various organ systems, for which no clear cause can 
be found even after comprehensive medical evaluation. 
Like dermatitis artefacta, somatoform disorders tend to 

be chronic, difficult to treat, and are often exacerbated by 
stressors.[41] Somatoform disorders appear to arise from a 
complex interaction between genetic vulnerability, early life 
experiences, and individual differences in interpreting bodily 
sensations and coping with stressful events, particularly of 
those of an interpersonal nature;[42,43] neuroimaging studies 
in these patients show alterations in the structure and 
function of brain circuits related to bodily sensation and 
emotion.[44] e above conditions have been linked together 
in terms of genetics, risk factors and response to specific 
medications, and may form a continuum – the “neurotic 
spectrum” or “anxiety-depressive spectrum” with common 
underlying neurobiological and psychological processes.[45-47] 

ese disorders are characterized by psychological processes 
such as dissociation, intolerance of distress, and deficits 
in emotion regulation, which are important predictors 
of NSSI.[48-50] us, some cases of dermatitis artefacta may 
be understood as variant forms of NSSI occurring in the 

Table 5: Stressful life events reported by patients with dermatitis artefacta.

Study Frequency of stressful life 
events

Stressful events by gender Types of stressors reported

Sneddon and Sneddon, 1975[16] 18/43 (42%) F: 16/38 (42%)
M: 2/5 (40%)

Familial dispute or discord, 11 (26%)
Marital or relationship discord, 3 (7%)
Academic difficulties, 2 (5%)
Illness in family member, 1 (2%)
Bereavement, 1 (2%)

Obasi and Naguib, 1999[23] 7/14 (50%) F: 6/12 (50%)
M: 1/2 (50%)

Familial dispute or discord, 3 (21%)
Marital or relationship discord, 3 (21%)
Work-related stress, 1 (7%)

Saez-de-Ocariz et al., 2004†[24] 3/21 (14%) Not provided Familial dispute or discord, 3 (14%)
Wojewoda et al., 2012[28] 1/4 (25%) F: 1/2 (50%)

M: 0/2 (0%)
Bereavement, 1 (25%)

Mohandas et al., 2013[29] 15/28 (54%) F: 13/24 (54%)
M: 2/4 (50%)

Marital or relationship discord, 4 (14%)
Academic difficulty, 3 (11%)
Illness in family member, 2 (7%)
Familial dispute or discord, 1 (4%)
Work-related stress, 1 (4%)
Bullying at school, 1 (4%)

Saha et al., 2015[30] 3/5 (60%) F: 2 / 3 (67%)
M: 1 / 2 (50%)

Familial dispute or discord, 1 (20%)
Marital or relationship discord, 1 (20%)
Academic difficulty, 1 (20%)

Table 4: Relative frequencies of psychiatric diagnoses in female and male patients with dermatitis artefacta.

Study Sample size Psychiatric diagnoses 
in female patients

Psychiatric diagnoses 
in male patients

Statistical significance 
(Fisher’s exact test)

Sneddon and Sneddon, 1975[16] 43 (38 F, 5 M) 15 / 38 (39%) 2/5 (40%) 1.000
Haenel et al., 1984[22] 71 (59 F, 12 M) 23/59 (39%) 0/12 (0%) 0.007*
Obasi and Naguib, 1999[23] 14 (12 F, 2 M) 5/12 (42%) 0/2 (0%) 0.505
Wojewoda et al., 2012[28] 4 (2 F, 2 M) 1/2 (50%) 0/2 (0%) 1.000
Mohandas et al., 2013[29] 28 (24 F, 4 M) 13/24 (54%) 1/2 (50%) 1.000
Saha et al., 2015[30] 5 (3 F, 2 M) 0/3 (0%) 0/2 (0%) 1.000
*Significant at P<0.05
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context of these spectrum conditions, and may be amenable 
to similar forms of psychological treatment.[51]

Despite being the third most common comorbid diagnosis 
identified in this review, the association between substance 
use disorder and dermatitis artefacta has not been 
examined systematically to date. It has been hypothesized, 
on the basis of an observed association between alcohol use 
and NSSI, that substance use and self-injurious behavior 
may both represent attempts to deal with psychological 
distress (“psychic pain”).[52] If dermatitis artefacta is viewed 
alongside these behaviors, the association between these 
two conditions can be explained on this basis. Patients with 
substance use disorders also have altered pain sensitivity 
and sensory responsiveness, which may also be relevant 
to the self-infliction of superficial lesions; these patients 
sometimes exhibit other, possibly related dermatological 
phenomena, such as unexplained chronic pruritus.[53,54] A 
“final common pathway” that may link alterations in pain 
perception and response to the “psychic pain” is altered 
functioning of endogenous opioid receptors in the brain, 
though the exact receptors and pathways involved remain 
unclear.[55,56] In addition, certain substance use disorders, 
such as alcoholism, are genetically linked to depression;[45] 
in these cases, mechanisms similar to those described 
above for the “anxiety-depressive spectrum” may be 
relevant.

Apart from these four disorders, intellectual disability 
was a common comorbidity in patients with dermatitis 
artefacta, particularly in children and adolescents. Self-
injurious behaviors of various kinds are commonly seen 
in intellectual disability, both in general and in relation to 
specific genetic syndromes.[57] e mechanisms involved in 
self-inflicted injuries in these patients are quite distinct; these 
behaviors may represent a form of self-stimulation, or may 
reflect alterations in pain sensitivity and autonomic nervous 
system functioning.[58,59] Identifying intellectual disability, 
particularly in association with genetic syndromes, may 
be important in younger patients with dermatitis artefacta, 
both in terms of establishing a syndromal diagnosis and 
in providing appropriate treatment, which would involve 
measures such as environmental enrichment and behavior 
therapy.[60]

A significant number of patients with dermatitis artefacta 
reported stressors, particularly involving family or marital 
relationships, and this was observed both in pediatric and 
adult patients. This finding is consistent with literature 
on patients with other forms of self-injury, where poor 
attachment to parents or peers in childhood leads to an 
unstable sense of identity and poor adult relationships. 
In some of these individuals, self-induced skin lesions 
may be a way of developing an identity as a “sick person” 
or “patient.” This would lead to a removal, at least 

temporarily, from a stressful situation (“primary gain”) as 
well as increased attention and care from family members 
and health-care professionals (“secondary gain”).[61,62] 
Appropriate psychological therapies may be indicated in 
some of these cases to minimize interpersonal disputes 
and enable more adaptive forms of communicating one’s 
desires and difficulties, while preventing parents and 
other family members from unintentionally reinforcing 
this behavior.[63]

Cases of dermatitis artefacta in relationship to more 
severe mental disorders, such as schizophrenia, have been 
reported in the reviewed literature.[23,25,29] Although these 
conditions are relatively rare, they should be considered in 
cases where a bizarre motive is ascribed to the self-inflicted 
lesions: For example, a patient may claim that he is trying to 
remove a device implanted in him, or that he hears voices 
commanding him to injure himself.[64] In such cases, treating 
the underlying disorder is essential. Similarly, dermatitis 
artefacta occurring for the first time in an elderly person may 
indicate a neurocognitive disorder, particularly dementia;[16] 
patients in this age group should be evaluated to rule out 
dementia or other organic brain disorders.

Finally, an important recurring theme across all the papers 
reviewed is the high likelihood that patients will refuse 
psychological evaluation and treatment, particularly in 
the pediatric age group.[24,27,31] is poses a challenge to 
treating dermatologists who have correctly identified the 
nature of the patient’s lesions, as well as to psychiatrists who 
would not be permitted to offer involuntary treatment in 
such a scenario. In such cases, it may be helpful to explain 
the concept of dissociation, in which a patient is not fully 
aware of a particular act or behavior, and thereby allow the 
patient to “save face.”[65] Alternately, patients can initially be 
told that their lesions may be related to stress, and they may 
be given screening questionnaires that identify common 
mental disorders without the stigma associated with a formal 
psychiatric referral.[66] It is important not to confront the 
patient directly without such preliminaries, as this could 
result in denial and loss to follow-up.[65] Further research is 
needed to define optimal communication strategies when 
handling such patients and their families, particularly in 
cases of pediatric dermatitis artefacta.

is review is subject to certain important limitations. First, 
the number of published studies and their sample sizes is 
both small, limiting the conclusions that can be drawn about 
the actual prevalence of individual psychiatric disorders 
in dermatitis artefacta. Second, all the cited studies have 
relied on clinician interviews or reviews of medical records, 
without any specific reference to diagnostic criteria or 
checklists; it is possible that certain diagnoses may have been 
missed using these methods. ird, a significant number of 
patients refused evaluation, and the prevalence of psychiatric 
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disorders in this sub-group is unknown. Fourth, the 
temporal relationship between mental illness and dermatitis 
artefacta could not be examined in these studies, due to 
their cross-sectional nature. Fifth, certain disorders known 
to be associated with repetitive and self-injurious behavior, 
such as autism spectrum disorders, were not mentioned in 
any of the studies, though they may have been relevant in 
younger patients. Sixth, most studies were based on patients 
treated at specialized dermatology services with facilities for 
psychiatric consultation and psychological evaluation: Such 
facilities may not be available in all settings. Seventh, no 
study assessed the relationship between dermatitis artefacta 
and other forms of non-suicidal self-injury, such as wrist-
cutting. Eighth, the quality of most published studies was 
low, with high indirectness and marked heterogeneity across 
studies. is is manifested in the fairly broad confidence 
interval obtained in the final meta-analysis, indicating a 
certain degree of imprecision in the final estimate presented 
in this paper. Finally, as no treatment data were provided 
in the included papers, it is not known whether treating 
the underlying psychiatric condition (e.g.  antidepressants 
for depression, or behavior therapy for specific anxiety 
disorders) would lead to a reduction or even a resolution of 
self-inflicted skin lesions.

CONCLUSION

Psychiatric disorders affect a significant number of patients 
with dermatitis artefacta. Many of these conditions are 
treatable, and may share mechanistic links with the other 
forms of self-injury seen in these patients. However, the 
management of these conditions is challenging because 
many patients refuse evaluation and treatment, even when 
facilities for the same are available. Future research should 
focus on: (a) Estimating the frequency of psychiatric 
disorders or symptoms in dermatitis artefacta using 
standard psychometric instruments to ensure better study 
and data quality, (b) conducting such studies in community 
or primary care settings, rather than specialized clinics, 
to address the issue of indirectness, (c) devising better 
strategies to motivate patients with dermatitis artefacta 
to undergo psychological evaluation, and (d) assessing 
whether the treatment of psychiatric disorders, when 
identified, leads to an improvement in the outcome of 
dermatitis artefacta.

Declaration of patient consent

Patient’s consent not required as there are no patients in this 
study.

Financial support and sponsorship

Nil.

Conflicts of interest

ere are no conflicts of interest.

REFERENCES

1. Lavery MJ, Stull C, McCaw I, Anolik RB. Dermatitis artefacta. 
Clin Dermatol 2018;36:719-22.

2. Ferri JV, de Araujo DB. Dermatitis artefacta mimicking 
cutaneous vasculitis: Case report and literature overview. 
Reumatologica 2019;57:106-8.

3. Pichardo AR, Garcia Bravo B. Dermatitis artefacta: A review. 
Actas Dermosifiliogr 2013;104:854-66.

4. El Kissi Y, Chhoumi M, Nakhli J, Kenani N, Denguezli M, 
Nouira R, et al. Life events and quality of life in female patients 
with dermatitis artefacta: A  comparative study with siblings 
and controls. Compr Psychiatry 2014;55:1614-9.

5. Gupta MA. Emotional regulation, dissociation, and the self-
induced dermatoses: Clinical features with implications for 
treatment with mood stabilizers. Clin Dermatol 2013;31:110-7.

6. Gattu S, Rashid RM, Khachemoune A. Self-inflicted skin 
lesions: A review of dermatitis artefacta. Cutis 2009;84:247-51.

7. Potenza C, Bernardini N, Mambrin A, Skroza N. Dermatitis 
artefacta in a patient affected by impulse control disorder: Case 
report. Acta Dermatovenerol Croat 2011;19:28-30.

8. Kalivas J, Kalivas L. Sertraline: Lack of therapeutic efficacy in 
patients with delusions of parasitosis and dermatitis artefacta. 
Int J Dermatol 1997;36:477.

9. Feily A, Namazi MR, Saboktakin M, Mehri M, Lotfi J, 
Ayoobi  A, et al. Self-inflicted non-healing genital ulcer: 
A  rare form of factitious disorder. Acta Dermatovenerol Alp 
Pannonica Adriat 2009;18:83-5.

10. Doran AR, Roy A, Wolkowitz OM. Self-destructive dermatoses. 
Psychiatr Clin North Am 1985;8:291-8.

11. Verraes-Derancourt S, Derancourt C, Poot F, Heenen M, 
Bernard P. Dermatitis artefacta: Retrospective study in 
31 patients. Ann Dermatol Venereol 2006;133:235-8.

12. Verma P, Pandhi D, Yadav P. Dermatitis artefacta manifesting 
as genital scars: A result of an unusual behavior pattern. Int J 
STD AIDS 2012;23:527-8.

13. Gupta MA, Gupta AK, Haberman HF. e self-inflicted 
dermatoses: A critical review. Gen Hosp Psychiatry 1987;9:45-52.

14. Rogers M, Fairley M, Santhanam R. Artefactual skin disease in 
children and adolescents. Australas J Dermatol 2001;42:264-70.

15. Fabisch W. Psychiatric aspects of dermatitis artefacta. Br J 
Dermatol 1980;102:29-34.

16. Sneddon I, Sneddon J. Self-inflicted injury: A follow-up study 
of 43 patients. Br Med J 1975;3:527-30.

17. Liberati A, Altman DG, Tetzlaff J, Mulrow C, Gotzsche PC, 
Ioannidis JP, et al. e PRISMA statement for reporting 
systematic reviews and meta-analysis of studies that evaluate 
healthcare interventions: Explanation and elaboration. BMJ 
2009;339:b2700.

18. Balshem H, Helfand M, Schunemann HJ, Oxman AD, Kunz R, 
Brozek J, et al. GRADE guidelines: 3. Rating the quality of 
evidence. J Clin Epidemiol 2011;64:401-6.

19. Guyatt GH, Oxman AD, Kunz R, Woodcock J, Brozek J, 
Helfand M, et al. GRADE guidelines: 8. Rating the quality of 



Rajkumar: Psychiatric disorders in dermatitis artefacta

Cosmoderma 2021 • 1(49) | 10

evidence-indirectness. J Clin Epidemiol 2011;64:1303-10.
20. Guyatt GH, Oxman AD, Kunz R, Brozek J, Alonso-Coello P, 

Devereaux PJ, et al. GRADE guidelines: 6. Rating the quality of 
evidence-imprecision. J Clin Epidemiol 2011;64:1283-93.

21. Guyatt GH, Oxman AD, Montori V, Vist G, Kunz R, Brozek J, 
et al. GRADE guidelines: 5. Rating the quality of evidence-
publication bias. J Clin Epidemiol 2011;64:1277-82.

22. Haenel T, Rauchfleisch U, Schuppli R, Battegay R. e 
psychiatric significance of dermatitis artefacta. Eur Arch 
Psychiatry Neurol Sci 1984;24:38-41.

23. Obasi OE, Naguib M. Dermatitis artefacta: A  review of 
14 cases. Ann Saudi Med 1999;19:223-7.

24. Saez-de-Ocariz M, Orozco-Covarrubias L, Mora-Magana  I, 
Duran-McKinster C, Tamayo-Sanchez L, Gutierrez-
Castrellon   P, et al. Dermatitis artefacta in pediatric patients: 
Experience at the national institute of pediatrics. Pediatr 
Dermatol 2004;21:205-11.

25. Nielsen K, Jeppesen M, Simmelsgaard L, Rasmussen  M, 
estrup-Pedersen K. Self-inflicted skin diseases. 
A retrospective analysis of 57 patients with dermatitis artefacta 
seen in a dermatology department. Acta Derm Venereol 
2005;85:512-5.

26. Ehsani AH, Toosi S, Shahshahani MM, Arbabi M, 
Noormohammadpour P. Psycho-cutaneous disorders: An 
epidemiologic study. J Eur Acad Derm Venereol 2009;23:945-7.

27. Rodriguez-Pichardo A, Hoffner MV, Garcia-Bravo  B, 
Camacho  FM. Dermatitis artefacta of the breast: 
A retrospective analysis of 27 patients (1976-2006). J Eur Acad 
Derm Venereol 2010;24:270-4.

28. Wojewoda K, Brenner J, Kakol M, Naesstrom M, Cubala WJ, 
Kozicka D, et al. A  cry for help, do not omit the signs. 
Dermatitis artefacta-psychiatric problems in dermatological 
diseases (a review of 5 cases). Med Sci Monit 2012;18:CS85-9.

29. Mohandas P, Bewley A, Taylor R. Dermatitis artefacta and 
artefactual skin disease: e need for a psychodermatology 
multidisciplinary team to treat a difficult condition. Br J 
Dermatol 2013;169:600-6.

30. Saha A, Seth J, Gorai S, Bindal A. Dermatitis artefacta: 
A review of five cases: A diagnostic and therapeutic challenge. 
Indian J Dermatol 2015;60:613-5.

31. Luna SA, Bravo BG, Pichardo AR, Martinez FM. Dermatitis 
artefacta in childhood: A retrospective analysis of 44 patients, 
1976-2006. Pediatr Dermatol 2015;32:604-8.

32. World Health Organization. e ICD-10 Classification of Mental 
and Behavioural Disorders: Clinical Descriptions and Diagnostic 
Guidelines. Geneva: World Health Organization; 1992.

33. Barendregt JJ, Doi SA, Lee YY, Norman RE, Vos T. Meta-
analysis of prevalence. J  Epidemiol Community Health 
2013;67:974-8.

34. Hawton K, Comabella CC, Haw C, Saunders K. Risk factors 
for suicide in individuals with depression: A systematic review. 
J Affect Disord 2013;147:17-28.

35. Masi G, Milone A, Montesanto AR, Valente E, Pisano S. 
Non suicidal self-injury in referred adolescents with mood 
disorders and its association with cyclothymic-hypersensitive 
temperament. J Affect Disord 2018;227:477-82.

36. Peterson CM, Davis-Becker K, Fischer S. Interactive role 
of depression, distress tolerance and negative urgency on 

non-suicidal self-injury. Personal Ment Health 2014;8:151-60.
37. Tresno F, Ito Y, Mearns J. Risk factors for nonsuicidal self-

injury in Japanese college students: e moderating role of 
mood regulation expectancies. Int J Psychol 2013;48:1009-17.

38. Quevedo K, Martin J, Scott H, Smyda G, Pfeifer JH. e 
neurobiology of self-knowledge in depressed and self-injurious 
youth. Psychiatry Res Neuroimaging 2016;254:145-55.

39. Chartrand H, Sareen J, Toews M, Bolton JM. Suicide attempts 
versus nonsuicidal self-injury among individuals with anxiety 
disorders in a nationally representative sample. Depress 
Anxiety 2012;29:172-9.

40. Mathew AS, Davine TP, Snorrason I, Houghton DC, 
Woods  DW, Lee HJ. Body-focused repetitive behaviors 
and non-suicidal self-injury: A  comparison of clinical 
characteristics and symptom features. J  Psychiatr Res 
2020;124:115-22.

41. Jackson JL, Kroenke K. Prevalence, impact, and prognosis of 
multisomatoform disorder in primary care: A 5-year follow-up 
study. Psychosom Med 2008;70:430-4.

42. Duddu V, Isaac MK, Chaturvedi SK. Somatization, 
somatosensory amplification, attribution styles and illness 
behaviour: A review. Int Rev Psychiatry 2006;18:25-33.

43. Deary V, Chalder T, Sharpe M. e cognitive behavioural 
model of medically unexplained symptoms: A theoretical and 
empirical review. Clin Psychol Rev 2007;27:781-97.

44. Begue I, Adams C, Stone J, Perez DL. Structural alterations 
in functional neurological disorder and related conditions: 
A  software and hardware problem? Neuroimage Clin 
2019;22:101798.

45. Winokur G, Coryell W. Familial subtypes of unipolar 
depression: A  prospective study of familial pure depressive 
disease compared to depression spectrum disease. Biol 
Psychiatry 1992;32:1012-8.

46. Hettema JM. What is the genetic relationship between anxiety 
and depression? Am J Med Genet C Semin Med Genet 
2008;148C:140-6.

47. Ociskova M, Prasko J, Kamaradova D, Grambal A, Latalova K, 
Sigmundova Z. Relationship between internalized stigma and 
treatment efficacy in mixed neurotic spectrum and depressive 
disorders. Neuro Endocrinol Lett 2014;35:711-7.

48. Calati R, Bensassi I, Courtet P. e link between dissociation 
and both suicide attempts and non-suicidal self-injury: Meta-
analyses. Psychiatry Res 2017;251:103-14.

49. Spitzen TL, Tull MT, Gratz KL. e roles of emotion regulation 
self-efficacy and emotional avoidance in self-injurious 
thoughts and behaviors. Arch Suicide Res 2020:1-19.

50. Slabbert A, Hasking P, Boyes M. Riding the emotional roller 
coaster: e role of distress tolerance in non-suicidal self-
injury. Psychiatry Res 2018;269:309-15.

51. Iyengar U, Snowden N, Asarnow JR, Moran P, Tranah T, 
Ougrin D. A  further look at therapeutic interventions for 
suicide attempts and self-harm in adolescents: An updated 
systematic review of randomized controlled trials. Front 
Psychiatry 2018;9:583.

52. Bresin K, Mekawi Y. Different ways to drown out the pain: 
A  meta-analysis of the association between nonsuicidal self-
injury and alcohol use. Arch Suicide Res 2020:1-22.

53. Assayag N, Bonneh Y, Parush S, Mell H, Neeman RK, Bar-



Rajkumar: Psychiatric disorders in dermatitis artefacta

Cosmoderma 2021 • 1(49) | 11

Shalita T. Perceived sensitivity to pain and responsiveness to 
non-noxious sensation in substance use disorder. Pain Med 
2020;21:1902-12.

54. Lipman ZM, Yosipovitch G. Substance use disorders and 
chronic itch. J Am Acad Dermatol 2021;84:148-55.

55. Lutz P-E, Almeida D, Filliol D, Jollant F, Kieffer BL, 
Turecki G. Increased functional coupling of the mu opioid 
receptor in the anterior insula of depressed individuals. 
Neuropsychopharmacology 2021;46:920-7.

56. Estave PE, Spodnick MB, Karkhanis AN. KOR control over 
addiction processing: An exploration of the mesolimbic 
dopamine pathway. Handb Exp Pharmacol 2020.

57. Huisman S, Mulder P, Kuijk J, Kerstholt M, van Eeghen A, 
Leenders A, et al. Self-injurious behavor. Neurosci Biobehav 
Rev 2018;84:483-91.

58. Peebles KA, Price TJ. Self-injurious behaviour in intellectual 
disability syndromes: Evidence for aberrant pain signalling as 
a contributing factor. J Intellect Disabil Res 2012;56:441-52.

59. Symons FJ, Wolff JJ, Stone LS, Lim TK, Bodfish JW. Salivary 
biomarkers of HPA axis and autonomic activity in adults with 
intellectual disability with and without stereotyped and self-
injurious behavior disorders. J Neurodev Disord 2011;3:144-51.

60. Minshawi NF, Hurwitz S, Morriss D, McDougle CJ. 
Multidisciplinary assessment and treatment of self-injurious 
behavior in autism spectrum disorder and intellectual 
disability: Integration of psychological and biological theory 
and approach. J Autism Dev Disord 2015;45:1541-68.

61. Gandhi A, Luyckx K, Molenberghs G, Baetens I, Goossens L, 
Maitra S, et al. Maternal and peer attachment, identity 
formation, and non-suicidal self-injury: A  longitudinal 
mediation study. Child Adolesc Psychiatry Ment Health 
2019;13:7.

62. Pawl R. When the pain won’t wane it’s mainly in the brain. Surg 
Neurol Int 2013;4 Suppl 5:S330-3.

63. Adrian M, McCauley E, Berk MS, Asarnow JR, Korslund K, 
Avina C, et al. Predictors and moderators of recurring self-
harm in adolescents participating in a comparative treatment 
trial of psychological interventions. J Child Psychol Psychiatry 
2019;60:1123-32.

64. Nielssen OB, Malhi GS, McGorry PD, Large MM. Overview of 
violence to self and others during the first episode of psychosis. 
J Clin Psychiatry 2012;73:e580-7.

65. Ahmed A, Bewley A, Taylor R. Dermatitis artefacta in a 
vulnerable adult with a dissociative state. Clin Exp Dermatol 
2013;38:921-3.

66. Mulvaney-Day N, Marshall T, Piscopo KD, Korsen N, Lynch S, 
Karnell LH, et al. Screening for behavioral health conditions 
in primary care settings: A systematic review of the literature. 
J Gen Intern Med 2018;33:335-46.

How to cite this article: Rajkumar RP. Psychiatric comorbidities in 
dermatitis artefacta: A systematic review and meta-analysis. CosmoDerma 
2021;1:49.


