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Dermatitis artefacta (DA) is a deliberate 
and conscious self-inflicted cutaneous 
injury. It is a rare pathology of skin 
lesions characterized by patients’ 

denial of all responsibility in their causation.1 
Depending on the methods used, lesions are often 
bizarrely shaped, usually oddly distributed on 
the body and, most of the time, are produced at 
sites easily accessible to the patients.2 DA was first 
described in the modern literature in 1951.3

The pathophysiology of DA is poorly understood. 
Genetics, psychosocial factors, as well as a personal 
and family history of psychiatric illness, have all 
been implicated as causes of the condition.4 Events 
thought to be the triggers for these self-inflicting 
injuries can range from simple anxiety to more 
serious interpersonal conflicts and severe personality 
disorders.5 It is believed that patients produce these 
skin lesions as a form of self-expression to satisfy a 
psychological need. Often this is a desire to receive 
medical treatment6 or to assume a sick role.3

DA is a rarely diagnosed disorder. The overall 
incidence is unknown, although it is much more 
common in adolescent girls and much less common 
in males.7 However, it has been reported in all age 
groups including children8-10 and the elderly.11

DA differs from other skin disorders in that lesions 
do not conform to those of known skin conditions. 
Patients with these lesions are otherwise healthy and 

all laboratory tests are usually normal. The diagnosis 
is made by suspicion and exclusion rather than on the 
basis of histological or biochemical findings. Thus, 
it involves a considerable investment in time and 
resources, and because of a lack of awareness of the 
disorder, it is often a source of anxiety for physicians.1 

Here we report a case of recurrent skin lesions 
typical of DA appearing in the left lower limb of a 
33-year-old Omani male for nine years.

C A S E  R E P O RT
A 33-year-old Omani male presented with recurrent 
left leg lesions over a period of nine years. The patient 
gave precise timing of when the most recent skin 
eruptions started. First two lesions spontaneously 
erupted and then increased in number in the same 
area. He claimed to have fever, nausea, vomiting, 
fatigue, and dizziness. He was admitted to Sohar 
Hospital and treated for a skin infection with 
antibiotics. The lesions recovered completely after 
three days. Lesions then reappeared around the same 
area, repeatedly. 

He was treated and hospitalized because of this 
problem many times in different hospitals. According 
to the patient, biopsies taken from the lesions, as well 
as microbiological and biochemical tests, were all 
normal. His lesions apparently disappeared shortly 
after admission to the hospitals.
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A B S T R AC T
Dermatitis artefacta (DA) is an intentional self-inflicted dermatitis produced by patients 
for unconscious psychological gain. Characteristically, patients deny the responsibility 
for their creation. It is a poorly understood condition and, in most cases, goes on for a 
long period of time before a diagnosis is made. This condition creates a lot of anxiety for 
physicians due to a lack of awareness of the disorder and involves a considerable amount 
of time and resources to deal with. Suspicion usually arises when there is an unconvincing 
history of the evolution and recurrence of these lesions, their locations on the body, 
and their bizarre shapes. Here we report a typical case of DA in a 33-year-old male who 
repeatedly presented with oddly shaped recurrent skin lesions in the left lower leg for 
nine years. He had numerous doctors’ visits and tests, and was admitted to a number of 
different hospitals without reaching a diagnosis or a cure.
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The patient travelled abroad for the same problem 
and, once again, no definitive diagnosis was made 
despite the many tests performed. He was diagnosed 
with skin infection and treated with antibiotics 
and according to the patient there was a complete 
disappearance of the lesions.

The latest episode of skin eruptions started to 
appear three weeks prior to his consultation with the 
infectious disease and dermatology clinics at Sultan 
Qaboos University Hospital. He gave a history of 
fever, nausea, vomiting, and fatigue most of the time. 
He also reported that it had been difficult for him to 
walk. On further questioning, the patient appeared 
to have knowledge of where the next lesions would 
appear. He pointed to a healthy area of the skin 
near the old lesions. He had been on sick leave for a 
considerable time and had not worked consistently 
for the last six months.

Assessment showed no fever and other vital 
parameters were all normal. Examination of the left 
leg showed mild erythema with trivial swelling and 
superficial crusted linear erosions on the medial and 
lateral aspects forming a horseshoe shape below the 
knee. There were three well-demarcated, well-spaced 
identical linear bullae on erythematous bases above 
the knee joint on the medial side of the thigh [Figure 
1]. The lesions on the knee joint and below were at 
different stages of healing [Figure 2]. 

The rest of the skin in-between the lesions and 
elsewhere in the body was completely normal. 
Examination of the rest of the body was unremarkable.

Microbiological tests were ordered including 
blood cultures and lesion swab cultures, and 
serological tests for tuberculosis, retroviruses, 
chronic hepatitis, and other viruses. Biochemical 
tests were done including kidney and liver function 
tests and bone biochemistry tests. The results of 
these tests were normal.

Two punch biopsy specimens were taken, one 
from the blisters and a second from the erosions. 
The microscopic findings from the blisters showed 
epidermal necrosis with abundant neutrophils 
with keratinocyte necrosis. The dermis showed 
moderate perivascular lymphocytic infiltration. 
The papillary dermis showed some coagulative 
necrosis beneath the blister. There were no  
microabscesses [Figure 3].

The findings from the erosions revealed a 
subcorneal cleft made up of necrotic keratinocytes 
covered by a thick orthokeratotic horny layer at 
the roof. The dermis showed mild perivascular 
lymphocytes infiltrate [Figure 4].

The sections taken from the two sites show 
two evolving lesions including subepidermal 
blister with necrosis of epidermis at one site and 
healing lesion with evidence of transepidermal 
elimination at the other site. These blisters were due 
to necrosis of the epidermis and were negative for 
immunofluorescence. Hence, these findings were 
compatible with a diagnosis of artefactual condition.

In our case, given the long history of recurrent 
lesions, their appearance, shape, and location in area 

Figure 1: Horseshoe-shaped superficial crusted 
lesions on the left lower leg of a 33-year-old male with 
three identical linear bullae above the knee joint.

Figure 2: Close-up of superficial lesions in the left lower 
leg of a 33-year-old male showing different stages of 
healing with normal looking skin around them.
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of skin easily accessible to the patient, in addition 
to the pathological findings and normal tests, a 
diagnosis of DA was made. A psychiatric assessment 
was then sought for the patient.

D I S C U S S I O N
In DA the patient creates skin lesions to satisfy 
an internal psychological need and denies all 
responsibility. Patients often go undiagnosed for 
some time until the observation of bizarre or unusual 

skin changes combined with a non-specific histology 
and normal test results lead to a diagnosis. Patients 
with DA waste time and resources with unnecessary 
tests resulting in high costs to the healthcare system.12 

In our patient, there was a long history of 
recurrent skin lesions with no obvious cause. After 
repeated consultations and assessment of the 
patients’ medical history and physical signs, patients 
with DA can be identified because of certain classic 
features [Box 1].2,9,11,12 Often there is a hollow history 
since patients will not give a timeline or an evolution 
pattern for the current skin lesions, which leads to 
the impression that they appeared without any 
preceding causative factors.11

On physical examination, lesions can vary as 
much as the creativity behind their cause. Lesions 
often are bizarrely shaped, oddly distributed, and 
appear at sites accessible to the patient.2 Overall 
the pattern of presentation of lesions is secondary 
to the mechanism of injury and can include blisters, 
excoriations, superficial erosions, ulcers, abrasions, 
ecchymosis, purpura, erythema, edema, or signs of 
trauma and burns.9,11,12 Differential diagnosis may 
vary greatly depending on the methodology and type 
of skin lesions produced by the patient. The various 
methods of producing the skin lesions are highly 
imaginative and depend on the patient’s background 
and education.13

Increased awareness of DA can save physicians, 
patients, and family members many frustrating 
medical visits and allow for better management 
and treatment of the condition. Management of 
these patients should be sympathetic and start with 
indirect indication that their activities are known. 
Direct confrontation should be avoided.14 Patients 
should be seen frequently to establish a good 
relationship, which is important as many patients 
are often lost to follow-up.15,16

Box 1: Typical clinical findings and features of 
dematitis artefecta.

 ■ Patient seems undisturbed.

 ■ Hollow history  (meaningless medical history).

 ■ Bizarre-shaped, oddly distributed lesions.

 ■ Lesions located at sites accessible to patient.

 ■ Foreign object source of lesion.

 ■ Lesion e.g. blisters, superficial erosions, abrasions.

 ■ Associated psychiatric history.

Figure 3: Biopsy of blisters showing 
necrosis of epidermis and superficial dermis, 
magnification=40×.

Figure 4: Biopsy of erosions showing necrosis 
of keratinocytes with evidence of healing by 
regeneration underneath, magnification=40×.
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Isolation and failure to communicate makes 
it difficult to help these patients.14 Psychiatric 
evaluation is essential as patients with DA often show 
signs of personality disorders, such as mood and 
anxiety disorders, depression, impulsive behavior, 
and somatization.17 Thus, in order to deliver the best 
management of these patients consultations with 
dermatologists and psychiatrist are essential, as in 
the case of this patient.

C O N C LU S I O N
DA is a rare self-inflected skin condition that can 
affect all ages and both genders, although it is 
more common in young women. Understanding, 
recognizing , diagnosing , and managing this 
condition properly is vital to avoid the frustration 
that commonly results from DA and avoid repeating 
lengthy, time consuming, and expensive tests and 
focus on resolving the precipitating factors.
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