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Abstract

There is considerable lack of awareness about child and adolescent population intentionally producing dermatological symptoms and
this unique group has remained underreported.

The objective: This review focuses on educating dermatologists about the pathogenesis, symptomatology and management op-
tions of factitious disorders.

Materials and methods: Medline search was conducted for last two decades and articles containing words factitious disorders and
dermatitis artefacta were identified.

Results: Children with factitious disorders suffer from other psychiatric disorders, particularly depression and borderline personal-
ity traits. The prevalence ranges from 0.5—2%. Majority of children and adolescents who engage in self-injurious behaviors do not
intend to commit suicide, instead they use their self-injurious behavior as an appeal for help or a non-verbal form of communication.
Conclusions: Patients should not be confronted to explore the underlying psychological conflicts, rather gentle, non-judgmental and
empathic approach be utilized for a good therapeutic rapport. High index of suspicion on provider’s part is a key to diagnosis. Along with
dermatological care, psychopharmacological interventions and psychotherapeutic techniques have proven helpful in this population.
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Introduction

Factitious disorders (FD) are relatively rare primary psy-
chiatric disorders with somatic expression. It is a subgroup
of diversified self-inflicted lesions where the patient denies
having caused an injury. Severe psychological distress and
desire to play a role of a sick person without clear external
incentives are supposed to be motivating factors of inflict-
ing self-harm [1]. Patients with FD are highly imaginative
and demonstrate extensive knowledge on medical special-
ties while fabricating symptoms [2—4]. A study conducted
on 455 FD patients revealed that such patients are usually
affected by endocrinological, cardiological and dermatolog-
ical problems [5]. Dermatology is particularly concerned
with FD as the skin is easily accessible to inflict self-harm
and injuries are highly visible.

According to literature, FD is also known as Munchausen
syndrome, hospital hooper syndrome, doctor or hospital
shopping, pseudologia phantastica, phatomimia [6], self-
harm [7], auto-destructive syndrome [8], self-mutilation [9],
dermatitis artefacta [ 10] and factitious dermatitis. The last
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two names wrongly imply inflammation. These terms may
be confusing for health care specialists and might pose diffi-
culties in conducting systematic studies on epidemiological
data, development, pathogenesis and treatment of the dis-
ease. One third of physicians treating patients with derma-
tological FD complain that they are insufficiently informed
on ways of setting a diagnosis [11]. A clear classification
and uniform terminology was introduced by the European
Society for Dermatology and Psychiatry (ESDaP) group
in 2013, which to some extent made the issue of self-in-
flicted lesions more clear [12].

Although the clear classification was made, it may still
be difficult to establish a proper diagnosis since the disease
has different clinical manifestations and dermatologists
demonstrate limited knowledge of underlying psychologi-
cal background. The prevalence of psychiatric comorbidity
in outpatient dermatological settings is estimated to be 30%
[13]. A review of 18 studies on a cohort of 52,000 patients
showed that the prevalence of self-inflicted skin lesions
ranged from 0.03% to 9.4% with weighted mean 0.9% [9].
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Epidemiological data suggest that self-inflicted skin lesions
are more common than it was previously thought [14].
Although FD symptoms have psychiatric component, many
patients are first presented to dermatologists. Most provid-
ers will encounter at least one patient with FD in all their
clinical practice [5]. These results clearly imply that derma-
tologists should get familiar with psychiatric issues, making
brief psychological evaluation and involving in cooperation
with mental health professionals so as to be able to effec-
tively refer such patients to them. Yet, Jafferany et al. noted
that only 18% of dermatologists confirmed that have a clear
understanding of psychodermatology and only 42% could
clearly identify and treat psychocutaneous disorders [15].

A review of literature on factitious disorders, reveal that
not only adults simulate medical conditions. Also, a number
of children and adolescents were reported to demonstrate
FD imposed on self [16]. In pediatric literature, much at-
tention has been paid to Munchausen syndrome by proxy
(MSBP) in which children are victims of intentional harm
or feigning, done by their caregivers who try to fulfill their
own psychological needs. This condition is a severe form
of child abuse [17]. According to DSM-V diagnostic cri-
teria, the perpetrator, not the victim, is diagnosed with fac-
titious disorder imposed on another (eponym Munchausen
syndrome by proxy). This review presents only FD imposed
on self in children since a full review of FD imposed on an-
other has been previously conducted elsewhere [18].

Children with FD are mostly seen as problematic or «dis-
arming» patients with regards to management of the dis-
ease. To make the treatment effective, a dermatologist
is required to become aware of psychological background,
leading to falsifying skin lesions, which in turn, is a cause
of severe psychological suffering. It is suggested that by in-
flicting self-harm, children merely cry for help [19]. An im-
mediate referral to a mental health professional, without
establishing a trustful patient-doctor relationship, mostly
results in a therapeutic failure since the patient is not aware
of his/her psychological motivations for such a behavior.
Besides, a mental illness is usually a stigma and evokes
embarrassment, which makes the patient feel rejected
by his/her dermatologist [20]. If the patient is able to accept
psychological treatment, the prognosis is usually positive.

The aim of this paper is to provide dermatologist with ex-
tensive knowledge about FD in children, their psychologi-
cal background and methods of management which should
be conducted in collaboration with mental health profes-
sionals. The role of dermatologists is essential in manage-
ment of patients affected by both dermatological and men-
tal disorders.

Definitions

FD are classified in the DSM-5 as somatic symptom
and related disorders. This expression refers to artificial
or fake, self-provoked diseases without clear external in-
centives, in many medical specialties. The following exam-
ples of FD imposed on self in children were reported: manip-
ulation of thermometer to simulate high fever of unknown
origin, manipulation of insulin to simulate ketoacidosis
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or hypoglycemia, urine tampering to falsify hematuria and
more [5]. FD in dermatology is a subgroup of diversified
self-inflicted skin lesions. Here patient induces skin lesions.
He/she denies causing any skin lesions or keeps his/her self-
harm secret without demonstrating any obvious incentives
for self-inflicting behavior. This description differentiates
FD from malingering, skin picking and self-inflicted skin le-
sions, caused by other obsessive and compulsive behaviors.

The ESDaP group proposed a terminology and classi-
fication of self-inflicted skin lesions that includes several
types of self-harm to the skin and defined four main cate-
gories [12]:

1) Non-hidden and non-denied underlying behavior with
compulsive spectrum: skin picking and skin-related damag-
ing symptoms.

2) Non-hidden and non-denied underlying behavior with
impulsive spectrum: skin picking and skin-related damag-
ing symptoms.

3) Hidden or denied underlying behavior with no exter-
nal incentives: FD in dermatology.

4) Hidden or denied behavior with external incentives:
malingering in dermatology.

This classification is based on the answers to the ques-
tions that may help health care professionals to establish
a diagnosis: «Is the behavior responsible for somatic dam-
age, denied or kept secret by the patient?» If the answer
to this question is positive, the next question differentiates
between malingering and FD: «Are there any external in-
centives?»

ESDaP group differentiates two clinical subtypes
of FD: Pathomimicry and Munchausen syndrome.
Pathomimicry is defined as induction of lesions that
mimic symptoms of diagnosed dermatological disorder [6]
for example, Alopecia Areata-like lesions, caused by shav-
ing hair that leads to an occurrence of patches. Patients
with Munchausen syndrome complain about acute symp-
toms. They dramatically present their complaints and
give false information on their medical history, by claim-
ing that they had been hospitalized many times and ad-
ministered many medical procedures [22]. Medical pro-
fessionals might also do such patients even more harm
when they are constantly asked to perform medical pro-
cedures by the patients for example skin biopsy. This ep-
onym was coined by Asher in 1951 and referred to the
Baron von Munchausen, Karl Friedrich Hieronymus, who
was famous for telling fantastic and exaggerated stories
from his journeys (pseudologia fantastica).

FD imposed on self shouldn’t be mistaken for facti-
tious disorders imposed on another (Munchausen syn-
drome by proxy), being a form of child abuse. A per-
petrator, most often mother, induces illness in a child
as she wants to play a role of a sick person. A caregiver
for example invents symptoms by manipulating with
blood and urine samples to prove that the child is really
affected by a disease [22].

Harth et al [23] categorized FD into three groups:

1) Dermatitis artefacta syndrome (dissociated [non-
conscious] self-injurious behavior.
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2) Dermatitis paraartefacta syndrome (disorders
of poor impulse control, often as manipulation of an ex-
isting specific dermatoses [often semiconscious admit-
ted self-injury].

3) Malingering (consciously simulated injuries and
diseases to obtain maternal gain).

Classification of psychodermatological disorders and
their nomenclature is still a subject of debate.

Prevalence

Precise epidemiology is difficult to establish due to diag-
nostic multifactorial challenges and the terminological com-
plexity. Diagnostic uncertainties and lack of understanding
of the disorder may lead to setting a wrong diagnose of the
disorder. Most information on FD is based on case studies
as prospective studies are difficult to conduct. Due to lim-
itations in this field of study, it is impossible to obtain ex-
tensive knowledge, based on a large cohort.

The prevalence of FD in general hospitals varies be-
tween 0.6% and 3%, thus in specialist clinics it may
range between 0.02% and 0.9% [4, 24, 25]. Recent stud-
ies suggest the prevalence of FD in dermatology clin-
ics is between 0.04% and 1.5%. Females are mostly af-
fected as the female/male ratio is as high as 20:1 and
the majority of patients are about 20 years of age [10,
25, 26]. Studies evaluating FD in pediatric population
reported that 1 out of 23,000 pediatric consultation re-
veals the occurrence of the disease [27, 28]. The mean
age of children and adolescents has been found to be ap-
proximately 13 years and females prevail in these sta-
tistics [29].

Pathogenesis

It is important for dermatologists to better under-
stand psychological factors of FD as in the future, they
may be more able to feel empathic and be understanding
to emotional suffering of the patient. Such an approach
may help them avoid judging and effectively refer their
patients to mental health specialist. This, in turn, will
lead to therapeutic satisfaction.

FD is reported to be linked with psychological stress-
ors. Most pediatric patients who inflict self-harm re-
veal quite a frequent history of stressful life events.
They were frequently mentally or sexually abused or ne-
glected in childhood [19, 30]. There are several case re-
ports of self-inflicted skin lesions after serious bullying
at school [28]. If the behavior is repetitive, it may sug-
gest underlying emotional disturbances. Other authors
have also described this emotional coping mechanism,
of using skin as an organ to manifest patients’ emotional
distress [31]. It has been suggested that increased risk
of developing self-harm in children is associated with co-
morbid psychiatric conditions and personality disorders
[31]. Anxiety and depression were found to be the two
most common psychiatric diagnoses in a FD pediatric
population [27], whereas personality disorders in self-
inflicted lesions, particularly borderline personality dis-
order, were widely described in professional literature
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[32]. A systematic review of 455 FD cases [5] showed
that the patients were more often affected by depres-
sion than personality disorders (41.8% versus 16.5%).
Other common disorders that were identified in that
review were substance abuse (15.3%), anxiety (14.7%),
functional neurological symptoms (5.3%) and eating dis-
orders (4.1%). Moreover, a total of 14.1% of patients
demonstrated current suicidal ideation or a history
of suicidal attempt. Another study observed that chil-
dren, who had had a previous experience of victimiza-
tion of illness falsification by their caregivers, also falsi-
fied illness by themselves [18, 33].

Professional literature does not clearly explain why chil-
dren regulate their emotional imbalance, distress and social
relationships by doing harm to them. Nock [34] in his re-
view of self-injury proposed the following hypotheses:

a) a social learning hypothesis: behavior that was
learned by observing others;

b) a self-punishment hypothesis: behavior to punish
oneself for some wrongdoing or results from self-hate,
self-deprecation, guilt or shame;

¢) asocial signaling hypothesis: a self-injury as a more
effective way of communication or signaling distress
than speaking or crying;

d) an implicit identification hypothesis: a self-injury
as the most effective way of identification of coping
strategy to regulate emotions;

€) a pain-analgesia or opiate hypothesis: in some pa-
tients with decreased pain sensitivity, a repeated self-
injury may increase levels of endorphins, which evokes
a feeling of pleasure;

f) a pragmatic hypothesis: a self-injury as a fast and
easy accessible method to cope with negative emotions;

g) a tension-regulation hypothesis: a self-injury
as an immediate relief to unbearable tension.

The proposed hypotheses shed a light on the patho-
genesis of self-inflicted lesions. However, further re-
search on this topic should be conducted.

Clinical Features

Clinically, patients self-harm themselves without the
direct intention of committing suicide. There are mul-
tiple mechanisms by which patient produce lesions in-
cluding mechanical causes such as by pressure, friction,
occlusion, biting, cutting, stabbing and mutilation. Some
patients produce lesions by toxic damage such as using
acids, alkalis and thermal causes. Other patients temper
with their pre-existing infections or using various phar-
macological agents such as insulin or heparin injections.
The hallmark of dermatitis artefacta syndrome is uncon-
scious self-injury and self-manipulation. The morphology
of these lesions can imitate most skin diseases. Dermatitis
artefacta syndrome must be suspected when a typical clin-
ical pattern has atypical localization, morphology, histol-
ogy or no response to standard treatment. In dermatitis
paraartefacta, patients have impairment in impulse con-
trol, and they have lost control over their self-mutilation
and they harm themselves obsessively. The examples

Ne 2 (84) 2019 | ISSN 2308-1066



of dermatitis paraartefacta are skin picking, acne ex-
coriee, cheilitis factitia (lip licking dermatitis), onycho-
phagia (nail biting), onychotillomania (nail picking),
onychotemnomania (obsessively cutting nails), tricho-
tillomania (hair pulling), trichotemnomania (compul-
sive shaving of hair), trichoteiromania (compulsive rub-
bing of hair) and trichodaganomania (compulsive biting

of hair).

Differential Diagnosis

There are several conditions which could be included
in the differential diagnosis of FD including psychotic disor-
ders, affective disorders with psychotic components, autism
spectrum disorder, emotionally unstable personality, child
abuse, comorbidity with various organic diseases, plant der-
matitis, cultural or religious practices, hypochondriacal de-
lusions and various parasitosis.

Psychological Aspects of FD

It was previously theorized that patients with FD are
aware of intentionally producing their illness, but they
are uncertain of their motivation. Contrary to this pre-
vious concept of FD, it has recently been suggested
that patients with FD are sometimes aware of why they
choose to falsify a medical condition [35]. However, the
psychology behind these motivations remains poorly un-
derstood.

FD is challenging to study because deceiving health-
care providers is one of the primary objectives of peo-
ple with this condition. This patient group is often
reluctant to participate in research studies and con-
sequently, the psychology of FD is not well stud-
ied or understood. However, a few factors have been
suggested. Among adult FD patients, psychological
reasons underlying the condition include: the thrill
of undergoing medical procedures [35]; a need for at-
tention or care; a sense of control through the decep-
tion of healthcare providers [5]. The literature on the
psychology of this condition within the pediatric pop-
ulation is particularly limited. However, a few theo-
ries have been proposed including disruption in child-
hood attachments and intergenerational transfer [36],
which may help understand the psychology behind the
production of these lesions.

Disruption in Attachments

Healthy relationships with caregivers are important
for child development [2]. If there are problems in these
relationships, children may seek to satisfy their innate
need for caregiver attention by exhibiting illness behav-
iors. In this way, children can satisfy their need for com-
fort and protection through the attention of healthcare
providers who — through completing the duties of their
jobs — act as substitute caregivers [36]. These abnor-
mal illness behaviors may extend into adolescence and
adulthood. In this way, abnormal illness behaviors may
affect the next generation either indirectly — if chil-
dren model their own behavior after the parent with
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a history of FD — or directly if the parent abuses their
child by forcing them to assume the patient role [18, 24].

Intergenerational Transfer

It is well established that adults who experienced
abuse or neglect as children are more likely to become
abusers themselves [37-39]. Therefore, individuals
who develop FD in childhood to cope with abuse or ne-
glect may be more likely to become abusers as adults.
Through this process of the abused becoming abusers,
the offspring of adults who coped with childhood abuse
through FD may be at higher risk of becoming victims
of FD imposed on another (also called Munchausen
syndrome by proxy) [36]. To simplify, the previously
FD-afflicted parents may fabricate and impose illness
on their children [18, 24]. No studies have formally
examined the possibility that FD may run in families
through children modeling their own abnormal illness
behaviors after their parents.

Further documentation analysis are re-
quired to fully comprehend the psychological as-
pect of FD in children. There have been large studies
on FD imposed on another, where caregivers fabricate
medical illness in their children [39]. However, cases
of children fabricating their own illnesses have been
largely ignored in the literature.

and

Management

FD have been considered the most challenging self-in-
flicted conditions and their management and treatment
or specific guidelines have not been consensual so far
[24, 40, 41]. Some of the reasons behind this may come
from the few cases reported with long follow-up, due
to the high frequency of drop out with these patients.
This has led to a lack of knowledge on how to deal with
the subtleties of the management of these patients.

The treatment strategies for patients with FD in gen-
eral have been only based on single studies, with more re-
cent emphasis given in the last few years. More recently,
the ESDaP [30] published a position paper to compile
the knowledge available on self-inflicted skin disorders
and proposed a therapeutic approach and management
guideline. However, there are few studies on FD specif-
ically in children addressing the subtleties of their man-
agement.

In children, the prognosis of FD seems to be better
and they may be easier to manage and have a better re-
sponse to treatment [42, 30]. However, further studies
are required to determine the differences between the
adults and children regarding proper approach and suit-
able strategies.

Regardless of the age of the patient, during the first
medical examination, patients with FD do not confess
that the condition is self-inflicted, and they do not
understand and accept that the behavior is self-in-
flicted since the mechanism is subconscious, happen-
ing in the context of a dissociative state [19]. Thereby,
confrontation is not advisable [16, 43—45] as this will
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lead to loss of follow up. However, confrontation can
be useful in a non-punitive way [20, 24], but it should
not be done as a first step [24] only after a closer doc-
tor-patient relationship has been established. This must
include an explanation of the FD namely, by explain-
ing the mismatch between the clinical findings and
the diagnostic examinations as well as further follow-
up and treatment strategies. This may work well with
children and many of them will be receptive and coop-
erating [41].

The ideal scenario would be that the patient was first
observed in a multidisciplinary team [24, 40, 45], such
as in a psychodermatology unit, but if this does not
happen, it is important to point out that it is not recom-
mended to automatically refer the patient to a psychi-
atrist or a psychologist in the first visit. For example,
if the first doctor who sees the patient is a dermatolo-
gist, that will make the patient feel his doctor does not
believe he has a «true» skin disease and, instead, that
the patient is responsible for the skin lesions [30] and,
as a consequence, the patient will not accept to be seen
by a psychiatrist or a psychologist and will not follow
up with the same dermatologist [24, 43]. Some authors
have reported that this may worsen psychopathology
connected with the FD, worsening the denied self-in-
flicted behavior [29]. Thus, it is recommended that
a dermatologist trained in psychodermatology should
educate the patient about the underlying psychological
basis of the disease and explaining the meaning of dis-
sociative states, basically, that sometimes people can
do things under a subconscious state [24].

FD are considered an expression of a psychological
stress and a way of calling for help [30, 45]. All the pa-
tients with FD have psychiatric comorbidities [24].
There is higher prevalence of eating disorders, trauma-
and stressor-related disorders, personality disorders
(such as borderline disorder) and emotional neglect [42].
In a retrospective study performed with children with
FD at the National Institute of Pediatrics in Mexico
City, anxiety, depression and personality disorders were
the most common comorbidities [27]. For instance, de-
pression can be present before the onset of a FD [30].
Therefore, while approaching a patient with a suspected
diagnosis of FD, regardless of his age, it is of utmost im-
portance to perform a psychological assessment and con-
sider possible underlying psychiatric comorbidities [40].
In such cases, the management can eventually become
easier since the management of the comorbidities would
lead to the improvement of the self-inflicted behavior
by itself [44] and by improving the doctor-patient rela-
tionship. By utilizing this method, the patient will feel
that the focus is on the «psychological stress» that the
disease has caused on him instead of the genesis of the
disease [45]. Nevertheless, the severity of the psychiat-
ric comorbidity should be thoroughly analyzed as well
as the psychosocial and psychiatric risk, such as suicidal
thoughts because, in this case, a psychiatric consultation
cannot be postponed [40].
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When the patient is a child, besides the strategies men-
tioned above it is also important to pay particular atten-
tion to the following. First, it seems that the doctor-pa-
tient relationship is especially relevant in children and,
if it really works, the child can more easily confess the
self-inflicted behavior in first few appointments. A psy-
choeducation program can be used to achieve these aims.
This is important because a recent study highlighted the
benefit of psychoeducation in FD [44] and a psychoed-
ucation program can be especially useful with children
[16]. Psychoeducation includes the explanation, through
an empathetic way, of the symptoms that the patient has,
and their distinction from malingering, as well as the
possible treatment strategies [44]. If the self-inflicted
behavior is on the skin, an explanation of the dermato-
logical examination in layman language adequate to age
of the patient and its psychosocial impact can be a good
first strategy. Afterwards, this will open the way to ex-
plore the psychiatric background directly connected
with the development of the self-inflicted behavior,
through a nonpunitive confrontation. During this step,
it is also relevant to actively involve the patient in look-
ing for what may be under the production of the lesions.
We may ask the patient, for instance, to think about
what happens around him and what is going on in his
mind when the lesions happen. Furthermore, it is im-
portant to tell the patient that a treatment exists, but
it may need a long way and that all the aspects of the
disease are important, including its psychosocial impact
as well as the involvement of the patient and his family
in all the treatment strategies suggested. It is also im-
portant to treat the consequences of the self-inflicted
behavior on the body, as well as the psychosocial issues
[24]. In the setting of Dermatology, the treatment of the
skin lesions with traditional treatment along with the
psychoeducational approach together with psychologi-
cal interventions, ideally in a Psychodermatology multi-
disciplinary team, have proven to be helpful. The treat-
ment of the skin lesions would make the patient feel that
something is being done for him and, even, some authors
have suggested occlusion as a good diagnostic and ther-
apeutic tool, since here the physician can show and dis-
cuss, in a non-judgmental way, that any additional le-
sions will appear [45].

Another point that is also quite important in children
with FD is to understand the family dynamics and any psy-
chosocial stressors affecting the patient through an inter-
view with the parents [42]. Indeed, problems in the fam-
ily dynamic were related to the onset of FD in children |26,
45]. The parents should not be told that the patient has
a self-inflicted behavior or that he is the responsible for the
lesions, unless they have already expressed it. They should
be, however, involved in the treatment strategies as facilita-
tors to improve the family conflicts that may be hypothet-
ically linked with the condition.

Thereafter, together with psychoeducation, a more ac-
curate treatment strategy can be outlined which can be ei-
ther a psychotropic and/or psychotherapy and may also
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require collaboration of a psychiatrist and/or a psycholo-
gist. It is also quite important to distinguish FD in children,
where Munchausen syndrome and more severe presentation
from FD by proxy, where the symptoms are caused by an-
other person. The latter needs a different approach since the
treatment target is the person who is causing the symptoms
on the child [43, 46].

Psychodermatological evaluation would include
a psychological assessment in children with a suspected
FD, including the assessment of psychiatric comorbidi-
ties, along with the dermatological examination. A der-
matologist can do this with training in psychoderma-
tology, which, as previously explained, can facilitate
the collaboration of the patient and treatment compli-
ance. The psychological examination should consider
the appearance, the speech, the mood, the form and the
content of the thoughts, the perception, a cognitive as-
sessment, the insight and the psychosocial risk. This
can be complemented by psychiatric questionnaires,
such as the hospital anxiety and depression scale [47].
The social and family context should also be explored.
Thereafter, the severity of the psychiatric comorbidi-
ties can be distinguished as mild, moderate or severe.
In the mild form the dermatologist should follow the
treatment and psychoeducation, which can help the
child dealing with difficult aspects of life, and, as a con-
sequence, this could improve the self-inflicted behav-
ior. In many cases, the child will also confess about
self-inflicted behavior. In moderate and severe cases,
as well as in the context of a personality disorder [24],
the close collaboration of a psychiatrist and a psychol-
ogist would be really important and the patient will not
refuse it if he feels that his dermatologist did not aban-
don him [30]. Here, psychotropic drugs are relevant
and, depending on the comorbidities, psychotherapy
can be started. Finally, together with all the consid-
erations above, the treatment strategy (pharmacology
and psychotherapy, detailed below) should be chosen
in a personalized and individually tailored approach,
especially relevant with in FD [40].
Pharmacology

There are not specific psychotropic treatments for
FD. Furthermore, few studies have addressed the use
of psychotropic drugs in children with self-inflicted dis-
orders [42]. We agree that they should be chosen partic-
ularly considering the psychiatric comorbidities that the
patient may have [16, 40]. Serotonin reuptake inhibitors
have been recommended [43, 45] mainly due to the co-
existence of depression, anxiety, trauma- and stressor-re-
lated disorders. Sertraline was considered a good choice
to treat these comorbidities in children with FD with
an initial dosage of 12.5—-25 mg once daily for children
between 6 and 12 years or 25-50 mg for children be-
tween 13 and 17 years old, being possible to increase the
dose up to 50 mg daily. Other authors have used fluox-
etine, 20 mg daily, to treat comorbid depression in ado-
lescents with FD [44]. Anxiolytics, such as, alprazolam,
can be transitorily used with benefit in anxiety and some
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personality disorders but should be used with caution
due to addiction potential [48]. It could only be used
for a temporary and short-term basis and should be dis-
continued as soon as possible. Antipsychotics can be use-
ful to improve the impulsive behavior connected with
the FD [16, 30, 45, 48]. However psychotropic treat-
ment should be discouraged in this population group
due to potentially harmful side effects.

Psychotherapy

In FD, the psychological mechanism is subconscious
and, thereby, cognitive behavior therapy (CBT) specif-
ically to address the factitious condition is not a good
choice. CBT could, however, work in the management
of the related psychiatric disorders that may be also
present, such as in the spectrum of anxiety and depres-
sion, helping to improve, thereafter, the FD, but this
should obviously take into account the age of the child.
Besides, dialectical behavior therapy has proved huge
benefit in borderline personality traits [24]. Some au-
thors have advocated a psychodynamic approach di-
rectly to the FD, with success [19,30]. Considering the
importance of the family context to the child mental
health, the usefulness of family therapy has also been
encouraged [16]. Besides, the co-existence of more se-
vere comorbidities, such as, body dysmorphic disorder
should be ruled out. There is not a single specific psy-
chotherapy that proved to be beneficial [49].

Many cases are, however, chronic, lasting several
years, with periods of slight improvement. Sometimes,
lack of communication among different health profes-
sionals may worsen the prognosis. This is especially
important in cases of Munchausen syndrome, which
is characterized by a continuous search for medical
care. Health professionals who do not understand the
disease may help to perpetuate this behavior by pre-
scribing unnecessary medications or performing un-
necessary surgical procedures, as we have observed
with a patient in our psychodermatology clinic [41]
and which is corroborated by other authors [30].
Furthermore, the psychiatric comorbidities and psy-
chosocial context are also important in the prognosis
of FD [50].

Conclusions

Nevertheless, compared to adults, typically children
without severe comorbidities and with a shorter dura-
tion of the disease have a better prognosis and signifi-
cant improvement could be anticipated in some months
or few years [30, 42, 45]. The course of FD in children
and its prognosis and psychiatric comorbidity is highly
variable. Finally, understanding the social context
(family and school) may also help to find out the trig-
ger of the FD and can be a key in the management and
treatment.
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CUMYNATUBHbIE PACCTPOWUCTBA Y AETEN: KIINHUKA U TEPANNSA

M. Oxadpgpepann’, A. Kobycesuny?, b.P. Peppeiipa’®, C. Fapau*, A. FaBpuniok®*°

' LleHTpasnbHbIV yHuBepceuteT Muunrarna, MeavumHckuii konnenx, r. CarvHo, wrat MuuvraH, CoeanHeHHbie LLitatel AMepuku
2 JlonauHckuii yauepeuterT, r. Jloass, lNonblua
3 YHmusepcutet Koumbpa, r. Konmbpa, MopTtyranvs
4 Ocrebenb Scretuk Knunuka, r. Craméyn, Typums
5 XapbKOBCKUii HaLMOHAaIbHbIV MEAULIMHCKNI YHUBEPCUTET, I. XapbkoB, YkpanHa
5 IY «MHCTUTYT flepmaTonorim v BeHeposiormn HAMH YkpauvHbi», r. XapbkoB, YkpaviHa

Pesiome

CyLLecTBYeT 3HaYUTesIbHbIV HEA0CTaTOK 0CBEAOM/IEHHOCTY BPA4eli-4EPMATOIO0B O AETSX U MOAPOCTKAX, YMbILLIEHHO Bbi3bIBalO-
LUMX 4EPMATOSI0rN4YEeCKMNE CUMITOMbI, 1 3Ta YHUKaJIbHas rpyrna 0CTaeTcsl HEA0OLEHEHHOM.

Lensb: naHHbI 0630p IMTEPATYPLI ABASETCS MATEPUAIOM U1 AEPMATOJIONOB O NaTOreHe3e, CUMIMTOMATO/1I0rm 1 criocobax eye-
HUSI CUMYJISITUBHBIX PACCTPOVCTB.

Martepuanbi n MeToAbl: NMPOBOAWJICS MONCK CTaTel, COAEPXALUMX CI0Ba «CUMYSTUBHbBIE PACCTPOKMCTBa» U «apTepuLmnabHbIi
naepmatut» B 6ase Medline 3a nocneaHve ABa AECATANETUS.

Pe3ynbtatbl. [JeTy ¢ CUMYASTUBHLIMU PACCTPONCTBaAMM CTPAAAIOT U APYrMMU IMCUXMHECKUMU PACCTPONCTBaMM, 0COBEHHO Aernpec-
cuewt v NorpaHnNyHbIMy PacCcTPOCTBaMum IMYHOCTH. PacnpocTpaHeHHOCTb konebnetcs B npeaenax ot 0,5 10 2%. bonbLUMHCTBO Ae-
Teli ¥ NOAPOCTKOB, Y KOTOPbIX OTMEYAETCS CaMOIMOBPEXAAIOLLEE MOBEAEHNE, HE HAMEPEHbI COBEPLLATL CaMOYOMICTBO, OHU UCI0JIb-
3YyI0T Takoe rnoBesAeHne kak obpalleHue 3a NoMOLLbIO nian HeepbasibHy0 GopPMy OBLLEHMS.

BbiBogbl. C nauneHTamuy He C/AeayeT 3a0CTPsiTh ICUXOT0rNYECKUK KOHNKT, 1exaLymii B OCHOBE 3TOr0 COCTOSIHUS, AOCTATOYHO
HeocyxzaroLero, 3MnNaTnyeckoro noaxoaa A1 XOpoLLIero TepaneBTNYeckoro agekra v ycTaHoBIEHUS JOBEPUTESIbHbIX OTHOLLIE-
HUIA. Bbicokasi HaCTOPOXEHHOCTb CO CTOPOHbLI MEAULIMHCKOrO NMepCoHasa sIBJIIETCS KIMOYOM K ANarHOCTUKE AaHHbIX PACCTPOMCTB.
Hapsay ¢ sepmaTo1ornyeckos MoMOLLbIO MPUMEHEHWNE NMCUX0PapMaKkoa0rn4eCckux npenapaToB v NICUxXoTepaneBTNYeCKux MeToa08
oBbILLIAET 3¢GHEKTUBHOCTL TEPANUN B AAHHOM rPYrne HaceaeHusl.

KnioyeBble cnoBa: ricuxOKOXHbIE PACCTPOMCTBA, CUMYSITUBHBLIE PACCTPOVCTBA, CUX0AEepMaTOoorusl.

CUMYNATUBHI PO3JIAAMN Y AITEN: KJTIHIKA | TEPANIA
M. OxagpeepaHi’, 0. Kobycesny?, B.P. ®eppeiipa®, C. FapaH*, O. FaBpnnok®°

! LleHTpanbHuii yHiBepcuTeT MiviraHy, Meawndnwii konenx, m. CariHo, wrat MiviraH, CrionydeHi LLitatn AMepukun
2 JloasuHcbkuii yHiBepcuTeT, M. Jloass, MonbLya
3 Ynisepcutet Koimbpa, m. Koimbpa, lMNopTyranis
4 EcTtebenb EcTetuk KniHika, M. CTambyn, TypeyynHa
5 XapkiBCbkuii HaLioHaIbHUK MeauYHUiA yHIBepcuTeT, M. XapkiB, YkpaiHa
8 1Y «lHcTuTyT niepmartonorii Ta BeHeposorii HAMH Ykpaitun», m. Xapkis, YkpaiHa

Pe3siome

IcHye 3Ha4HWIA Hexonik 06i3HAHOCTI likapiB-AepPMaTooriB PO AiTed i MiAiTKIB, SKi HABMUCHO CrIPUYUHIOTb IEPMATOONYHI CUMIT-
TOMU, LS YHiKaslbHa rpyna 3aanLaeTbCsl HeAOOLUIHEHOIO.

MerTa: naHwii ornsa nitepatypuv € Matepiaaom A8 4epMaTosIoriB rpo naTtoreHes3, CUMIMTOMATOJIOrI0 Ta Crocobm JlikyBaHHSI CUMY-
JISTUBHUX PO3/1a4IB.

Marepianu Ta MmeToaun: NnPoOBOAUBCS MOLLYK CTaTeu, WO MICTSTb C/I0Ba «CUMYJIITUBHI PO3/1aan» Ta «apTeilianbHui 4epMaTnT»,
B 6a3i Medline 3a octaHHi ABa 4eCATUPIYYS.

Pe3ynbtatn. [itv 3 cuMynisiTuBHUMM PO3s1aamy CTPAXAAoThb LUe Vi Ha iHLLi MCUXiYHi po3nasan, ocobaMBO Ha AEMNPECIo Ta MEXOBI
po3naam ocobucTocTi. [TolwmpeHricTb KonmBaeTbes B Mexax Big 0,5 00 2%. binbLuiicTsb Aited i nignitkis, siki MaloTbs CaMOYLLKOAXYIOYY
rOBEAIHKY, HE MaloTb HaMIpy 3iCHIOBATY CaMOrybCTBO, BOHMN BUKOPUCTOBYIOTh Taky NoBEAiHKY K 3BEPHEHHS 10 0roMory abo He-
BepbasibHy GOpPMY CriiKyBaHHSI.

BucHOBKM. 3 navjieHTamu He Cif 3aroCTpioBaTy MCUX0I0riYHNG KOHQIIKT, 1O IEXNUTb B OCHOBI LibOro CTaHy, OCUTb HEOCYA/IN-
BOro, eMnaTuyHoro nigxoay /151 XopoLIOro TepaneBTnYHOro eekTy Ta BCTaHOB/IEHHSI AOBIP/MBOro CTaB/eHHs. Bucoka HacTopo-
XKEeHICTb 3 6BOKY MeaNYHOro rnepcoHasty € Kyem 40 AiarHoCTUKY AaHux po3nagis. opsa 3 AepMaTos10ridyHO0 4OMOMOIol 3aCTOCY-
BaHHS1 CUX0papMako/IoridHNX npenaparis i IcuxoTepaneBTUYHNX METOAIB MiABULLYIOTb €EKTUBHICTbL Tepanii B Livi rpyrni HAaCeeHHS.
Kno4oBi csioBa: ricvxoLLKIipHI po31aan, CUMYNSTUBHI pO3aaaun, NCUXoaepmMaTosIoris.
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