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Abstract

A 45 year old Bangladeshi female presented with multiple deep cuts and scratch injuries on her
body. It was evident from the detail history and observation that the injuries were done by the
patient herself. The absences of any obvious external rewards lead to the diagnosis of the factitious
disorder. Deception is a key component in both malingering and factitious disorder but in
factitious disorder, getting attention or playing the sick role is the only motive.

Introduction

Factitious disorder is an illness which is
challenging for the medical professionals
around the globe. The disorder can be defined
as the intentional production or feigning of
symptoms or induction of injury/disease which
can be attributed to a need to assume the sick
role.l The disorder has two varieties, factitious
disorder imposed on self and factitious disorder
imposed on another (also called factitious
disorder by proxy). The exact prevalence of the
factitious disorder is unknown due to the role
of deception in this population. The prevalence
range between 0.05 and 2.0%, and women are 4-
20-fold more likely to be affected than men.2
Factitious disorder is generally seen more
commonly among females, especially in the
fourth decade of life.2 The disorder is more
prevalent in women having health care training
or jobs.2 Unlike conversion disorder or malin-
gering, the obvious external reward is absent.
The primary motivation is only to receive the
medical attention and for this patients may
inflict painful, deforming or even life
threatening injuries on themselves. Extreme
form of factitious disorder is called Munchau-
sen syndrome and estimated to account for
around only 10% of factitious population.?

Case Report

SB, 45 years old Muslim housewife, residing in
a rural area was brought to the Psychiatric
outpatient Department on 28th March 2016
with complaints of several cut injuries all over
her body and sleep disturbance for 1 month.
One month back, she fainted on her way to the
toilet and was taken to a nearby health center
where it was found that her blood pressure was
200/120 mmHg. After that, the patient was

feeling ill and was resting in a bed for most of
the time. After a few days, her daughter
suddenly noticed a cut mark on her right leg
which was bleeding heavily. On query, the
patient informed that she accidentally cut
herself in a corrugated iron sheet but her family
members were surprised as the patient did not
go outside. From then, her family members
were always accompanying her but on the next
day, her daughter left her mother alone only for
a few minutes for going to the toilet, came back
and saw that another leg was deeply cut and
there was a blood stained bled on her side.
They quickly took her to a nearby hospital and
few stitches were given. When asked about the
incidence, she said that she did not remember
anything.

In next few days, it was occurring that patient
was injuring herself with sharp weapon
whenever she had a chance to be alone. Few
times, she insisted her care giver to go outside
and in the meantime, she injured herself.
During this time period, her family members
tried their best to keep all the sharp things
away from her, but she even went to the
kitchen or other rooms to collect sharp objects
whereas, for the rest of the day, she was unable
to leave bed due to her weakness. After
admission, the patient was under observation
and it was strongly recommended that no sharp
object should be present in the patient’s vici-
nity. Yet, whenever her attendant was asleep or
busy, the patient injured herself with nail
scratches during the hospital stay. On query,
the patient stated that the injuries happened
while she had bad dreams during her sleep and
she found herself wounded after waking up.
But it was evidenced that, none of the injuries
happened while patient was asleep.

General examination revealed high blood
pressure and several scratch injuries and
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stitches over her body (Figure 1). There were three
cut injuries on the lateral surface of both legs and
scratch injuries on her left fore arm and breast. On
mental state examination, the patient was kempt,
well groomed, with no odd motor or social
behavior. Her mood was depressed but not enough
symptoms to meet the criteria for major depressive
disorder. There was no abnormality in her speech,
thought or perception. Her cognitive function was
intact and rapport was established. Surprisingly, the
patient was indifferent about the injuries and was
not comfortable talking about this topic.

On investigation, all the routine tests (blood count,
random blood sugar, creatinine, ECG, lipid profile)
were within the normal limit. MRI of brain and EEG
were normal.

The patient was diagnosed as a case of factitious
disorder imposed on self-single episode. The
treatment plan was mostly non-pharmacological.
We had four sessions of counseling with the patient
holding a firm but empathetic approach. The
patient was confronted with evidence that the
injuries were self-induced. In the first two sessions,
the patient denied but later she agreed to the fact.
Her family members were also included in the last
session and they were advised not to blame or scold
the patient for her act. We could not find any
possible external gain from her behavior instead of
getting attention. She also had the relaxation train-
ing session. She was prescribed with antidepressant
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mirtazapine (15 mg daily) and sedative (clonaze-
pam, 1 mg daily). She was discharged on 13th April
2016 with the above-mentioned drugs with a taper-
ing course. She was taking indapamide (1.5 mg/
day) and bisoprolol (5 mg/day) for the treatment of
hypertension.

After 3 weeks, the patient came for follow-up, and
there were no more incidents and her depressive
mood subsided.

Discussion

Patients with factitious disorder may mimic medical
symptoms, interfere with diagnostic investigations,
exaggerate or lie about a medical condition or even
directly self-induce illness or injury.4The motiva-
tions of the patient with factitious disorder are
‘almost always obscure” and may include a desire to
receive affection and care unlike malingerer, who
fabricates medical need for reason of clear external
reward (such as evading military service or gaining
disability benefits).2

The Diagnostic and Statistical Manual of Mental
Disorders, Fifth Edition! requires that the following
three criteria be met for the diagnosis of factitious
disorder imposed on self: (A) Falsification of
physical or psychological sign or symptoms, or
induction of injury or disease, associated with
identified deception; (B) The individual presents

Figure 1: The nail scratch injury over the left breast (A) and on the left forearm (B). Deep cut on lateral surface of right leg (Just after the cut)
(C) and after stitching (D)
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himself or herself to others as ill, impaired or
injured; (C) The deceptive behavior is evident even
in the absence of obvious external rewards; (D) The
behavior is not better explained by another mental
disorder. The diagnosis has two specifiers: Single
episode and recurrent episodes.

SB’s history and presentation met the diagnostic
criteria of factitious disorder, imposed on self. She
acknowledged that she did the injuries by herself
and her motivation for such behavior was to
assume the sick role and to get the attention of her
children. Her son studies in Dhaka and her
daughter has recently been married. After knowing
about their mother’s illness, both of them came
home and were taking care of her. The reason
behind using blade or fingernails for injuring
herself was the availability within her surround-
dings.

Malingering was an important differential diagnosis
for this case but the possibility was excluded as
there was no evidence of any personal gain.
Conversion disorder was excluded as there was no
alteration in voluntary motor or sensory function.

In a systematic review of 455 cases of factitious
disorders, it was found that most of the patients
(66.2%) were female and the mean age at
presentation was 34.2 years which is in concordance
with our case.¢ Patients elected to self-induce illness
or injury more (58.7%) than simulate or falsely
report it. Among the psychiatric morbidities,
current or past diagnosis of depression was descri-
bed more frequently than personality disorder
(41.8% versus 16.5%).

In this case, the patient also had depressive symp-
toms for which medications were given. We used
non-confrontational technique for management and
it turned out to be effective as there was the rapid
improvement and no relapse of symptoms in last 1
year. Many different management techniques have
been reported, primarily focusing on confronta-
tional versus non-confrontational approach. But
results of a systematic review found no significant
difference between outcomes of confrontational and
non-confrontational approaches.?

An early diagnosis of the factitious disorder can be
obtained by clinical clues, incompatible findings
especially discordant laboratory results and new
sophisticated laboratory assays.® Though in this
case, there was a little role of laboratory test in
general, laboratory can play a key role in the
detection and diagnosis. If the investigation of the
factitious disease is requested, then the clinician
must provide as much information to the laboratory
as possible in terms of clinical signs and symptom:s,
so that appropriate tests can be advised.?

Worldwide, there have been reports of recurrent
deep ulcers resembling rare cancers,1? multiple soft

tissue injuries!’ and numerous reports of dermatitis
artefacta. It is a condition (also called factitious der-
matitis) where skin lesions are solely produced or
inflicted by the patient’s own actions without any
rational motive for this behavior.22 Common pre-
sentations of dermatitis artefacta are excoriations,
ulcers, blisters, eczematous lesion and bruises.13
Both single case report and case series of dermatitis
artefacta have been published in India. 1415 The nail
scratch injuries, in this case, resemble dermatitis
artefacta but the deep cuts cannot be explained by
it.

We did not find any report of factitious disorder in
Bangladesh on web search but a case series of
bloody tears was reported from the Sylhet where an
important differential was factitious disorder.16

Conclusion

Factitious disorder is uncommon but important. A
good knowledge of factitious disorder by health
personnel will help in early identification of the
diagnosis and, therefore, allow for a better treat-
ment and prognosis.

Conflict of interest

There is no conflict of interest.

References

1. American Psychiatric Association. Diagnostic and
statistical manual of mental disorders. 5th ed.
Washington, 2013.

2. Fliege H, Grimm A, Eckhardt-Henn A, Gieler U,
Martin K, Klapp B. Frequency of ICD-10 factitious
disorder: Survey of senior hospital consultants and
physicians in private practice. Psychosomatics
2007; 48: 60-64.

3. Krahn LE, Li H, O’Connor MK. Patients who strive
to be ill: Factitious disorder with physical
symptoms. Am ] Psychiatry. 2003; 160: 1163-68.

4. Feldman MD. In: Factitious disorder in somatoform
and factitious disorders. Phillips KA (ed). Ameri-
can Psychiatric Publishing, 2008.

5. World Health Organization. The ICD-10 classifica-
tion of mental and behavioural disorders: Clinical
descriptions and diagnostic guidelines. Geneva,
World Health Organization, 1992.

6. Yates GP, Feldman MD. Factitious disorder: A
systematic review of 455 cases in the professional
literature. Gen Hosp Psychiatry. 2016; 41: 20-28.

7. Eastwood S, Bisson JI. Management of factitious
disorders: A systematic review. Psychother



10.

11.

12.

BSMMU ] 2017; 10: 162-165

Psychosom. 2008; 77: 209-18.

Wallach ]. Laboratory diagnosis of factitious dis-
orders. Arch Intern Med. 1994; 154: 1690-96.

Kinns H, Housley D, Freedman DB. Munchausen
syndrome and factitious disorder: The role of the
laboratory in its detection and diagnosis. Ann Clin
Biochem. 2013; 50: 194-203.

Okuniewska A, Walczuk BI, Czubek M, Biernat W.
Recurrent deep ulcers resembling rare cancers as a
form of factitious disorder. Acta Derm Venereol.
2011; 91: 341-42.

Hagglund LA. Challenges in the treatment of facti-
tious disorder: A case study. Arch Psychiatr Nurs.
2009; 23: 58-64.

Cotterill JA, Millard LG. Psychocutaneous disor-

13.

14.

15.

16.

165

ders. In: Textbook of dermatology. Champion RH,
Burton JL, Burns DA, Breathnach SM (eds). 6th ed.
Oxford, Blackwell, 1998, pp 2785-813.

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

Nayak S, Acharjya B, Debi B, Swain SP. Dermatitis
artefacta. Indian J Psychiatry. 2013; 55: 189-91.

Saha A, Seth J, Gorai S, Bindal A. Dermatitis arte-
facta: A review of five cases: A diagnostic and
therapeutic challenge. Indian ] Dermatol. 2015; 60:
613-15.

Rahman MS, Karim MR, Islam MM, Karim MR.
Dissociative disorders with haemolacria: Series of
case reports. ] Bangladesh Coll Phys Surg. 2017; 35:
36-42.




