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D elusional infestation (DI) is 
a psychiatric disorder 
characterized by self-induced 

cutaneous lesions. Patients maintain a 
persistent delusional belief that their 
body, particularly the skin, is infested 
with small pathogens, either living 
or non-living, despite a lack of 
dermatological or microbiological 
evidence.1–4 DI can present in various 
clinical forms, as classified by Le and 
Gonski5 and Hinkle.6 Table 1 outlines 
the 3 clinical subtypes of DI. 

We present a case of secondary 
(organic) DI in a patient with a history 
of polysubstance use, including Δ9- 
tetrahydrocannabinol (THC), cocaine, 
lysergic acid diethylamide (LSD), 3,4- 
methylenedioxymethamphetamine 
(MDMA), phencyclidine (PCP), 
adrenochrome, and ethanol. The 
patient sought emergency care for a 
severe cutaneous lesion in the left 
scapular region. 

Case Report 
A 20-year-old man with a 5-year 

history of polysubstance use (THC, 
cocaine, LSD, MDMA, PCP, 
adrenochrome, and alcohol) presented 
to the emergency department in 
August 2024 with a severe pruritic 
lesion in the left scapular region. 
Examination revealed a well- 
demarcated ulcerated lesion with a 
perilesional erythematous halo 
measuring 30 × 30 cm, caused by 
excessive scratching (Figure 1). Over 
the past 22 days, the patient had been 
compulsively scratching due to 
delusions of “bugs eating his skin,” 
which led to self-inflicted injuries, and 
he occasionally ingested the scabs. 

The patient had no prior history of 
mental disorders. He was admitted 
with a diagnosis of secondary (organic) 

DI and was treated with olanzapine 
20 mg/d. A urine toxicology screen was 
positive for THC and benzodiazepines. 
The patient exhibited severe 
benzodiazepine withdrawal symptoms 
(Clinical Institute Withdrawal 
Assessment Scale-Benzodiazepines8 

score: 40), and diazepam 10 mg was 
administered until the withdrawal 
symptoms were controlled. 

Daily wound care with silver 
sulfadiazine, vitamin A, and lidocaine 
cream was provided as recommended 
by plastic surgery and dermatology 
consultation, with no antibiotics 
required per internal medicine. After 
detoxification and resolution of his 
psychotic symptoms, the patient no 
longer believed that he was infested 
with parasites and was transferred to a 
rehabilitation center for further care. 

Discussion 
DI is a complex psychiatric and 

dermatological disorder characterized 
by challenges in both diagnosis and 
treatment. It can present as a primary 
somatic-type delusional disorder or 
secondary to other psychiatric 
conditions, medical diseases, or 
substance abuse. The disorder typically 

progresses from a cutaneous sensory 
misinterpretation to tactile 
hallucinations, eventually solidifying 
into a fixed delusional belief. In cases 
of substance-induced DI, the abrupt 
onset and transient nature of 
symptoms—lasting hours, days, or 
weeks—complicates the clinical 
picture.9–12 

This case underscores the 
importance of close collaboration 
between dermatologists and 
psychiatrists for accurate diagnosis 
and timely psychodermatologic 
intervention. Atypical antipsychotics, 
such as risperidone and olanzapine, are 
considered first-line treatments,13–16 

particularly because of their ability to 
reduce dopamine levels in the striatum, 
which is believed to sustain the 
delusional state.17 In secondary DI, 
treatment should address any underlying 
comorbidities. Prognosis largely depends 
on the promptness of diagnosis and the 
initiation of appropriate interventions, 
with good outcomes observed in most 
cases when treated early.18 Addressing 
both substance use and psychotic 
symptoms is crucial for improving patient 
outcomes, especially in cases in which 
symptoms may become chronic, making 

Table 1. 
Clinical Subtypes of Delusional Infestation (DI)a 

Subtype Characteristics 
Primary, autochthonous Primary DI occurs independently of any other medical or psychiatric condition. 

Additionally, it is not accompanied by any significant decline in basic cognitive 
functioning. 

Secondary (functional) In secondary (functional) DI, the delusion is typically associated with an underlying 
psychiatric disorder, such as schizophrenia or mood disorders, where the primary 
psychiatric condition gives rise to the delusional belief of infestation. 

Secondary (organic) In secondary (organic) DI, the delusion is caused by an underlying medical condition 
or substance abuse. These factors contribute to the development of the delusional 
belief of infestation. 

aBased on Le and Gonski,5 Hinkle,6 and Al-Imam.7 
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management more challenging and 
potentially leading to treatment 
resistance. 
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Figure 1. 
Ulcerated Lesion Caused by Scratching of the Left Scapular Region 
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