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GOAL
To understand delusions of parasitosis (DOP) to better manage patients with the condition

OBJECTIVES
Upon completion of this activity, dermatologists and general practitioners should be able to:

1. Identify criteria for diagnosing DOP.

2. Describe features associated with DOP.

3. Discuss possible causes of DOP.
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Delusions of parasitosis (DOP), a psychiatric 
disorder in which patients erroneously insist 
that they are infested with parasites, remains a 
fascinating entity with elusive origins. Typically, 
these patients are resistant to psychiatric referral 

and treatment with psychotropic medications. We 
discuss the classification, epidemiology, clinical 
presentation, etiology, associated features, and 
differential diagnosis of this disorder. The authors 
reviewed case reports and clinical trials and tabu-
lated the epidemiologic data, which show DOP is 
more common than previously thought. 

Cutis. 2008;82:123-130.

Delusions of parasitosis (DOP) is a disorder char-
acterized by patients who erroneously insist 
that they are infested with parasites. The dis-

order is encountered by physicians in a wide variety 
of specialties, including dermatology, family practice, 
infectious disease, internal medicine, and psychiatry, 
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yet its etiology and impetus for affecting some patients 
and not others remain unclear. 

Classification
Delusions of parasitosis has been referred to by many 
names over the years, including parasitophobia1 
and acarophobia2; delusions of dermatozoiasis, der-
matophobia, entomophobia3; parasitophobic neu-
rodermatitis; Ekbom syndrome4; and most recently, 
Morgellons disease.5 According to the Diagnostic and 
Statistical Manual of Mental Disorders (Fourth Edition), 
DOP is considered a form of psychosis.6 Specifically, it 
is classified as a delusional disorder of a somatic sub-
type. It is distinguished from paranoia, a disorder in 
which patients know their fear is irrational.7 Instead, 
DOP is a fixed false belief of infestation. This belief 
is nonbizarre; it is conceivable that a person could, in 
theory, have a parasitic infection.

To diagnose DOP, patients must meet the fol-
lowing criteria: (1) a delusion of at least 1 month’s 
duration; (2) no prior diagnosis of schizophrenia8; 
(3) psychosocial functioning is not impaired other 
than directly by the delusion; (4) if a mood disorder 
coexists, the mood disturbance is shorter in duration 
than the delusion; and (5) the delusion is not caused 
by substance use or another medical condition.6 

Delusions of parasitosis also can be classified 
as monosymptomatic hypochondriacal psychosis, 
a term used to emphasize that DOP, among other 
disorders of this type, is encapsulated. Patients with 
DOP often are perfectly appropriate in behavior 
and logic in all other aspects of life.2 However, they 
have this single, firm, persistent delusion of infesta-
tion. Patients with other psychotic disorders, such 
as schizophrenia, usually have other psychological 
signs, such as blunted affect and auditory halluci-
nations, in addition to their delusions.9 Patients 
can present with parasitic delusions caused by an 
underlying organic disorder, but they are not true 
cases of DOP.

Epidemiology
While the prevalence of this disorder is unknown, it 
has been described in the literature as rare.10 How-
ever, many researchers have speculated that the prev-
alence is indeed greater than initially suspected.8,11-13 
A retrospective study at the University of Cologne, 
Germany, reported a prevalence of 67 cases per 
1000 psychiatric admissions.14 Various authors have 
reported incidences in their clinics averaging from 
0.6 to 20 cases per year (Table).15-21 

The overall prevalence is difficult to assess 
because the disorder may be referred to by differ-
ent names; physicians of some specialties will see 
more cases than others; certain physicians will get 

more referrals than others based on their history of 
treating DOP; and while an inpatient population 
is most easily studied, most patients with DOP are 
seen on an outpatient basis. Furthermore, physicians 
depend on the unreliable method of self-reporting to 
identify this disease. Because infestation is socially 
unacceptable, patients may be embarrassed to report 
their symptoms, fearing judgment on their socioeco-
nomic status, hygiene, and mental health. Delusions 
of parasitosis may be more prevalent in areas where 
infestation is more commonplace and, consequently, 
considered a more acceptable diagnosis. Srinivasan 
et al19 discuss this phenomenon in India.

The female to male ratio has ranged from 2 to 1 
in 2 UK surveys,10,22 to 2.2 to 1 in a tabulated series,3 
to 2.8 to 1 in a single study of 57 cases,23 to 4 to 1 in 
a retrospective analysis of 20 cases.14 Furthermore, 
female predominance is reported by Lyell10 to be 
stronger at an older age. The mean age of onset 
ranges from 50 to 69 years. A bimodal distribution 
with some patients presenting in their 20s or 30s 
also has been described.8 Folie à deux, a delusion 
shared by another person, was estimated to occur 
in approximately 8% to 10% of patients (in stud-
ies with .100 patients).10,24 The authors reviewed 
demographic data from 61 articles published on 
this topic.3,10,15-21,25-76 Delusions of parasitosis was 
reported in 150 females and 82 males (a 1.8:1 ratio 
of females to males). The mean age of onset was  
57.9 years, with 59.2 years for females and  
55.5 years for males. Of cases in which data were 
available, 11% (16/150) reported evidence of folie 
à deux and 50% (63/128) presented with proof 
of infestation. Of 95 cases reported, 34% (32/95) 
presented to dermatologists and 29% (28/95) pre-
sented to psychiatrists (Figure).

Clinical Presentation
The classic patient with DOP is a middle-aged 
woman frustrated by unsuccessful attempts to dis-
cover the cause of her ailment that has been affecting 
her for months or years. She has probably presented 
to many physicians in different specialties. She has 
the unshakable belief that she is infested. She may 
believe she is infested by a specific insect and even 
describes the color or shape of the bugs. Despite the 
lack of clinical evidence, she may claim to actually see 
the bugs crawling on her77 and feel the sensation of 
biting or burrowing under the skin (formication). She 
will commonly bring in proof of infestation, such as 
visible particles on clear tape or in little plastic bags, 
which is called the matchbox sign because patients, as 
described in older literature, brought their evidence 
in matchboxes. A more recent report appropriately 
suggested modernizing the term to the Ziploc® sign.77 
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Upon examination, the particles are nothing more 
than skin scrapings, lint, or other nonparasitic mate-
rials. Frequently, the patient presents with neurotic 
excoriations or inflammation secondary to scratching 
or self-prescribed treatments for the infestation, such 
as abrasive cleaning agents. 

Despite thorough examination and reassurance 
by the physician that there is no infestation, the 
patient clings to his/her beliefs. These patients 
rarely will accept psychiatric referrals despite the 
fact that psychiatrists are best trained to deal with 
delusional disorders. 

Etiology
The etiology of DOP remains unknown. It has been 
speculated that an actual sensation, such as a par-
esthesia or other pruritus, initiates the disorder,78,79 
which would be especially more common among 
older patients. As the skin becomes more prone to 
idiopathic pruritus, the nervous system is less adept 
at interpreting these sensations.80 Subsequently, a 
real sensation is misperceived and becomes associ-
ated with a paranoid idea; from this nidus, a delusion 
is born.62 Johnson and Anton81 have suggested that 
pimozide, an antipsychotic, is effective for patients 

with DOP because of its antipruritic effects mediated 
through opiate agonism. Pimozide has activity similar 
to morphine and fentanyl citrate. A controlled trial 
clinically linked opiate receptor agonism to DOP.82 
Fentanyl citrate, an opiate agonist, exaggerated com-
plaints in a patient with DOP but induced euphoria in 
the control group. Naloxone hydrochloride, an opiate 
antagonist, alleviated DOP symptoms and caused 
euphoria in patients with DOP, while the control 
group reported dysphoria. All changes reverted back 
to baseline with discontinuation of the drugs.82 

Another theory attributes DOP to overactivity 
of the dopaminergic system in the limbic area of 
the brain, much like schizophrenia or drug-induced 
psychosis,83,84 which would explain the sensitivity of 
the delusions to pimozide, a very specific dopamine 
blocker. A hypothesis of thalamic involvement also 
exists.85 It has been suggested that delusions are, in 
fact, somatic manifestations of underlying anxiety. 
For patients, the idea of infestation is easier to 
address and becomes a coping mechanism to avoid 
facing the real issues that disturb them.15,80 

Because of the similarity between symptoms of 
lysergic acid diethylamide ingestion and monosymp-
tomatic hypochondriacal psychosis, or DOP, it has 

Reported Incidences of Delusions of Parasitosis

 		  No. of Cases  
Specialty	 Location	 Per Year, mean	 Reference 

Entomology	 Los Angeles Department 	 20	 Schrut and Waldron15 

	 of Health, California

Psychiatry	 Outpatient Clinic,  	 20	 Ungvari and Vladar16 

	 Budapest, Hungary	

Psychiatry	 Outpatient Clinic, 	 6.1	 Bhatia et al17 

	 Delhi, India 

Psychiatry/	 Outpatient Clinic,  	 5.8	 Tandon18 
Dermatology	 Allahabad, India

Psychiatry	 Outpatient Clinic, 	 4.8	 Srinivasan et al19 

	 Madras, India

Psychiatry	 Private Practice, 	 2.7	 Sheppard et al20  
	 Dublin, Ireland

Dermatology	 Division of Dermatology,	 0.6	 Aw et al21  
	 National University Hospital, 
	 Singapore 
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been postulated that serotonin receptors may play 
a part in causing symptoms. Furthermore, pimozide 
is known to have 5-hydroxytryptamine2 receptor–
blocking capabilities.86 

De Leon et al79 postulated that the suggestible 
nature of infestation (ie, folie à deux) is caused by 
the contagious nature of scratching, ease of proving 
infestation versus another delusion, and the ances-
tral fear of parasites.

Associated Features
While DOP is associated with many medi-
cal and psychiatric conditions, it is important to 
reiterate that it is a primary disorder and not 
a consequence of another general medical or  
psychiatric condition.11,14 

Interestingly, in one study, the prevailing psychi-
atric symptom was misidentification (misidentifying 
a stimulus) in 65% of patients with DOP compared 
with 11% of patients with late-onset schizophrenia 
and 8% of patients with organic mental disorders 
caused by cerebral arteriosclerosis.14 

Many patients report a previous history of skin 
disorder including previous infestation. They might 
have complained of some abnormal skin sensation, 
pruritus, or paresthesia.10,14,62 

There is mixed evidence classifying patients with 
DOP as loners,14,63,64,83 though social isolation is com-
mon and often may be secondary to the delusion. 

There is further evidence suggesting that patients 
with DOP have a lower than average socioeconomic 
status.18,83 According to a detailed and intensive 
psychological study of 5 cases, DOP seemed to be 
associated with an average intelligence.65

Diagnosis and Differential
Before making the diagnosis of DOP, the delusion 
must be present for at least one month. It is most 
important to rule out actual infestation, as an edito-
rial in Lancet quips, “Do look in the matchbox. It 
may contain real parasites.”87 One must rule out an 
actual infestation before assigning the diagnosis of 
DOP, as parasites such as head lice are ubiquitous. 

A group of psychiatrists from Austria set out to 
discover the distribution of all patients presenting 
with DOP.88 They classified 34 patients into groups 
based on etiology. Of these patients, 47.1% (16/34) 
were classified as having a delusional disorder (ie, 
true DOP as an independent entity). Based on their 
own study and a review of previous literature, the 
researchers concluded that secondary DOP can coex-
ist with any other psychiatric disorder: 17.6% (6/34)  
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coexisted with dementia, 5.9% (2/34) with  
schizophrenia, and 23.5% (8/34) with major affective 
disorders. Delusions of parasitosis paralleled an organic 
disorder in 2 patients (5.9%): one patient with meth-
amphetamine and cannabis abuse and one patient with 
postinfectious chronic fatigue syndrome.88

Parasitic delusions also can be a manifestation of 
any underlying psychiatric condition, such as schizo-
phrenia, dementia, or psychotic depression.8,10,62,88,89 
A single case report notes its association with post-
traumatic stress disorder.66 A careful psychiatric 
evaluation should be administered to find evidence 
of other disorders. An important difference between 
DOP and schizophrenia is the lack of prominent first 
rank symptoms, such as auditory hallucinations, and 
negative symptoms, such as flattened affect.14 Also, 
in contrast to schizophrenia, DOP lacks global social 
impairment, loosening of association, and the delu-
sion is nonbizarre (ie, infestation is a conceivable 
occurrence).90 Physicians should be careful to dis-
tinguish DOP associated with an affective disorder 
from DOP secondary to an affective disorder. Also 
confirm that the depression did not predate the delu-
sion; if depression did predate the delusion, confirm 
that it is not severe. Additionally, ensure that the 
delusion and tactile sensations do not coincide with 
the course of the affective illness.90

There are many substances that are associated 
with parasitic delusions. Cocaine91-93 and meth-
amphetamine94 are notorious for causing tactile 
sensations associated with parasitic hallucinations. 
Methylphenidate hydrochloride use is another cul-
prit.95-97 Alcohol use can cause formication during 
withdrawal.67,98 Indeed, many cases of DOP have 
been associated with a remote history of long-term 
alcohol abuse.64,68 Case reports indicate a similar 
problem with prescription medications such as the 
monoamine oxidase inhibitor phenelzine sulfate99,100 
and corticosteroids.69 One case described an asso-
ciation with pemoline, a central nervous system 
stimulant used for attention deficit hyperactivity 
disorder.101 Use of amantadine hydrochloride also 
has been cited as a cause.102

Parasitic delusions have been reported in patients 
with general medical conditions, such as vitamin B12 

deficiency,10,103 pellagra,10,104 kidney disease,10,75 
diabetes mellitus,10,68,70 hypertension,3,68,70 thy-
roid disease,71 heart failure,3,68 multiple sclerosis,10 
hepatitis,10 syphilis,3 cerebrovascular disease,10,69,105 
stroke,10,70,76,106 pneumonia,10 tuberculosis,3 

lymphoma,105 AIDS,64 pituitary tumor,72,105 and  
Lyme disease.5

When considering a diagnosis of DOP, one must 
consider the differential diagnoses and conditions 
associated with pruritus and paresthesia, as these 

sensations may be the precipitating idea from which 
the delusion is derived.62,73

To differentiate these conditions, the following 
laboratory tests should be conducted: complete blood 
cell count, chemistry panel, thyroid stimulating 
hormone, rapid plasma reagin, urinalysis, and urine 
toxicology screen. Based on the addition of other 
symptomatology, measuring vitamin B12/folate levels 
or performing a computed tomographic scan also 
may be indicated.74 

Comment
Delusions of parasitosis remain an interesting and 
challenging problem for physicians. It is a delusional 
disorder of a somatic subtype in which patients 
believe they are infested. By definition, the dis-
ease is not secondary to any underlying psychiatric 
or organic disorder, though the same delusional 
thoughts may be present in patients with these 
disorders. This distinction is important because the 
treatment modalities vary. 

While most patients with DOP present first to a 
family or general practitioner, dermatologists or psy-
chiatrists report most cases.107 General practitioners 
and physicians in other fields to whom these patients 
commonly present will be integral to early recogni-
tion of this psychotic disorder.108 We suspect that this 
disorder is more common than previously thought 
and we hope to raise the level of awareness. 

This article is the first of a 2-part series. The second part on  
treatment options will appear in a future issue of Cutis®

References
    1.	�Thiebierge G. Les acarophobes. Rev Gen Clin Ther. 

1894;32:373. 
    2.	�McFarland AR. Mechanical trauma. AMA Arch Derm 

Syphilol. 1953;67:278-283.
    3.	�Wilson JW, Miller HE. Delusions of parasitosis. Arch  

Dermatol Syph. 1946;54:39-56.
    4.	�Koblenzer CS. Psychocutaneous disease. Orlando, FL: 

Gruna & Stratton; 1987. 
    5.	�Saverly VR, Leitao MM, Stricker RB. The mystery of 

Morgellons disease: infection or delusion? Am J Clin  
Dermatol. 2006;7:1-5.

    6.	�American Psychiatric Association. Diagnostic and Statistical 
Manual of Mental Disorders. 4th ed. Washington, DC: 
American Psychiatric Association; 1994.

    7.	�Bishop ER. Monosymptomatic hypochondriacal syn-
dromes in dermatology. J Am Acad Dermatol. 1983;9: 
152-158.

    8.	�Koo J, Gambla C. Delusions of parasitosis and other forms 
of monosymptomatic hypochondriacal psychosis. Dermatol 
Clin. 1996;14:429-438.



Delusions of Parasitosis

128  CUTIS®

    9.	�Koo J, Pham CT. Psychodermatology. practical guidelines 
on pharmacotherapy. Arch Dermatol. 1992;128:381-388.

  10.	�Lyell A. The Michelson Lecture. delusions of parasitosis. 
Br J Dermatol. 1983;108:485-499.

  11.	�Munro A, Chmara J. Monosymptomatic hypochondriacal 
psychosis: a diagnostic checklist based on 50 cases of the 
disorder. Can J Psychiatry. 1982;27:374-376.

  12.	�Driscoll MS, Rothe MJ, Grant-Kels JM, et al. Delusional 
parasitosis: a dermatologic, psychiatric, and pharmaco-
logic approach. J Am Acad Dermatol. 1993;29:1023-1033.

  13.	�Wilson JW. Delusion of parasitosis (acarophobia). AMA 
Arch Derm Syphilol. 1952;66:577-585.

  14.	�Marneros A, Deister A, Rohde A. Delusional parasito-
sis: a comparative study to late-onset schizophrenia and 
organic mental disorders due to cerebral arteriosclerosis.  
Psychopathology. 1988;21:267-274.

  15.	�Schrut AH, Waldron WG. Psychiatric and entomological 
aspects of delusory parasitosis. entomophobia, acaropho-
bia, dermatophobia. JAMA. 1963;186:429-430.

  16.	�Ungvari G, Vladar K. Pimozide treatment for delusion of 
infestation. Act Nerv Super (Praha). 1986;28:103-107.

  17.	�Bhatia MS, Jagawat T, Choudhary S. Delusional parasitosis: 
a clinical profile. Int J Psychiatry Med. 2000;30:83-91.

  18.	�Tandon AK. A psychosocial study of delusional parasit-
osis. Indian J Psychiatr. 1990;32:252-255.

  19.	�Srinivasan TN, Suresh TR, Jayaram V, et al. Nature and 
treatment of delusional parasitosis: a different experience 
in India. Int J Dermatol. 1994;33:851-855.

  20.	�Sheppard NP, O’Loughlin S, Malone JP. Psychogenic skin 
disease: a review of 35 cases. Br J Psychiatry. 1986;149: 
636-643.

  21.	�Aw DC, Thong JY, Chan HL. Delusional parasitosis: case 
series of 8 patients and review of the literature. Ann Acad 
Med Singapore. 2004;33:89-94.

  22.	�Reilly TM, Batchelor DH. The presentation and treat-
ment of delusional parasitosis: a dermatological perspec-
tive. Int Clin Psychopharmacol. 1986;1:340-353. 

  23.	�Skott A. Delusions of infestation. In: Report From the  
Psychiatric Research Centre, No. 13. Goteborg, Sweden:  
St Jorgen’s Hospital, University of Goteborg; 1978. 

  24.	�Musalek M, Kutzer E. The frequency of shared delusions 
in delusions of infestation. Eur Arch Psychiatry Neurol Sci. 
1990;239:263-266.

  25.	�Bourgeois ML, Duhamel P, Verdoux H. Delusional parasit-
osis: folie a deux and attempted murder of a family doctor. 
Br J Psychiatry. 1992;161:709-711.

  26.	�Ford EB, Calfee DP, Pearson RD. Delusions of intestinal 
parasitosis. South Med J. 2001;94:545-547.

  27.	�Freyne A, Wrigley M. Delusion infestation in an elderly 
population. Ir Med J. 1994;87:86-88.

  28.	�Gould WM, Gragg TM. Delusions of parasitosis. an approach 
to the problem. Arch Dermatol. 1976;112:1745-1748.

  29.	�Hamann K, Avnstorp C. Delusions of infestation treated 
by pimozide: a double-blind crossover clinical study. Acta 
Derm Venereol. 1982;62:55-58.

  30.	�Harper R, Moss G. Delusional infestation associated 
with post-herpetic neuralgia and EEG abnormalities. Br J  
Psychiatry. 1992;161:411-412.

  31.	�Hunt NJ, Blacker VR. Delusional parasitosis. Br J Psychiatry. 
 1987;150:713-714.

  32.	�Kalivas J, Kalivas L. Setraline: lack of therapeutic efficacy 
in patients with delusions of parasitosis and dermatitis 
artefacta. Int J Dermatol. 1997;36:477.

  33.	�Kim C, Kim J, Lee M, et al. Delusional parasitosis as “folie 
a deux.” J Korean Med Sci. 2003;18:462-465.

  34.	�Le L, Gonski PN. Delusional parasitosis mimicking 
cutaneous infestation in elderly patients. Med J Aust. 
2003;179:209-210.

  35.	�Lindskov R, Baadsgaard O. Delusions of infestation 
treated with pimozide, a follow-up study. Acta Derm  
Venereol. 1985;65:267-270.

  36.	�Meehan WJ, Badreshia S, Mackley CL. Successful treat-
ment of delusions of parasitosis with olanzapine. Arch 
Dermatol. 2006;142:352-355.

  37.	�Mick RL, Rosen DH, Smith RC. Delusions of parasitosis: 
healing impact of the physician-patient relationship.  
Psychosomatics. 1987;28:596-598.

  38.	�Makhija M, Bhalerao S. Reconsidering pimozide for 
new-onset delusions of parasitosis. Can J Psychiatry. 
2004;49:643-644.

  39.	�Mitchell C. Successful treatment of chronic delusional 
parasitosis. Br J Psychiatry. 1989;155:556-557.

  40.	�Munro A. Monosymptomatic hypochondriacal psychosis 
manifesting as delusions of parasitosis: a description 
of four cases successfully treated with pimozide. Arch  
Dermatol. 1978;114:940-943.

  41.	�Räsänen P, Kari Erkonen K, Isaksson U, et al. Delusional 
parasitosis in the elderly: a review and report of six 
cases from northern Finland. Int Psychogeriatr. 1997;9: 
459-464.

  42.	�Reilly TM, Jopling WH, Beard AW. Successful treatment 
with pimozide of delusional parasitosis. Br J Dermatol. 
1978;98:457-459.

  43.	�Renvoize EB, Kent J, Klar HM. Delusional infestation 
and dementia: a case report. Br J Psychiatry. 1987;150: 
403-405.

  44.	�Roberts J, Roberts R. Delusions of parasitosis. Br Med J. 
1977;1:1219.

  45.	�Shah PA. Delusions of parasitosis. South Med J. 
1988;81:939-940.

  46.	�Torch EM, Bishop ER Jr. Delusions and parasitosis:  
psychotherapeutic engagement. Am J Psychother. 1981;35: 
101-106.

  47.	�Tullett GL. Delusions of parasitosis. Br J Dermatol. 
1965;77:448-455.

  48.	�Wenning MT, Davy LE, Catalano G, et al. Atypical anti-
psychotics in the treatment of delusional parasitosis. Ann 
Clin Psychiatry. 2003;15:233-239.

  49.	�Wessely S. Delusional parasitosis. Br J Psychiatry. 
1987;151:560-561.

`



Delusions of Parasitosis

VOLUME 82, AUGUST 2008  129

  50.	�Zomer SF, De Wit RF, Van Bronswijk JE, et al. Delu-
sions of parasitosis. a psychiatric disorder to be treated by 
dermatologists? an analysis of 33 patients. Br J Dermatol. 
1998;138:1030-1032.

  51.	�Amancio EJ, Peluso CM, Santos AC. Ekbom’s syndrome 
and spasmodic torticollis: case report. Arq Neuropsiquiatr. 
2002;60:155-158.

  52.	�Bhatia MS, Gautam RK, Shome S, et al. Delusional 
parasitosis with trichotillomania. J Indian Medl Assoc. 
1994;92:389. 

  53.	�Bond WS. Delusions of parasitosis: a case report and man-
agement guidelines. DICP. 1989;23:304-306.

  54.	�Damiani JT, Flowers FP, Pierce DK. Pimozide in delu-
sions of parasitosis. J Am Acad Dermatol. 1990;22(2, pt 1): 
312-313.

  55.	�Duke EE. Clinical experience with pimozide: emphasis 
on its use in postherpetic neuralgia. J Am Acad Dermatol. 
1983;8:845-850. 

  56.	�Gieler U, Knoll M. Delusional parasitosis as ‘folie a trois’. 
Dermatologica. 1990;181:122-125.

  57.	�Goddard J. Analysis of 11 cases of delusions of parasitosis 
reported to the Mississippi Department of Health. South 
Med J. 1995;88:837-839.

  58.	�Quirino CJ, Carlos EPC. Delusional parasitic and folie à deux: 
case report. Arq Neuro-Psiquiatr. 2003;61(3B):872-875. 

  59.	�Shelley WB, Shelley ED. Delusions of parasitosis asso-
ciated with coronary bypass surgery. Br J Dermatol. 
1988;118:309-310.

  60.	�Hanumantha K, Pradhan PV, Suvarna B. Delusional  
parasitosis-study of 3 cases. J Postgrad Med. 1994;40: 
222-224.

  61.	�Sherman MD, Holland GN, Holsclaw DS, et al. Delusions 
of ocular parasitosis. Am J Ophthalmol. 1998;125:852-856.

  62.	�Hopkinson G. Delusions of infestation. Acta Psychiatr 
Scand. 1970;46:111-119.

  63.	�Sugahara H, Otani Y, Sakamoto M. Delusional parasitosis 
accompanied by word deafness due to cerebral infarction: 
folie a deux. Psychosomatics. 2000;41:447-448.

  64.	�Holmes VF. Treatment of monosymptomatic hypochon-
driacal psychosis with pimozide in an AIDS patient. Am J 
Psychiatry. 1989;146:554-555.

  65.	�Paulson MJ, Petrus EP. Delusions of parasitosis: a psycho-
logical study. Psychosomatics. 1969;10:111-120. 

  66.	�Oruc L, Bell P. Multiple rape trauma followed by delu-
sional parasitosis: a case report from the Bosnian war. 
Schizophr Res. 1995;16:173-174.

  67.	�Kuruppuarachchi KA, Williams SS. Delusional parasit-
osis. Ceylon Med J. 2003;48:96-97. 

  68.	�Andrews E, Bellard J, Walter-Ryan WG. Monosymptom-
atic hypochondriacal psychosis manifesting as delusions 
of infestation: case studies of treatment with haloperidol. 
J Clin Psychiatry. 1986;47:188-190.

  69.	�Riding J, Munro A. Pimozide in the treatment of mono-
symptomatic hypochondriacal psychosis. Acta Psychiatr 
Scand. 1975;52:23-30.

  70.	�Safer DL, Wenegrat B, Roth WT. Risperi-
done in the treatment of delusional parasitosis: a 
case report. J Clin Psychopharmacol. 1997;17: 
131-132.

  71.	�Nicolato R, Correa H, Romano-Silva MA, et al. Delu-
sional parasitosis or Ekbom syndrome: a case series. Gen 
Hosp Psych. 2006;28:85-87. 

  72.	�May WW, Terpenning MS. Delusional parasitosis in geri-
atric patients. Psychosomatics. 1991;32:88-94. 

  73.	�Bhatia MS, Chandra R, Kamra A. Delusional parasitosis 
in leprosy. Indian J Lepr. 2002;74:159-160. 

  74.	�Stephens MB. Delusions of parasitosis. Am Fam Physician. 
1999;60:2507-2508.

  75.	�Slaughter JR, Zanol K, Rezvani H, et al. Psychogenic para-
sitosis. a case series and literature review. Psychosomatics. 
1998;39:491-500.

  76.	�Nagaratnam N, O’Neile L. Delusional parasitosis fol-
lowing occipito-temporal cerebral infarction. Gen Hosp 
Psychiatry. 2000;22:129-132.

  77.	�Zanol K, Slaughter J, Hall R. An approach to the 
treatment of psychogenic parasitosis. Int J Dermatol. 
1998;37:56-63.

  78.	�Johnson GC, Anton RF. Delusions of parasitosis: differ-
ential diagnosis and treatment. South Med J. 1985;78: 
914-918.

  79.	�De Leon J, Antelo RE, Simpson G. Delusion of parasitosis 
or chronic tactile hallucinosis: hypothesis about their 
brain physiopathology. Compr Psychiatry. 1992;33:25-33.

  80.	�Lyell A. Delusions of parasitosis. J Am Acad Dermatol. 
1983;8:895-897. 

  81.	�Johnson GC, Anton RF. Pimozide in delusions of parasit-
osis [letter]. J Clin Psychiatry. 1983;44:233. 

  82.	�Botschev C, Muller N. Opiate receptor antagonists for 
delusions of parasitosis. Biol Psychiatry. 1991;30:530-531.

  83.	�Munro A. Monosymptomatic hypochondriacal psychosis. 
Br J Hosp Med. 1980;24:34, 36-38.

  84.	�Ellison GD, Eison MS. Continuous amphetamine intoxi-
cation: an animal model of the acute psychotic episode. 
Psychol Med. 1983;13:751-761. 

  85.	�Liebaldt G, Klages W. Morphological findings in an 
“isolated chronic tactile dermatozoan hallucinosis”  
[in German]. Nervenarzt. 1961;32:157-171. 

  86.	�King BH. Hypothesis: involvement of the serotonergic 
system in the clinical expression of monosymptomatic 
hypochondriasis. Pharmacopsychiatry. 1990;23:85-89. 

  87.	�Lee WR. The matchbox sign [editorial]. Lancet. 
1983;2(8344):261. 

  88.	�Musalek M, Bach M, Passweg V, et al. The position of 
delusional parasitosis in psychiatric nosology and classifi-
cation. Psychopathology. 1990;23:115-124.

  89.	�Morris M, Jolley DJ. Delusional infestation in late life  
[letter]. Br J Psychiatry. 1987;151:272. 

  90.	�Baker PB, Cook BL, Winokur G. Delusional infestation. 
the interface of delusions and hallucinations. Psychiatr 
Clin North Am. 1995;18:345-361. 



Delusions of Parasitosis

130  CUTIS®

  91.	�Brady KT, Lydiard RB, Malcolm R, et al. Cocaine-induced 
psychosis. J Clin Psychiatry. 1991;52:509-512.

  92.	�Siegel RK. Cocaine hallucinations. Am J Psychiatry. 
1978;135:309-314. 

  93.	�Elpern DJ. Cocaine abuse and delusions of parasitosis. 
Cutis. 1988;42:273-274.

  94.	�Marschall MA, Dolezal RF, Cohen M, et al. Chronic 
wounds and delusions of parasitosis in the drug abuser. 
Plast Reconstr Surg. 1991;88:328-330. 

  95.	�Spensley J, Rockwell DA. Psychosis during meth-
ylphenidate abuse. N Engl J Med. 1972;286: 
880-881.

  96.	�Gross-Tsur V, Joseph A, Shalev RS. Hallucinations during 
methylphenidate therapy. Neurology. 2004;63:753-754.

  97.	�Young JG. Methylphenidate-induced hallucinosis: case 
histories and possible mechanisms of action. J Dev Behav 
Pediatr. 1981;2:35-38.

  98.	�Catalano MC, Glass JM, Catalano G, et al. Gamma buty-
rolactone (GBL) withdrawal syndromes. Psychosomatics. 
2001;42:83-88.

  99.	�Aizenberg D, Schwartz B, Zemishlany Z. Delusional 
parasitosis associated with phenelzine. Br J Psychiatry. 
1991;159:716-717.

100.	�Liebowitz MR, Nuetzel EJ, Bowzer AE, et al. Phenelzine 
and delusions of parasitosis: a case report. Am J Psychiatry. 
1978;135:1565-1566.

101.	�Krauseneck T, Soyka M. Delusional parasitosis associated 
with pemoline. Psychopathology. 2005;38:103-104.

102.	�Swick BL, Walling HW. Drug-induced delusions of para-
sitosis during treatment of Parkinson’s disease. J Am Acad 
Dermatol. 2005;53:1086-1087.

103.	�Pope FM. Parasitophobia as the presenting symptom of 
vitamin B12 deficiency. Practitioner. 1970;204:421-422. 

104.	�Aleshire I. Delusion of parasitosis: report of successful care 
with antipellagrous treatment. JAMA. 1954;155:15-17. 

105.	�Berrios GE. Delusional parasitosis and physical disease. 
Comp Psychiatry. 1985;2:395-403.

106.	�Blasco-Fontecilla H, Bragado Jiménez MD, Garcia  
Santos LM, et al. Delusional disorder with delusions of par-
asitosis and jealousy after stroke: treatment with quetiapine 
and sertraline. J Clin Psychopharmacol. 2005;25:615-617.

107.	�Wykoff RE. Delusions of parasitosis: a review. Rev Infect 
Dis. 1987;9:433-437.

108.	�Verdoux H, Maurice-Tison S, Gay B, et al. A survey of 
delusional ideation in primary-care patients. Psychol Med. 
1998;28:127-134.

DISCLAIMER
The opinions expressed herein are those of the authors and do not necessarily represent the views of the sponsor or its publisher. Please review complete prescribing 
information of specific drugs or combination of drugs, including indications, contraindications, warnings, and adverse effects before administering pharmacologic  
therapy to patients.

CONFLICT OF INTEREST STATEMENT
The Conflict of Interest Disclosure Policy of Albert Einstein College of Medicine requires that authors participating in any CME activity disclose to the audience any  
relationship(s) with a pharmaceutical or equipment company. Any author whose disclosed relationships prove to create a conflict of interest, with regard to their  
contribution to the activity, will not be permitted to present.  

The Albert Einstein College of Medicine also requires that faculty participating in any CME activity disclose to the audience when discussing any unlabeled or  
investigational use of any commercial product, or device, not yet approved for use in the United States.

The staff of CCME of Albert Einstein College of Medicine have no conflicts of interest with commercial interest related directly or indirectly to this educational activity.


