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Abstract

Background: Patients with psychiatric dermatoses
may be high users of healthcare, especially
emergency services. A dermatology urgent care
model may reduce healthcare utilization in this
population.

Objective: To determine whether a dermatology
urgent care model can reduce healthcare utilization
among patients with psychiatric dermatoses.
Methods: We conducted a retrospective chart review
of patients seen in dermatology urgent care at
Oregon Health and Science University between 2018
and 2020 with diagnoses of Morgellons disease and
neurotic excoriations. Rates of diagnosis-related
healthcare visits and emergency department visits
were annualized before and during engagement
with the dermatology department. Rates were
compared using paired t-tests.

Results: We found an 88.0% reduction in annual rates
of healthcare visits (P<0.001) and 77.0% reduction in
emergency room visits (P<0.003). Results were
unchanged when controlled for gender identity,
diagnosis, and substance use.

Limitations: We could not account for healthcare
use not included in electronic health record.
Conclusion: Urgent care models in dermatology may
reduce overuse of healthcare and emergency
services among patients with  psychiatric
dermatoses.

Keywords: healthcare utilization, psychodermatology

Introduction
An intimate connection exists between psychiatry
and dermatology. Dermatologic conditions may

-1-

provoke psychiatric  perturbations such as
depression or anxiety. Alternatively, psychiatric
distress has been shown to exacerbate existing
dermatologic disease [1]. A third category includes
conditions in which a primary psychiatric cause
underlies a real or perceived dermatologic condition.
This category encompasses the psychiatric
dermatoses, including trichotillomania, neurotic
excoriations, and delusional parasitosis. Psychiatric
dermatoses are a common and challenging issue
within the field of dermatology. They are highly
distressing to patients, can be disfiguring, and may
lead to significant medical complications. Comorbid
substance use disorders pose additional challenges.
Psychiatric dermatoses are notoriously frustrating for
patients and providers alike.

Classically, those with psychiatric dermatoses
actively seek out dermatology care and refuse
mental health referrals, especially in the case of
delusional parasitosis. A 2012 retrospective study at
the Mayo Clinic revealed that delusional parasitosis
patients most often presented initially to
dermatology clinics, followed by internal medicine,
or emergency medicine departments [2]. Only 2% of
patients presented initially to a psychiatry
department. This disparity is a common feature of
somatic delusional disorders—patients reject the
notion that their condition is psychological and seek
biomedical explanations for their symptoms. Thus,
the mantle often passes to dermatologists to treat
patients whose mental health needs are often
outside their scope of practice. Patients with
neurotic excoriations are similarly resistant to
seeking medical help due to shame surrounding
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their condition and may present initially to
dermatologists [3]. Although patients with
psychiatric dermatoses frequently seek out specialty
medical care, unpredictable and distressing flares of
their symptoms can lead them to the emergency
department. Patients may also engage in doctor
shopping, by seeking out care with multiple
providers. One study found that delusional
parasitosis patients presenting to the University of
Washington emergency department and infectious
disease clinic had seen an average of 6.3 doctors in
their search for a cure [4]. Frequent low-yield

encounters exacerbate the frustration that
accompanies these conditions, with 63% of
delusional parasitosis patients endorsing

dissatisfaction with medical care [4]. Diagnosis may
similarly play a role in patient dissatisfaction, as
patients increasingly have access to medical records
and may reject terms such as delusions of parasitosis.
In these cases, Morgellons disease (MD) may be a
more acceptable alternative diagnosis and is
frequently used as an eponym to preserve patient
rapport. Patients with Morgellons classically present
complaining of fibers or other materials in the skin,
but it is often used as an umbrella term for all
patients who report unusual skin sensations, with
those who have delusions of parasitosis lying on the
more severe end of the spectrum.

To optimize effective triage and utilization of

healthcare resources, recognition of
psychodermatologic conditions is of growing
importance. Within this field, treatment of

monosymptomatic delusional disorders is perhaps
most challenging. Patient factors may include lack of
insight into their condition, low trust of medical
providers, inconsistent follow up, and suboptimal
medication adherence. Provider factors may include
lack of training in the management of psychiatric
patients and resultant low comfort. Patients with
psychiatric dermatoses are often high utilizers of
healthcare, including emergency services, thus there
is a need for more effective care models [2,4].

Psychodermatology clinics can provide a pathway to
safe, effective, and supportive treatment.
Multidisciplinary psychodermatology clinics have
been shown to be cost-effective and improve

diagnostic accuracy [5,6]. Unfortunately, these clinics
arerare in the United States. Patients with psychiatric
dermatoses continue to face significant barriers to
care, including a shortage of psychodermatology
specialists and long wait times. These factors likely
contribute to high healthcare costs and utilization.
Thus, we propose an urgent care model as one
possible solution for decreasing healthcare over-
utilization among patients with psychiatric
dermatoses.

To our knowledge, the impact of other dermatology
care models in the field of psychodermatology has
not been reported. At the Oregon Health and
Science University dermatology department, we
have developed an urgent care model in which a
twice-weekly clinic is staffed by a single
dermatologist with no specialized or additional
training in psychiatric dermatoses. Patients were
regularly scheduled for follow-up every four weeks.
During acute flares, patients were instructed to reach
out to the provider for guidance using MyChart, and
responded to accordingly within 24-48 business
hours. Herein, we demonstrate that our model, by
allowing patients to regularly connect with a trusted
provider and receive care during acute crises, can
substantially reduce overall healthcare utilization
and costs associated with emergency department
care. Decreased utilization of emergency services is
desirable not only from a cost-savings standpoint,
but also is particularly prudent in the current setting
of a global pandemic.

Methods

We conducted a retrospective chart review using
charts from patients seen by the senior author (JK) in
an outpatient dermatology urgent care clinic at
Oregon Health and Science University (OHSU). As the
clinical approach represents the intervention of
interest in this study, our clinical approach is
described in detail below.

Common approaches to Morgellons patients involve
a focus on rapport-building and gaining therapeutic
buy-in from the patient [7]. In our clinic, rapport is
initially established by giving patients time to speak
in an unrushed fashion. Thus, we allow 40-minute



Dermatology Online Journal || Original

Volume 28 Number 5|September/October 2022
28(5):4

appointments for new patients with a concern of
Morgellons. If the patient speaks uninterrupted for
an unsustainable length of time we begin to redirect
by asking closed-ended questions to reestablish
bidirectional flow of conversation. We perform a
thorough skin examination. Labs are performed for
complete metabolic panel, complete blood count
with differential, thyroid stimulating hormone, and
ferritin. We do this to look for causes of systemic
pruritus such as renal, hepatic, or thyroid
dysfunction. It is also helpful to be aware of any
potential renal dysfunction when dosing systemic
medications such as gabapentin. We look for
eosinophilia because this can indicate overlap with
atopic dermatitis/prurigo nodularis and opens the
door to potential use of systemic therapies such as
methotrexate or dupilumab. We check ferritin
because iron deficiency anemia has been reported to
cause delusional parasitosis in one case report [8].

We generally discourage skin biopsies in the absence
of primary skin lesions as they are time-consuming
and low-yield in this situation. When patients ask us
to examine debris we accept the samples and quickly
examine grossly or dermoscopically, then reassure
them that no insects were visualized. If pointed out
by the patient, we will acknowledge fibers or fuzz
visualized without further explanation (although
these likely represent clothing fibers that become
adherent to serum that naturally occurs in the
healing process of excoriated lesions).

In general, we do not attempt to strongly confirm or
refute the existence of parasites or fibers as these
convictions can be quite fixed and patients can be
very sensitive to direct challenges regarding these
beliefs. Disagreement can contribute to a combative
relationship with healthcare providers, doctor
shopping, and frequent urgent care and emergency
room visits. We aim to find common ground by
acknowledging the severity of the patient’s illness
and their need to regain health and function. We
avoid the term “delusional parasitosis” with patients
and instead opt for the more neutral “Morgellons
disease.” This nomenclature has been used
successfully in other psychodermatology clinics as a
technique for building rapport with patients [9].

Years of experience tell us that off-label use of
antipsychotic medication is the most efficacious
treatment and leads to rapid improvement.
However, in general patients are offended at the
notion that their condition has any relation to mental
health; thus this can be a delicate conversation. We
generally prescribe pimozide and frame it as off label
use of a neurologic medication, as its sole FDA-
approved indication is Tourette syndrome. Patients
are much more likely to take a neurologic medication
than a psychiatric medication, and so pimozide is a
common antipsychotic of choice for patients with
Morgellons [10].

It is important to keep in mind that any degree of
mistrust will lead to nonadherence. In general, we
screen patients to determine whether they would be
poor candidates for pimozide adherence. The factors
we have found helpful to predict this are anger at
being previously labeled delusional or prescribed
antipsychotics. Being highly internet-savvy is also
suggestive of poor candidacy. In the absence of
these factors we typically prescribe pimozide at the
first visit.

For other patients, establishing rapport may require
more time and multiple visits as trust is built
longitudinally. We generally start with medications
such as gabapentin, duloxetine, naltrexone, or
doxepin as these can provide partial relief but may
not be curative. This is a helpful test for patients to
demonstrate whether they trust their provider
enough to adhere to prescribed medications. It also
builds trust that the provider is actively working on
improving their condition. Thus, after partially
successful trials of these medications, they are
eventually more willing to entertain pimozide.

Pimozide is prescribed at 1-2mg nightly depending
on patient weight and degree of distress. Each
month, the dose is increased by 1mg as needed (but
no more than 3mg) to achieve control of symptoms
and then held steady for three months. Then, each
month, the dose is decreased in 0.5mg increments
until discontinuation.

Patients are generally scheduled for monthly follow
ups. If they call before that time with a flare up, we
schedule a 10-20 minute telephone visit within 1-3
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days and do this no more than twice a month. If they
send a MyChart message using the patient portal, we
generally respond within 24 hours. We find that it is
not the length or depth of the response that is
important to patients, but the simple fact that they
are acknowledged and their message was returned.

We reviewed charts from a 2-year period between
March 2018 and March 2020. International
Classification of Diseases 10 (ICD10) diagnoses
searched included delusions of parasitosis,
Morgellons disease (MD), neurotic excoriations (NE),
formication, infestation, and prurigo nodularis. The
two latter billing codes were applied only for
purposes of maintaining patient rapport; patients
with true prurigo nodularis were not included in the
analysis. In addition, patients diagnosed with
delusions of parasitosis were ultimately counted
along with those diagnosed with MD, as this may be
used as an eponym for delusions of parasitosis,
particularly when this diagnosis would be rejected
by patients who have access to the medical record.

Charts were screened for patients who had a
minimum of two dermatology encounters (in-
person, virtual, telephone, or MyChart), separated by
no more than 12 months. We defined the pre-
dermatology phase as 12 months prior to the first
encounter with a dermatologist. We defined the
dermatology phase as the time period between
initial and final dermatology visits. The number of
total non-dermatology healthcare visits for a
psychiatric dermatosis was used to calculate an
adjusted annual rate of healthcare utilization. A
paired t-test was used to compare adjusted annual
rate of healthcare utilization before and during
dermatology engagement. Linear mixed effects
modelling was then used to calculate the change in
annual healthcare utilization rate while adjusting for
covariates of interest and respecting the paired data
structure.

A secondary aim of the study was to collect clinical
and demographic data on this population. This
included documenting the patient’s diagnosis (MD
or NE), age, gender identity, race/ethnicity, past
medical history, prescription medication use, and
substance use. We collected information on the type
of other specialists involved in our patients’ care.

Results

A total of 99 charts were identified that met the initial
search criteria based on ICD10 diagnoses. Of these,
30 were excluded because they did not meet
inclusion criteria based on a minimum of two
dermatology encounters. A further 9 charts of these
were ultimately not included in statistical analysis
due to lack of pre-dermatology encounters,
although they were included in demographic data.

Table 1 presents demographic information on the
patient population.  The patients  were
predominantly female (78.3%), white (84.1%), and
middle-aged with an average age of 54.4 (SD 11.4).
Nearly half (49.3%) carried a diagnosis of major
depressive disorder, followed by anxiety (36.2%) and
chronic pain (30.4%). A smaller number were
diagnosed with PTSD, fibromyalgia, and bipolar
disorder at similar rates. Relatively few patients were
diagnosed with a personality disorder (4.3%) or
primary psychotic disorder/schizophrenia (2.9%). In
terms of substance use, the highest percentage of
patients (21.7%) used amphetamines, whereas a
smaller percentage (7.2%) used opioids and other
unspecified substances.

The majority of patients were diagnosed with MD
(81.2%). The most common form of healthcare use
was primary care (62.3%), followed by emergency
department (39.1%) and general urgent care (20.3%).
Few patients had care established with a mental
health provider (4.3%). Patients seen in dermatology
urgent care on average had treatment phases lasting
9.3 months with an average of 5.3 encounters during
that time. The most common medication prescribed
at these encounters was pimozide (72.5%), followed
by naltrexone (21.7%). Selective serotonin reuptake
inhibitors were prescribed in a small number of cases
(5.8%).

Prior to engagement with a dermatologist, the
average annual rate of diagnosis-related healthcare
encounters was 17.3 (SD 23.3) per patient per year.
While established with dermatology, this declined to
3.3 (SD 8.1), (Figure 1). The number of outside
encounters per patient per year decreased by 15.2
encounters (95% Cl: 8.9 to 21.4 fewer encounters),
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Table 1. Characteristics of the patient population.

Characteristic
N
Diagnosis (%)

Age at first encounter (mean (SD))
Gender (%)

Race/ethnicity (%)

Past medical history (%), more than one
response allowed

Rx use (%), more than one response
allowed

lllicit drug use (%), more than one
response allowed

(P<0.001, paired t-test). This represented an 88.0%
reduction in healthcare encounters from baseline. Of
55 subjects with at least one healthcare encounter
before dermatology intervention, 33 (60.0%) had

MD
NE

Female
Male

Caucasian

Black or African-American
Hispanic or Latino

Other

Depression

Anxiety

PTSD/trauma
Schizophrenia/schizoaffective
Bipolar

Personality d/o

H/o psych hospitalization
Chronic pain
Fibromyalgia

Movement disorder
None of the above

SSRI

SNRI

Antipsychotic

Opioid

Amphetamines

Dopamine agonist
Antimicrobials/antiparasitics
None of the above

Opioids
Amphetamines
Other

None

Number available

69

69
69

69

69

69

69

All subjects
69

56 (81.2)
13(18.8)
54.43 (11.39)

54 (78.3)
15(21.7)

34 (49.3)
25 (36.2)
10 (14.5)
2(2.9)
7(10.1)
3(4.3)
2(2.9)
21(30.4)
8(11.6)
1(1.4)
19 (27.5)

17 (24.6)
10 (14.5)
6(8.7)
18 (26.1)
10 (14.5)
3(4.3)
7(10.1)
20(29.0)

5(7.2)
15 (21.7)
5(7.2)
47 (68.1)

zero non-dermatology encounters during their time
with dermatology. Using a linear mixed effects
model, we found nearly identical results which
remained statistically significant after adjusting for
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Annualized number of healthcare encounters per patient

Pre-Dermatology
Engagement

Dermatology
Engagement

Figure 1. Annualized rate of all diagnosis-related outside
healthcare encounters prior to and during dermatology
engagement.

gender identity, diagnosis, and substance use
(P<0.001).

This analysis was repeated focusing solely on ED
visits. Prior to engagement with our dermatology
intervention, the average annual rate of diagnosis-
related ED encounters was 3.0 (SD 5.8) per patient
per year. While established with dermatology clinic,
this declined to 0.7 (SD 2.6), (Figure 2). The number
of ED encounters per patient per year decreased by
2.3 encounters (95% Cl: 0.8 to 3.8 fewer encounters),
(P<0.001, paired t-test). This represented a 77.0%
reduction in ED encounters from baseline. Of 26
subjects with at least one ED encounter prior to

Annualized number of ED encounters per patient

Pre-Dermatology
Engagement

Dermatology
Engagement

Figure 2. Annualized rate of diagnosis-related encounters with
emergency services alone prior to and during dermatology
engagement.

dermatology intervention, 17 (65.0%) had zero
encounters in the treatment phase. Using a linear
mixed effects model, we found nearly identical
results which remained statistically significant after
adjusting for gender identity, diagnosis, and
substance use (P=0.003). However, substance use
was statistically significant in the adjusted model
with the other covariates (adjusted P=0.010). Those
using substances had on average 2.6 more ED
encounters (95% Cl: 0.7 to 4.6 more) than those who
did not use substances. The impact of substance use
on rates of ED utilization did not change before and
after engagement with our dermatology
intervention (adjusted P=0.119, non-significant
interaction term in linear mixed effects model).

Discussion

Our study investigates the use of a dermatology
urgent care model in the management of patients
with psychiatric dermatoses. This model offers both
rapid access as well as longitudinal and supportive
care, thereby consolidating the burden of healthcare
utilization in this high use population. Herein, we
demonstrate an 88% reduction in healthcare
encounters overall.

This study isolates one dimension of the
dermatology urgent care model, namely its ability to
reduce the number of healthcare visits in this
population by offering urgent access. In the United
States, where the average cost of an emergency
department visit was estimated to be $1,118in 2018,
we predict that our model could have a substantial
impact [11]. In addition to cost-savings benefits, the
importance of decreasing emergency department
visits, general urgent care, and primary care
utilization cannot be understated, especially in the
context of a global pandemic. We encourage
hospital systems and dermatology departments to
consider the importance of investing in a
dermatology  urgent care model and/or
psychodermatology specialist to optimize effective
triage and utilization of healthcare resources.
Dermatologists can play a primary role in leading this
initiative, as they are often the first providers patients
turn to when their symptoms appear and may be
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more apt to forming a longitudinal patient-provider
relationship [2,12]. And although psychiatric
involvement is ideal for these patients in theory, low
acceptance from patients with somatic delusional
disorders renders this approach less effective in
reality.

Psychodermatology  patients may  appear
challenging to dermatologists, but there are
strategies to facilitate these often-difficult patient
interactions. As with most patients, the best initial
approach includes thorough rapport building and
reassurance [13]. In the case of delusions of
parasitosis, some dermatologists have found that
using the term “Morgellons Disease” to refer to the
condition is helpful because it does not contain the
implicit notion that the patient is “delusional” [14]. In
some cases, it may be reasonable to prescribe a short
course of topical antiparasitic medication in order to
build trust with the patient [7]. The ultimate goal of
rapport building is to gain enough trust that they
become open to psychiatric medication, which is the
most helpful therapy for these patients [15].

There are a number of future directions for this study.
One planned analysis using this data will involve
regression to see if diagnosis, frequency of
dermatology encounters, duration of treatment, or
medication adherence have a significant modifying
effect on reduction in healthcare utilization. We did
not evaluate outcomes or response to
pharmacotherapy, and this could be another future
goal.

Limitations to this study are inherent to chart review.
We only had access to charts that were available in
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