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Introduction

The management of delusional disorder (DD) remains difficult due to poor patient insight
and a lack of definitive treatment guidelines. For the somatic subtype specifically, prior
studies have shown successful treatment with the first-generation antipsychotics (FGA)
pimozide, but these studies did not specify the nature of the delusions. It has been
theorized that pimozide effectiveness is due to its unique ability to relieve itching
sensations, which are commonly associated with somatic delusions (e.g., delusions of
parasitosis). The use of FGAs is not without risk, however, and should be avoided when
possible due to the significant side-effect profile. Thus, there is a need for safer
alternatives for the treatment of somatic-type DD. This manuscript discusses a case of DD
characterized by painful sensations of glass under the skin managed with the
second-generation antipsychotic olanzapine.

Case

A 67-year-old female with a past medical history including depression presented to the
ED with complaints of glass in her hands and fingernails bilaterally. The patient has been
evaluated by several physicians in the past without any evidence of glass being found. She
was able factually able to describe that others viewed her complaints as irrational, but she
refused to accept this as truth. Cognitive screening testing was normal, and a physical
exam showed several areas of excoriation on the hands and arms bilaterally, a removed
left thumbnail, and a thin frame (BMI: 18.02). The patient was admitted to the psychiatry
service, where organic causes were ruled out (infection, metabolic abnormalities, drug
use). The patient received olanzapine 5mg PO nightly treatment with adjunctive
psychotherapy and experienced acute psychotic relief after a two-day admission period.
She did not endorse any side effects from the medication.

Discussion

To our knowledge, there haven’t been prior studies exploring treatment efficacy in
somatic-type DD subdivided by the nature of false bodily sensation. Despite this
limitation, it was found that most cases of somatic-type DD characterized by foreign
bodies under the skin were treated with pimozide. Although this drug appears to be a
reasonable option for the more common presentation involving false pruritis, it might not
be recommended for rare presentations that don’t involve itchiness due to the high risk of
adverse symptoms. Accordingly, clinicians should consider the nature of the delusions
along with the unique side effect profile of the pharmacological therapy as any harm
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might outweigh the potential benefit. This was highlighted in the current presentation as
clinicians determined olanzapine to be the most appropriate treatment despite no similar
cases of DD described in the literature. Furthermore, this case exemplified the utility of
second-generation antipsychotics in the treatment of somatic-type DD.

INTRODUCTION

Somatic-type delusional disorder (DD) is characterized by
a false belief system involving bodily functions and sensa-
tions that is fixed despite evidence showing the contrary.
DSM-5 diagnostic criteria further indicate that symptoms
must be present for at least one month and be in the ab-
sence of other physiological or psychiatric explanations
(e.g., substance abuse, dementia, obsessive-compulsive dis-
order). Unlike patients with schizophrenia, those with DD
have otherwise normal functioning and do not experience
additional psychotic symptoms such as hallucinations, dis-
organized speech, and grossly disorganized or catatonic be-
havior. If patients have concurrent mood alterations, the
episodes must be of short duration relative to the total
delusional period.!

DD is a somewhat rare diagnosis with an estimated life-
time prevalence of 0.2% in the United States according to
the DSM-5.1 One case-registrar study conducted by Portu-
gal et al? involving 370 patients who filled DSM-4 criteria in
south Barcelona further found that 5% of patients with DD
had the somatic subtype; however, it should be noted that
23% were classified as 'not otherwise specified. This paucity
may be due to low motivation to seek psychiatric care as pa-
tients typically maintain functionality and are mentally un-
aware of their illness. Furthermore, the combination of poor
patient insight and low disease prevalence makes manage-
ment and clinical research difficult.

There are no definitive treatment guidelines for DD, and
it has been suggested that clinicians rely on what is known
of schizophrenia management when caring for these pa-
tients.3 Portugal et al% found that 81.4% of DD patients were
managed with antipsychotic medication, 60% of which were
on an atypical antipsychotic medication. For the somatic
subtype specifically, pimozide has been classically used for
treatment with one study finding 47 out of 64 patients with
the somatic-type DD being treated with pimozide over a
10-year period to 2004.4 Like other typical antipsychotics,
however, this medication is associated with significant ad-
verse effects including extrapyramidal symptoms and pro-
longed QT that requires periodic ECG monitoring. There-
fore, safer and more convenient alternatives are needed. In
the present case report, we present a rare case of somatic
type DD being managed with olanzapine.

CASE PRESENTATION

A 67 y/o female with a past psychiatric history of depression
and past medical history including hypertension presented
to the ED with complaints of glass in her hands and fin-
gernails bilaterally. She stated the glass has been present
since cleaning a fallen barn on her family’s property ~4
months prior to presentation, explaining “there must have
been glass in the dirt.” The patient reported that she had
been evaluated by several physicians without any medical

evidence of glass in her hands; however, she continued to
endorse this idea as the painful sensations have persisted.
She proceeded to reveal several areas of picking/excoriation
on her hands/arms to display the glass, but none was seen.
According to the patient, a physician instructed her to re-
move the glass herself, which lead to the accumulation of
glass under her nails as well. She admitted to removing the
nail bed of her L 15t finger with “instant relief once I took off
the nail.” The patient believed she might need a skin graft
to further remove the remaining glass. She brought a heart-
shaped tin can with her to show the glass she removed from
her body, but only the removed nail bed was inside. Accord-
ing to the patient, several physicians and family members
had counseled her with suggestions to see a psychiatrist,
but she did not appear to understand their concerns. The
patient stated she had been taking an opioid with “some”
pain relief but stopped after running out 4 days prior to pre-
sentation; it was unknown where she got the medication.
The patient also reported an associated 20-30 lb. weight
loss since her symptoms began. No other complaints were
reported by the patient.

Remarkable physical exam findings included excoria-
tions on her hands and arms bilaterally and a removed left
thumbnail. Mental status examination revealed a well-
groomed, frail female in no acute distress. She displayed
proper alertness, orientation, and concentration, and she
scored a 26/30 on the Montreal Cognitive Assessment. Her
speech was spontaneous, fluent, normal volume, and nor-
mal rhythm; however, she began to speak more rapidly with
quick hand gestures when the subject of glass was broached.
Her thought process was linear and organized with a plau-
sible explanation as to how the glass got in her hands (i.e.,
cleaning the fallen barn) that did not involve magical or im-
possible thinking. She was factually able to describe that
others viewed her ideas as irrational, but she refused to ac-
cept this as truth and has not made any attempts to sup-
press her false beliefs. Her intelligence was estimated to
be average. She appeared to have a high level of neurocog-
nitive and psychosocial functioning as demonstrated by a
history of stable relationships and employment. No other
delusions were present, and she denied HI, SI, AVH, neu-
rovegetative symptoms of depression, and manic symptoms
of bipolar disorder.

The patient was admitted to the psychiatry service for
further medical and psychiatric evaluation. Infectious
workups (i.e., HIV, neurosyphilis, hepatitis panel, urinaly-
sis) and metabolic workups (i.e., vitamin B12, folate, TSH,
CMP) were unremarkable. Serum ethanol was negative, and
urine drug screen was positive for THC only. CT head with-
out contrast did not display significant findings. Organic
causes were deemed unlikely, and the patient was diag-
nosed with somatic type delusional disorder in accordance
with the DSM-5. The patient resumed her home antihyper-
tensive regimen as well as her normal 10mg PO escitalo-
pram therapy for depression. To treat her delusions with as-
sociated weight loss, she was started on Olanzapine 5mg PO
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nightly with adjunctive psychotherapy. The patient experi-
enced acute psychotic relief with her treatment plan, and a
coroner determined she was no longer a danger to self or
others after a two-day admission period. She did not en-
dorse any side effects from the medications.

DISCUSSION

The diagnosis and management of DD remains difficult due
to poor patient insight, nuanced diagnostic criteria, and a
lack of definitive treatment guidelines. In attempt to fur-
ther understand the current approach taken by providers,
Munoz-Negro, et al® conducted a systemic review investi-
gating clinician-rated scales of treatment response for DD
prior to 2019. 437 patients treated with antipsychotics were
included in the study, and investigators found that these
drugs are an effective treatment option for DD with a good
response observed in 32.3% of patients. First-generation
antipsychotics (FGAs) demonstrated a slightly better out-
come relative to second-generation antipsychotics (SGAs)
(38.7% vs 29.9% good response), however, authors con-
cluded that this provides little global advantage for most
DD subtypes when considering the higher potential for ad-
verse effects in FGAs. Relative to the SGAs, quality of life
has been reported to be lower in patients taking FGAs,®
which may be in part explained by an overall increased
propensity of FGAs to cause extrapyramidal symptoms and
hyperprolactinemia due to more potent anti-dopaminergic
properties.”8 Additionally, the relatively decreased burden
of side effects in SGAs may yield the added benefit of im-
proved medication compliance and overall tolerability,” 10 a
feature of supreme importance when managing those with
poor insight to their disease.

The one exception in which Mufoz-Negro, et al®> con-
cluded that FGAs may be considered an overall superior
treatment option was when considering the somatic sub-
type of delusional disorder treated with pimozide. The so-
matic theme is typically one of three types: the delusion
of bromosis (belief that one is emitting a bad body odor),
dysmorphosis (belief that one has a deformed physical fea-
ture), or of parasitosis (the belief that one’s skin is infested
with insects, worms, or other foreign bodies).1! Typically,
those with delusions of parasitosis have complaints of se-
vere pruritis and intense itching.!2 Researchers explain that
pimozide’s unique binding profile provides anti-delusional
benefits along with itching and paresthesia relief via
dopamine and 5-HT2 serotonin blockades respectively,
which together allow for better alleviation of false bodily
sensations.> Moreover, it has been proposed that pimozide
may still provide relief in the absence of pruritus and formi-
cation through 5-HT2 receptor antagonism.>!3 This notion
is largely based on the observation that delusions of par-
asitosis involve perceptual illusions that resemble what is
seen during LSD intoxication, a process known to be me-
diated by serotoninergic effects!4; however, this topic re-
mains controversial due to a lack of response to SGAs in
dysmorphic somatic delusions. !>

Similarly, a review by Manschreck et al4 in 2006 showed a
significantly greater outcome among those treated with pi-
mozide for somatic delusions relative to erotomanic, jeal-
ous, persecutory, grandiose, and mixed subtypes; however,

the natures of the false bodily sensations were not specified
and may have responded differently from one another.
While the delusions described in the present article can be
described as delusions of parasitosis (i.e., delusions of for-
eign bodies in the form of glass), the patient complained
of pain rather than itching and paresthesia; therefore, the
anti-opiate effects of pimozide provide little benefit. To our
knowledge, this is the only case of delusional disorder pre-
senting characterized by painful sensations of glass under
the skin described in the literature, which might contribute
to this abnormal presentation.

For patients with somatic delusions involving painful
sensations in the absence of itchiness or paresthesia, pi-
mozide might not be recommended when considering the
side effect profile. As demonstrated in the present case, the
SGA olanzapine can serve as an appropriate alternative as
D2 and 5-HT2 receptor antagonism can be maintained in a
relatively safe manner.1® The most significant adverse ef-
fect of olanzapine therapy is an increased risk of weight
gain, but this metabolic effect provides little reason to avoid
the drug in those with low BMI such as the patient described
here (BMI: 18.02).17 Because patients with DD often feel
invalidated by taking medication, the supplemental advan-
tage of weight gain in thin patients might also increase mo-
tivation to continue medical therapy. Non-pharmacological
approaches (i.e., psychotherapy) have a relatively lower re-
ported efficacy (10%)!8 compared to antipsychotic medica-
tions (32.3%)° and thus are most effectively used in an ad-
junctive role. Similarly, clinicians must establish trust with
patients with delusional disorder through listening empa-
thetically and assessing how the disease is impacting the
person’s quality of life in order to prevent “doctor hopping”
and to maintain therapeutic alliance.19

CONCLUSION

Olanzapine pharmacotherapy successfully provided acute
relief in this rare presentation of somatic-type DD charac-
terized by the false belief of having glass stuck under the
skin and nails with painful sensations. Prior studies have
suggested the use of the FGA pimozide for this subtype of
DD; however, SGAs should be substituted when possible
due to the risk of unwanted, harmful reactions associated
with FGAs, particularly in the absence of delusions charac-
terized by pruritic sensations. Accordingly, adverse effects
should be strongly considered by clinicians choosing the
specific antipsychotic for the treatment of DD as any harm
might outweigh the potential benefits, especially if high
pretreatment functionality was present. In cases of low pa-
tient BMI, the primary adverse effect of weight gain from
olanzapine therapy may be considered a benefit due to nu-
trition restoration. Overall, SGAs appear to have significant
utility in the treatment of DD as demonstrated by relief in
this case of somatic type delusional disorder managed with
olanzapine.
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