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My background

• On-call for ER and inpatient consults at OHSU and the VA 5 days a 
week 8am-5pm year round since 2015

• Psychodermatology clinic Mon am at OHSU focusing on 
delusional parasitosis

• VA clinic Fri am at VA focusing on delusional parasitosis, leg 
ulcers, general derm



Why should dermatology present differently in 
an unhoused population?



Why should dermatology present differently in 
an unhoused population?
• Exposure to cold (thermal injury)
• Reduced access to daily hygiene (infection risk)
• Logistical challenges in communication, transportation (reduced 

adherence, inability to refrigerate biologic medications, poor follow up)
• More immediate needs including meals, water, safety (neglected 

chronic skin disease)
• Mental health burden
• Polysubstance use disorder (opioids may mask the pain of a worsening 

condition; amphetamines may lead to unusual skin sensations)



Skin and soft tissue infections (SSTI)
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Skin and soft tissue infections

• Presentations may include
• Cellulitis
• Impetigo
• Bullous impetigo

• Common pathogens include MSSA, MRSA, Group A Strep



Impetigo
• Crusting is the primary physical exam finding for superficial SSTI

• Can treat with mupirocin or with 3 days of cephalexin or 
dicloxacillin



Ecthyma

• SSTI with deeper, more necrotic/ulcerative appearance
• Commonly affects thighs, buttocks
• Seen more often in association with MRSA
• Recommend systemic therapy, ie PO doxycycline for MRSA 

coverage



Cellulitis

• Deeper process involving subcutis
• Most often Group A Strep, but may be polymicrobial or different 

pathogens in special groups (DM2, hemochromatosis, cat or dog or 
human bite)

• Smooth tender red-orange plaques generally affecting one extremity
• May be difficult to distinguish from other mimickers known as 

pseudocellulitidies (venous stasis, lymphedema, contact dermatitis)
• Scoring tools that may be useful:

• ALT-70
• New Havun criteria
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Cellulitis 

• ALT-70 (61% sens, 71% spec)
• Asymmetry (3 points), leukocytosis (1), tachycardia (1), age >70 (2 points)
• 5-7 points = positive
• 3-4 points = consult derm
• 0-2 points = negative

• New Havun (100% sens, 95% spec)
• New onset, erythema, warmth, history of trauma, ache, unilaterality, 

number of white blood cells)
• 4-7 points = positive
• 0-3 = negative





Leg swelling



Leg swelling

• Venous stasis dermatitis is a result of chronic wear and tear of 
one-way valves in the lower legs that are stressed/stretched with 
prolonged sitting still or standing still with legs in the dependent 
position

• Everyone will develop some degree of venous stasis; some 
develop it decades earlier than others



Preferred sleeping position



Suboptimal sleeping position



Vascular

Venous stasis 
dermatitis

Non-infectious 
Inflammatory

Allergic contact 
dermatitis

Lymphatics

Lymphedema

● Inflammation of the skin, 
typically of the bilateral 
lower extremities, due to 
chronic venous 
insufficiency

● Often associated with 
varicose veins and 
dependent chronic 
edema

● Delayed 
hypersensitivity 
reaction due to contact 
with exogenous 
allergens leading to an 
inflammatory skin 
reaction

● Abnormal accumulation 
of lymphatic fluid in the 
soft tissue leading to 
swelling and skin damage

● Causes include injury, 
infection, cancer 
therapies, or congenital 
abnormalities

Common Causes of Pseudocellulitis

American Journal of Clinical Dermatology Dermatologic Therapy Cleveland Clinic Journal of Medicine



Cellulitis Venous Stasis Dermatitis
Allergic Contact 

Dermatitis
Lymphedema

Onset Acute Chronic Acute to chronic Chronic

Physical 
Exam

Poorly demarcated;
Classic tetrad: erythema, 
warmth, edema, pain;
Trauma to the skin allowing 
for entry of bacteria

Pitting edema, mottled,
hyperpigmentation, varicose 
veins, +/- ulcerations

Well-demarcated rash 
confined to area of contact 
to allergen

Swelling, +/- pitting edema,
+/- overlying 
hyperpigmentation, 
thickening, scale

Symptoms
+/- Systemic symptoms (eg, 
fever)

Absence of systemic 
symptoms (eg, no fever)

Pruritus, burning Feeling of 
heaviness/discomfort

Location

Unilateral > Bilateral
Most common: legs or feet

Bilateral, often involving 
medial malleolus 

Area of skin contact to 
allergen

Commonly arms or legs,may 
occur in face, neck, trunk, 
abdomen, or genitals

Diagnostic 
Tools

CBC, blood culture; 
histopathology, tissue 
cultures,
Dundee, ALT-70, and New 
HAvUN scoring assessments

Histopathology, Duplex 
ultrasound with reflux 
assessment

Histopathology, Identify 
trigger(s); patch testing

Histopathology, 
Lymphoscintigraphy

Histology

Nonspecific inflammatory 
infiltrate commonly, rarely 
identification of bacterial or 
fungal organisms

Neovascularization with 
dermal fibrosis, perivascular 
lymphocytic infiltrates, 
hyperkeratosis

Epidermal edema, 
acanthosis, +/- 
hyperkeratosis or 
parakeratosis

Dilated dermal lymphatics, 
fibrous tissue deposition in 
overlying skin, subcutaneous 
tissue and fascia

Treatment

Antibiotics (depending on 
severity and area-specific 
antibiotic nomogram)

Leg elevation, weight loss, 
exercise, compression 
therapy, topical 
corticosteroids

Allergen avoidance, topical 
corticosteroids or 
tacrolimus; Severe:
PO immunosuppressants

Leg elevation, weight loss, 
exercise, compression 
therapy, decongestive 
therapy, surgery



Vascular

Venous stasis 
dermatitis

Non-infectious 
Inflammatory

Allergic contact 
dermatitis

Lymphatics

Lymphedema

• Leg elevation
• Weight loss
• Exercise
• Compression 

therapy
• Topical 

corticosteroids

• Allergen avoidance
• Topical 

corticosteroids
• Topical tacrolimus
Severe/extensive: 
• Oral corticosteroids 

and/or other 
immunosuppressants

Treatments for Common Causes of Pseudocellulitis

• Leg elevation
• Weight loss
• Exercise
• Compression therapy
• Decongestive therapy
• Surgery
• Ablative therapy

PO: oral
IV: intravenous

Cleveland Clinic Journal of MedicineAmerican Journal of Clinical DermatologyDermatologic Therapy Dermatologic Therapy





Pyoderma gangrenosum

• PG is an autoinflammatory ulcer of the lower legs associated with:
• Crohn’s, UC, RA, Psoriasis
• Venous stasis/swelling

• Unique factors in the unhoused population include:
• Lack of consistent and sterile wound care leads to infections
• Opioids may be used to mask pain while an infection progresses
• Inadequate leg elevation leads to edema slowing wound healing
• Inability to travel to follow up appointments, labs, infusion centers for 

infliximab
• Inability to refrigerate biologics such as adalimumab



Pyoderma gangrenosum workup

• Consider skin biopsy to rule out alternate etiologies (BCC, 
medium vessel vasculitis, vasculopathy)

• Consider Hep B, Hep C, ANCA, G6PD

• Inflammatory phase: Prednisone or cyclosporine are first-line. TNF 
inhibitors or dapsone may also provide some benefit

• “Burnt-out” phase: Ulcer is established but the borders are not 
actively inflamed. Needs gentle conservative wound care, leg 
elevation, and compression as tolerated



Inflammatory phase



Burnt out phase





Amphetamine associations

• Methamphetamine is a cheap, widely, and easily accessible drug 
that activates the dopamine reward/pleasure centers in the brain

• Common side effects include skin picking, skin crawling, and 
obsessive-compulsive behavioral changes







Reviewing the chart: “Why this patient, and why now?”

Past medical 
history

Medications Substance use Psychiatric 
history

Risk factors for 
DI/MD

Neurologic 
lesions 
(CVA,vascular 
dementia, MS)

Amphetamines Amphetamines PTSD, ADHD, 
Depression, 
Anxiety

Chronic pain 
syndromes 
(spinal stenosis, 
fibromyalgia)

Opioids Opioids

Iron deficiency Ropinirole
Pramipexole

Postmenopausal 
female



Dopamine: A delicate balance

low dopamine high dopamine

Parkinson’s
Restless leg syndrome

Morgellons/Delusional parasitosis

Treat with: dopamine agonist Treat with: dopamine antagonist 
(antipsychotic)



Dopamine: A delicate balance

low dopamine high dopamine

Parkinson’s
Restless leg syndrome

Morgellon’s/Delusional parasitosis

Treat with: dopamine agonist Treat with: dopamine antagonist 
(antipsychotic)



First step in management?

• Discontinue contributing medications

• Adderall (replace w/)
• methylphenidate
• modafinil
• Vyvanse

• pramipexole, ropinirole (replace w/)
• pregabalin
• gabapentin

• methamphetamine
• If patient spontaneously offers that they take this, encourage reduction/cessation



Second step in management

• Assess for secondary dermatologic or systemic abnormalities

• Evidence of atopy/primary skin rash/prurigo nodules
• Peripheral eosinophil level
• Iron status







Therapeutic ladder

• gabapentin 300-600mg tid – easiest to prescribe

• pregabalin 75-150mg bid – more potent than gabapentin

• duloxetine 60-90mg daily 

• naltrexone 50-100mg qhs – nonsedating 

• pimozide 1-3mg qhs – most acceptable to patients, as not FDA approved 
for psychosis and therefore not as stigmatizing

• risperidone 2-6mg qhs



Cardiac arrhythmias? Sudden death?

• Pimozide’s black box warning regarding QT prolongation, 
ventricular arrythmias, and sudden death can be intimidating

• The background for this black box warning is that pimozide was 
once studied for schizophrenia and 2 sudden cardiac deaths 
occurred in patients who were rapidly titrated up to 70 to 80mg 
daily in less than 2 weeks



Cardiac arrhythmias? Sudden death?

• Controversy exists as to the need for ECG monitoring with dosages 
of <10 mg/day. 

• Shatzberg et al. recommends that if dosages above the FDA’s upper 
limit of 10 mg/day are to be used, an ECG should be obtained after 
every dosage increase, implying that dosages <10 mg/day may not 
require ECG checks. 

• QTc interval >500 milliseconds would be cause for concern.



Stage 1



Stage 2



Stage 3



Stage 4



Stage 5 (Terminal)



Our goals differ from the patient

• How to reconcile these goals?
• Compassion/supportive listening
• Avoiding direct confrontation
• Accepting samples and photos “show and tell”
• Labs (ferritin, CBC with diff, consider additional at your discretion. Look for prior urine drug screen)

• I generally try to talk patients out of biopsies as they are not helpful
• Antimicrobials

• “Ivermectin is a very powerful medication and should cure you after one dose if you have a parasite”
• Tetracyclines 

• Tactfully offer antipsychotic when the time is right

Goals Physician Patient

Antipsychotic = cure “It’s not in my head”

“I’ll prove it. Look at these samples.”

Validation

Extensive testing

Antimicrobials; “please kill it”



Antipsychotic timing and framing

• If patient presents as mild, ie no agitation, no trust issues, you may be able to offer 
pimozide on the first visit.

• If patient comes in with a lot of agitation, mistrust, opposition to stigma around 
neuro/psych meds, it will take longer to earn their trust, if ever

• “Pimozide is a medication that in the US is only FDA approved for a neurologic 
condition called Tourette’s syndrome. It has also been used in other countries for 
schizophrenia. You do not have these conditions but we use this medication in 
much lower doses in dermatology for skin conditions.”

• Many medications have several uses
• Minoxidil – hypertension → hair growth
• Spironolactone – heart failure → acne
• Pimozide – schizophrenia → cancer, antimicrobial



Antipsychotic timing and framing

• “Please don’t waste my time. Does this medication kill parasites 
or not?”
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