
In the holiday season in particular, bites and stings, 
some imported from abroad, present to health 
professionals. Bugs, fleas, ticks, mites and flying 
insects and foreign vectors can attack toes, ankles 
and lower legs. Often trivial, annoying and many 
self-limiting, any intrusion into skin tissue can 
potentially bring infection, a serious risk to the 
diabetic or elderly patient, those with an allergic 
predisposition, or immune deficiency. Associated 
cellulitis and skin breakdown threatens mobility 
in vulnerable seniors and a minor health condition 
can sometimes significantly affect daily living. 
Bites can result in tropical infections with serious 
repercussions. Diagnosis can be immediately 
apparent, but can be challenging. Appropriate 
identification and management can pre-empt more 
serious disease and loss of mobility. Bites from 
fleas, bedbugs, ticks, mosquitoes are potential 
vectors and a history of recent foreign travel should 
be noted.

Case Histories

Case history 1: itchy toes
An elderly, women was complaining of pain and 
itch round her toes which was interfering with 
walking and was keeping her awake at night. She 
stated she had been treated for fungal nail infection 
in the past and had recently returned from a 
Caribbean cruise calling in to South American
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ports and had been swimming and walking bare 
foot on the sand. She thought she might have been 
bitten, with an insect leaving a black mark on the 
skin. Over a few days; the lesion had shrunk in 
size, turned brown, and wrinkled.

On examination, she walked with a slight limp. 
Nails of one foot were yellowed and crumbling; the 
skin was indurated and moist suggestive of tineal 
invasion in the web of the small toe. On the side 
of the great toe beside the nail, there was a lesion 
which was itchy and nodular with swelling around 
the nail and a red line on the skin of the foot. 

She had multiple pathology presenting with 
chronic fungal infection of the left foot with nail 
damage and acute tinea infection round the small 
toe. She had also had been bitten by an exotic 
insect, tungiasis accounting for the pain.

Diagnosis: Fungal skin infection, tungiasis 

Treatment: oral antihistamine; topical steroids

This parasitic infestation is native to Central and 
South America, and sub-Saharan Africa and can 
have significant impact on its host. It results from 
skin penetration by a sand (or jigger) flea usually 
between the toes or under toenails. Tunga penetrans 
is the smallest known flea and 97% of tungiasis 



hotels or hostels. They prefer crevices in fabric or 
wood, over plastic and metal and often locate under 
mattresses and bed headboards. They crawl out at 
night attracted by body heat and carbon dioxide, 
to bite exposed skin and feed on blood. The victim 
acquires itchy red bumps, 15 to 30 minutes after 
being bitten, only noticed on wakening. The bumps 
can last for several days. Bites can occur on the 
face, neck and peripheries and may occur in straight 
lines.4,5,6 Although bites are intensely itchy, no 
human diseases are transmitted but scratching can 
lead to infection and cellulitis and can aggravate 
pre-existing skin conditions. Bedbugs readily 
transfer from country to country in suitcases, with 
potential importation of Cimex hemipterus (the 
tropical bedbug).

Case history 3: itchy heads

A group of girls on a survival course were given 
the task of killing and plucking chickens. It was 
a very sunny summer day and most were wearing 
bikini tops and shorts. As plucking progressed the 
leader noticed that they were scratching their necks 
and hair and many had tiny, red insects crawling 
over skin and clothes. They had become hosts for 
chicken fleas. Other than panic at the discovery 
none were any worse for this encounter with 
flightless Siphonaptera, of which there are 2500 
species living as parasites on birds and mammals.5

Diagnosis:  The skin reaction to flea bites is 
delayed. The lesion initially is a punctuate, a 
haemorrhagic area representing the site of probing 
by the insect. Lesions may occur in clusters, as the 
flea explores the skin. There is a weal around each 
bite, reaching its peak in 5 to 30 minutes. Pruritus is 
almost always present. There is usually a transition 
to a hardened papillar lesion within 12–24 hours. 
In hypersensitive individuals, the reaction appears 
faster, persisting for a week or more. Intense itching 
drives people to health professional consultation.

lesions occur on the feet with toes afflicted over
70% of the time.1 The burrowing process is 
asymptomatic, but the flea increases in size over 
two weeks, creating a pruritic, or painful nodular 
lesion from which eggs and faeces are excreted. 
The flea then dies and is sloughed with the hosts’ 
skin over the ensuing weeks 1,2,3,4

Case history 2: swollen feet 

An obese 75-year-old man was complaining of 
swelling of feet and legs associated with an intense 
itch on the ankles and top of his feet. He had cardiac 
disease and just returned from abroad experiencing 
day-long airport and overnight transport delays in 
Paris en route. 

On examination, very swollen legs revealed 
pitting oedema associated with his heart condition 
aggravated by postural oedema from flight and 
airport delays. There were also nine small patches 
of localised inflammation and induration on his 
feet and ankles from bites. He had been scratching 
the lesions and there was an area of leaking skin 
stretching to mid-calf.

He was the victim of bedbugs and his scratching had 
brought infection and cellulitis to an oedematous 
limb. Hotel infestation in cities, particularly in 
France, has been a public concern that summer 
with media reports of the Paris Metro being 
infested. There is a risk of bedbug bites in most 
city hotel locations and overnight accommodations 
worldwide. 

Bedbugs (Cimex lectularius) are small, flat, 
wingless insects, reddish-brown in colour. Before 
feeding they are approximately 5mm long, and 
resemble lentils. They live in cracks and crevices 
and enjoy the bed environment of bed posts and 
bed-rails. Their presence is not determined by 
cleanliness of local environment. Resilient, they 
can survive for up to a year without feeding and 
may occur in any housing, but are common in



Treatment: antihistamine anti-inflammatory 
preparation applied topically or taken orally. An 
oral antihistamine can be useful at night 

Pulex irritans (human flea) 
There is no flea specific to humans, and only a 
fraction of all fleas come into contact with humans. 
Many however, associate with domesticated animals 
and pass to humans often biting exposed feet and 
ankles.5 World travellers should be aware that fleas 
are vectors for murine typhus and plague in some 
parts of the world.

Case History 4: drooping eyelid 

A 15-year-old boy came to the clinic complaining of 
a drooping left eyelid present for five days. He had 
been camping in Perthshire two weeks previously 
and been bitten by what he thought were midges but 
after a few days had noticed a red patch on his arm 
and had a rash over his trunk which had faded away 
after a few days.

On examination: he had a small pupil and ptosis.

Diagnosis: Tick bites and Horner’s Syndrome 
resulting from Lyme Disease was confirmed by 
hospital investigation.

Treatment: a course of doxycycline. The ptosis 
disappeared after two weeks and the patient remains 
well.

Management:
Active search for bites and arthropods. After 
exposure in high risk areas.
Removal of tick with forceps as soon as possible 
after discovery. It is very important to remove the 
mouthparts and this can be a difficult task .
Application of antiseptic ointment.
Evidence of erythema migrans – the herald patch 
emphasises the need for health guidance and 
vigilance in clinical care. Referrals to hospital for 
patients with erythema migrans would usually only

be made if they had severe or focal symptoms of 
Lyme disease.

Antibiotic treatment (doxycycline, amoxicillin) in 
people with early Lyme disease is highly effective
In randomized controlled trials, resolution of signs 
and symptoms have been reported in up to 90% of 
people with early Lyme disease.8, 9, 11

Ticks 
Ticks are small, blood-sucking arthropods related to 
mites; some feed on human blood. The species most 
likely to bite humans in Britain are the sheep tick, 
Ixodes ricinus5 and deer tick Ixodes scapularis6 
which inhabit wood/heathland moorland, rough 
pasture, forests and urban parks. Imported ticks 
from Europe and the Americas can carry different 
diseases.7-10 Usually the tick bite is initially painless, 
then after 12 hours it becomes itchy, and a blood-
filled tick can be seen attached to skin. The risk of 
infection increases the longer the tick is attached, 
but can happen any time during feeding, with Lyme 
borreliosis and rickettsiosis being possibilities.

It is estimated that more than 3,000 new cases 
of Lyme disease occur in England and Wales 
annually,15 with 15% of cases infected while people 
are abroad.8, 11, 12 Most people (60%) with early-
stage Lyme disease develop a distinctive circular 
rash - erythema migrans - at the site of the tick 
bite, usually around three to 30 days after being 
bitten. Some also experience flu-like symptoms in 
the early stages. The prognosis for Lyme disease is 
generally good. Ticks can be infected with bacteria, 
viruses and parasites. Ticks can be imported on 
the skin from abroad and affect returning holiday 
and bring personal risk of tick-borne encephalitis 
and relapsing fever. Rickettsia, anaplasmosis and 
Ehrlichiosis are also tick-borne diseases.



Case History 5: swollen face

A scout leader appeared for consultation after a 
weekend camping in Glen Affric. His face was 
swollen and covered in red bites with hardly a space 
between them. Many of his scouts had been bitten 
on exposed skin, for them an itching annoyance, but 
he was particularly sensitive to the flying insects 
which attack on humid windless days. He was a 
victim of the notorious Highland midge. 

Treatment: calamine lotion; antihistamine; 
corticosteroid may be necessary for anaphylactic 
reactions.

The Highland biting midge, Culiciodes 
impunctatus, is not a vector of disease in humans.13 
Midges fly in swarms and multiple bites are likely 
with numerous attacks on exposed areas of skin,

such as face arms, legs and bare feet. Some people 
react badly with a serious allergic reaction, even 
anaphylaxis. Midge bites are very itchy and 
annoying. The bloodsucking female punctures 
the skin which forms the centre of an inflamed 
red weal and a papule. In some people this is little 
more than a small spot, but for others it becomes 
a large blister and scratching can bring infection 
and cellulitis in oedematous extremities. The main 
biting season is July to October,13 but the slightest 
breeze will disperse the swarms.

There is no reliable way to stop midge bites. Neem 
oil or Jungle Juice appear to have some deterrent 
value. The volatile oil from bog myrtle has been 
shown to have a repellent effect.14 Wearing light-
coloured clothing, long trousers and a face-veil 
attached to a brimmed hat can reduce exposure.
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