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Bedbugs are bloodsucking arthropods of the order Hemi­
ptera and family Cimicidae (1, 2). Cimex lectularius, 
which has a cosmopolitan distribution, and Cimex hemi-
pterus, the tropical bedbug, are the 2 main species that 
most often bite humans (1, 2). Reactions to bedbug bites 
are varied, but the most common manifestations are ery­
thematous papules or wheals on the exposed areas (1–4). 
Histopathological findings, which are also non-specific, 
are usually perivascular inflammatory infiltrates with 
lymphocytes and numerous eosinophils in the dermis (1). 
We report here a case with atypical clinicopathological 
reactions which may have been due to long­term and 
repeated exposure to bedbug bites against the backdrop 
of the patient’s mental health disorder.

CASE REPORT

A 57­year­old man was referred to our department with a 5­year 
history of disseminated purpura characterized by exacerbations in 
summer and remissions in winter. He has schizophrenia and had 
been taking antipsychotics for many years. Physical examination 
revealed barely palpable and slightly itchy purpura disseminated 
over the trunk and extremities. Some of the purpura were in 
2–4 lesion clusters and distributed in linear or zigzag patterns 
(Fig. 1a–c). Histological findings from a lesion showed leuko­
cytoclastic vasculitis with perivascular neutrophils, eosinophil 
infiltration, and red blood cell extravasation (Fig. 1d). Although 

IgA vasculitis was suspected as a differential diagnosis, direct im­
munofluorescence was negative for immunoglobulin (Ig)A, IgG, 
IgM and C3. The next time he came to our hospital, he brought 
a few bugs from his room, which we identified as bedbugs. As a 
visit to his home revealed a major infestation of bedbugs (Fig. 2), 
we requested experts to exterminate them. After that, all eruptions 
regressed and have not recurred. Based on this clinical course, we 
diagnosed the patient with bedbug bites.

DISCUSSION

Although erythematous papules or wheals are typical 
presentations of bedbug bites, most of this patient’s le­
sions were purpura. Lundin et al. (5) reported a case of 
bedbug bites showing petechial rash in a patient taking 
aspirin, clopidogrel and warfarin. Clinical presentation 
of that case was very similar to ours, and was concluded 
to be due to hundreds of bedbug bites exacerbated by 
the patient’s triple antiplatelet/anticoagulation therapy. 
However, these types of agents had not been used in our 
case. According to our patient, eruptions were slightly 
more pruritic around 5 years ago when the symptoms 
first appeared. It is only a matter of speculation, but the 
repeated exposure to bedbug bites over several years 
may have desensitized the patient to allergic reactions 
and made him less likely to develop general reactions. 
As there is little information available on desensitisation 
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Fig. 1. (a–c) Barely palpable and slightly 
itchy purpura on (a) the back and (b, c) lower 
legs. These lesions were arranged in linear 
(arrows) and zigzag patterns (circles). And 
some were in 2–4 lesions clusters (arrowheads). 
(d) Pathological findings of leukocytoclastic 
vasculitis were observed (haematoxylin and 
eosin staining, scale bar = 50 μm).
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to bedbug bites (6), this remains a matter for debate and 
further study. The manifestations observed in this case 
can be identified as a result of long-term exposure to 
bedbug bites. However, this kind of clinical course is 
generally very rare, as sufferers usually receive assess­
ment and treatment from dermatologists at an early stage. 
In this context, the presence of schizophrenia and other 
mental health disorders in a patient’s medical history is 
especially important. In fact, some previous papers have 
reported that patients with bedbug infestations were more 
likely to have schizophrenia (7). Our patient was aware 
of the presence of bedbugs, but could not acknowledge 
that they were the cause of his symptoms. 

Although the clinical presentation of purpura made 
the diagnosis very challenging in this case, it also drew 
our attention to a characteristic indicator referred to as 
the “breakfast, lunch, and dinner” sign (3, 4, 8, 9), an 
important factor to consider when suspecting the invol­
vement of bloodsucking arthropods. These findings are 
not always present and often unclear due to the surroun­
ding erythematous changes or scratch marks. Despite 

the presence of this sign, it is highly unlikely that we 
would have been able to make an accurate diagnosis if 
the patient had not brought the bedbugs to the hospital.

In summary, clinical presentation due to long­term 
bedbug bites can feature purpura. Evaluating the distri­
bution of eruptions and detailed medical history­taking, 
including mental health disorders, are vital in making a 
correct diagnosis.
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Fig. 2. (a) Male and female adult bedbugs, Cimex lectularius, sampled 
from the patient’s room. (b–d) A large number of bedbugs, eggs, and 
dark faecal spots were found (b) around the patient’s bed and (c, d) on 
the adjacent wall.
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