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Compared to head and pubic lice, body lice (Pediculus humanus 
corporis) carry increased morbidity in the form of greater body 
surface area involvement, possible infectious disease transmission, 
and the potential for secondary iron-deficiency anemia. They thrive 
in high-density urban populations in which hygiene is poor, such as 
among the homeless. Treatment includes washing of affected indi-
viduals, their possessions, and treatment with topical insecticides. 
Growing patterns of treatment resistance seen in body lice neces-
sitate development of new strategies, with oral medications serving 
as a promising option.
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Epidemiology and Transmission
Pediculus humanus corporis, commonly known as the 
human body louse, is one in a family of 3 ectopara-
sites of the same suborder that also encompasses pubic  
lice (Phthirus pubis) and head lice (Pediculus humanus 
capitis). Adults are approximately 2 mm in size, with the 

same life cycle as head lice (Figure 1). They require blood  
meals roughly 5 times per day and cannot survive longer 
than 2 days without feeding.1 Although similar in struc-
ture to head lice, body lice differ behaviorally in that they 
do not reside on their human host’s body; instead, they 
infest the host’s clothing, localizing to seams (Figure 2), 
and migrate to the host for blood meals. In fact, based on 
this behavior, genetic analysis of early human body lice 
has been used to postulate when clothing was first used 
by humans as well as to determine early human migra-
tion patterns.2,3

Although clinicians in developed countries may be 
less familiar with body lice compared to their coun-
terparts, body lice nevertheless remain a global health 
concern in impoverished, densely populated areas, as 
well as in homeless populations due to poor hygiene. 
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PRACTICE POINTS
•	 �Body lice reside in clothing, particularly folds and 

seams, and migrate to the host for blood meals. To 
evaluate for infestation, the clinician should not only 
look at the skin but also closely examine the patient’s 
clothing. Clothes also are a target for treatment via 
washing in hot water.

•	 �Due to observed and theoretical adverse effects 
of other chemical treatments, benzyl alcohol is the 
authors’ choice for treatment of head lice.

•	 �Oral ivermectin is a promising future treatment for 
body lice.

FIGURE 1. Adult body louse (Pediculus humanus corporis).
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Transmission frequently occurs via physical contact 
with an affected individual and his/her personal items 
(eg, linens) via fomites.4,5 Body louse infestation is  
more prevalent in homeless individuals who sleep out-
side vs in shelters; a history of pubic lice and lack of 
regular bathing have been reported as additional risk 
factors.6 Outbreaks have been noted in the wake of  
natural disasters, in the setting of political upheav-
als, and in refugee camps, as well as in individuals 
seeking political asylum.7 Unlike head and pubic lice, 
body lice can serve as vectors for infectious diseases 
including Rickettsia prowazekii (epidemic typhus), Borrelia  
recurrentis (louse-borne relapsing fever), Bartonella  
quintana (trench fever), and Yersinia pestis (plague).5,8,9 
Several Acinetobacter species were isolated from nearly 
one-third of collected body louse specimens in a French 
study.10 Additionally, serology for B quintana was found 
to be positive in up to 30% of cases in one United States 
urban homeless population.4 

Clinical Manifestations
Patients often present with generalized pruritus, usually 
considerably more severe than with P humanus capitis, 
with lesions concentrated on the trunk.11 In addition to 
often impetiginized, self-inflicted excoriations, feeding 
sites may present as erythematous macules (Figure 3), 
papules, or papular urticaria with a central hemorrhagic 
punctum. Extensive infestation also can manifest as the 
colloquial vagabond disease, characterized by postin-
flammatory hyperpigmentation and thickening of the 
involved skin. Remarkably, patients also may present with 
considerable iron-deficiency anemia secondary to high 
parasite load and large volume blood feeding. Multiple 
case reports have demonstrated associated morbidity.12-14 
The differential diagnosis for pediculosis may include 
scabies, lichen simplex chronicus, and eczematous der-
matitis, though the clinician should prudently consider 
whether both scabies and pediculosis may be present, as 
coexistence is possible.4,15 	

Diagnosis
Diagnosis can be reached by visualizing adult lice, nymphs, 
or viable nits on the body or more commonly within inner 
clothing seams; nits also fluoresce under Wood light.15 
Although dermoscopy has proven useful for increased 
sensitivity and differentiation between viable and hatched 
nits, the insects also can be viewed with the unaided eye.16

Treatment: New Concerns and Strategies
The mainstay of treatment for body lice has long con-
sisted of thorough washing and drying of all clothing 
and linens in a hot dryer. Treatment can be augmented 
with the addition of pharmacotherapy, plus antibiotics as 
warranted for louse-borne disease. Pharmacologic inter-
vention often is used in cases of mass infestation and is 
similar to head lice.

Options for head lice include topical permethrin, 
malathion, lindane, spinosad, benzyl alcohol, and iver-
mectin. Pyrethroids, derived from the chrysanthemum, 
generally are considered safe for human use with a side-
effect profile limited to irritation and allergy17; however, 
neurotoxicity and leukemia are clinical concerns, with an 
association more recently shown between large-volume 
use of pyrethroids and acute lymphoblastic leukemia.18,19 
Use of lindane is not recommended due to a greater 
potential for central nervous system neurotoxicity, mani-
fested by seizures, with repeated large surface application. 
Malathion is problematic due to the risk for mucosal irri-
tation, flammability of some formulations, and theoretical 
organophosphate poisoning, as its mechanism of action 
involves inhibition of acetylcholinesterase.15 However, 
in the context of head lice treatment, a randomized 
controlled trial reported no incidence of acetylcholines-
terase inhibition.20 Spinosad, manufactured from the soil 
bacterium Saccharopolyspora spinosa, functions similarly 
by interfering with the nicotinic acetylcholine receptor 
and also carries a risk for skin irritation.21 Among all the 
treatment options, we prefer benzyl alcohol, particularly 
in the context of resistance, as it is effective via a physical 

FIGURE 2. Body lice nits localized in clothing seams.
FIGURE 3. Erythematous papules secondary to body lice infestation.
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mechanism of action and lacks notable neurotoxic effects 
to the host. Use of benzyl alcohol is approved for patients 
as young as 6 months; it functions by asphyxiating  
the lice via paralysis of the respiratory spiracle with occlu-
sion by inert ingredients. Itching, episodic numbness,  
and scalp or mucosal irritation are possible complications 
of treatment.22

Treatment resistance of body lice has increased in recent 
years, warranting exploration of additional management 
strategies. Moreover, developing resistance to lindane and 
malathion has been reported.23 Resistance to pyrethroids 
has been attributed to mutations in a voltage-gated sodium 
channel, one of which was universally present in the  
sampling of a single population.24 A randomized con-
trolled trial showed that off-label oral ivermectin 400 μg/kg 
was superior to malathion lotion 0.5% in difficult-to-treat 
cases of head lice25; utility of oral ivermectin also has been 
reported in body lice.26 In vitro studies also have shown 
promise for pursuing synergistic treatment of body lice with 
both ivermectin and antibiotics.27

A novel primary prophylaxis approach for at-risk 
homeless individuals recently utilized permethrin-
impregnated underwear. Although the intervention pro-
vided short-term infestation improvement, longer-term 
use did not show improvement from placebo and also 
increased prevalence of permethrin-resistant haplotypes.28
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