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Objectives: 
 
1.  To identify correctly a head lice infestation. 
 
2.  To compare and contrast available treatment modalities for head lice. 
 
3.  To integrate an understanding of the pathophysiology and transmission of scabies into 
an appropriate treatment regimen. 
 
 

Head lice is the most common cause of scalp pyoderma in children and causes 
social stigma.  Wet combing with nit comb is 4x more sensitive and twice as fast as direct 
visual inspection.  Lice cause pruritus, but are often asymptomatic!!!  Most patients 
have < 10 live lice, which lice move away from hair disturbance.  Red papules can 
sometimes be found at the nape of neck and behind the ears.   
 Nits need humidity to survive, so they are laid close to the scalp.  Nits found 2-4 
cm from scalp are likely 2-4 months old, making the “no nit” policy absurd. 
 
Lice therapies: 
Malathion:  Ovicidal and pediculicidal, no resistance in the U.S., most effective agent, 
FDA-labeled for first line therapy.  Safety concerns:  rapidly inactived in humans via 
carboxylesterases; no deaths reported with labeled use; no bodily injury from alcohol’s 
catching fire in over one million prescriptions dispensed;  Ovide® is effective against 
malathion-resistant lice 
 
Lindane:  Pediculicidal primarily; widespread resistance;  black box warning for seizures 
even with single use; avoid anyone < 110lbs (50kg):  infants, children, elderly; 
contraindicated with compromised skin barrier:  Norwegian scabies, atopic dermatitis, 
psoriasis 
 
Permethrin:  Prevents voltage gated sodium channels closure  lice paralysis;  lice now 
have mutated channels that are resistant to permethrin;  widespread resistance, but very 
safe. 
 
Treating the environment:  vacuum; fomites to dryer for 10 minutes at 60oC;  place 
non-launderables in sealed bag for 3 days. 
 
It is unlikely that one can drown or smother a louse.  Lice close their spiracles in response 
to water and open blocked spiracles via pressure mechanism akin to vigorous exhalation. 



 
Scabies burrows are formed by mite secretion, not chewing.  Dermoscopy for 

diagnosis has a high sensitivity (90%) (i.e., few false negatives) and respectable 
specificity (86%).  Itching from a first-time transmission occurs at 4-8 weeks, causing 
diagnostic delay, speaking for the treatment of asymptomatic contacts.  Scabies can affect 
above the neck. 
 Scabies can spread Staphylococcus aureus, but not HIV, and is occasionally 
responsible for post-streptococcal glomerulonephritis. 

Female mites are 0.4mm x 0.3mm, visible to naked eye, and their fourth pair of 
legs end in bristles.  Male mites are 0.25mm x 0.19mm (i.e., two-thirds the size of 
females), not visible to naked eye, and their fourth pair of legs end in suckers. 
 Fomites, such as bedding, can harbor mites, especially in crusted scabies.  Mites 
can live off the host for up to 5 days.   
 General Treatment Considerations:  get help from someone to reach the back; clip 
fingernails; use toothbrush for fingernails, then discard; treat head and body vs. just body; 
treat crevices; keratolytics for crusted scabies; treat contacts simultaneously; itching can 
persist for up to 4 weeks after successful treatment from hypersensitivity; vacuum 
environment, launder fomites in dryer; topical steroids for mite reactions; antibiotics for 
superinfection (i.e., impetigo).  Treat contacts simultaneously, regardless of exam or 
symptoms.  Permethrin 5% cream can be written without seeing the patient. 
 The life cycle for canine scabies is 2 days for the egg to hatch, 8-11 days for the 
larva to mature to an egg-laying adult, and 10-13 days from an egg’s being laid to egg-
laying adult.   
 When to treat and retreat depends on if scabies is non-crusted (often one, 
sometimes two treatments needed) or crusted.  Hyperkeratosis protects mites and eggs, so 
one must treat repeatedly until hyperkeratotic havens are eliminated.  Systemic and 
topical therapy is encouraged, along with keratolytic therapy.  Mite burden should  
decrease considerably with each successive treatment. 

Assuming therapies are not ovicidal, the last two treatments should be 3-9 days 
apart, with day 3 treatment allowing for the least transmission.  Reinfestation can occur at 
Day 1 and 2 from fomites or untreated contacts.  One must treat environment and 
contacts for RELIABLE efficacy. 
 
Pharmacotherapy for Scabies: 

Permethrin 5% cream is the gold standard and resistance is rare.  Lindane 1% 
lotion is second-line due to toxicity and resistance.  Crotamiton 10% cream is less 
reliable.  Off-label therapies include ivermectin orally, dosed at 200ug/kg but is 
contraindicated in children < 15 kg.  Malathion has safely been used over-the-counter in 
U.K. at 1% and is pregnancy category B.  5-10% precipitated sulfur is an option in 
pregnancy.  Use 5% for children, 10% for adults. 
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