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Norwegian scabies
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Figure 1. The hyperkeratotic lesions covered the trunk (A), arms, and hands (B).

BEDRIDDEN 78-YEAR-OLD MAN with ad-
A vanced dementia was transported to the
dermatology outpatient department with a
rash and intense itching over the entire body
from the feet to the scalp. His medical history
included diabetes mellitus, hypertension, and
Alzheimer dementia. He had no history of al-
lergies.

His vital signs were normal. Physical ex-
amination noted widespread crusted hyperker-
atotic lesions on the trunk, arms, and hands
(Figure 1). A potassium hydroxide mount
of scrapings of the lesions revealed extensive
infestation with Sarcoptes scabiei,! with a very
high number of eggs and fecal pellets (Figure
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Norwegian scabies, an extremely contagious
form of scabies seen in immunocompromised,
malnourished, and bedridden elderly or insti-
tutionalized patients.

Il DIAGNOSIS, TREATMENT, CONTROL

The differential diagnosis of Norwegian sca-
bies includes psoriasis, eczema, contact der-
matitis, insect bites, seborrheic dermatitis, li-
chen planus, systemic infection, palmoplantar
keratoderma, and cutaneous lymphoma.?
Treatment involves eradicating the in-
festation with a topical ointment consisting
of permethrin, crotamiton, lindane, benzyl
benzoate, and sulfur, applied directly to the
skin. However, topical treatments often can-
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NORWEGIAN SCABIES

Oral ivermectin

200 pg/kg

ondays 1,2,

and 8 is a safe, :

effective, Figure 2. Microscopic study of hy

first-line totic lesion scrapings revealed scabies mites
(arrows) and eggs (arrowhead).

treatment

not penetrate the crusted and thickened skin,
leading to treatment failure. A dose of oral
ivermectin 200 pg/kg on days 1, 2, and 8 is
a safe, effective, first-line treatment for Nor-
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wegian scabies, rapidly reducing scabies symp-
toms.> Adverse effects of oral ivermectin are
rare and usually minor.

Norwegian scabies is extremely contagious,
spread by close physical contact and sharing
of contaminated items such as clothing, bed-
ding, towels, and furniture. Scabies mites can
survive off the skin for 48 to 72 hours at room
temperature.* Potentially contaminated items
should be decontaminated by washing in hot
water and drying in a drying machine or by
dry cleaning. Body contact with other con-
taminated items should be avoided for at least
72 hours.

Outbreaks can spread among patients, visi-
tors, and medical staff in institutions such as
nursing homes, day care centers, long-term-
care facilities, and hospitals.’ Early identifica-
tion facilitates appropriate management and
treatment, thereby preventing infection and
community-wide scabies outbreaks. [ |
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