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SUMMARY

Scabies is an important public health problem in residential care homes. Delayed diagnosis
contributes to outbreaks, which may be prolonged and difficult to control. We investigated
factors influencing outbreak recognition, diagnosis and treatment, and staff experiences of
outbreak control, identifying areas for intervention. We carried out a semi-structured survey of
managers, affected residents and staff of seven care homes reporting suspected scabies outbreaks
in southern England over a 6-month period. Attack rates ranged from 2% to 50%, and most
cases had dementia (37/39, 95%). Cases were diagnosed clinically by GPs (59%) or home staff
(41%), none by dermatologists. Most outbreaks were attributable to avoidably late diagnosis of
the index case. Participants reported considerable challenges in managing scabies outbreaks,
including late diagnosis and recognition of outbreaks; logistically difficult mass treatment;
distressing treatment processes and high costs. This study demonstrates the need for improved
support for care homes in detecting and managing these outbreaks.
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INTRODUCTION

Scabies is an important source of morbidity in residen-
tial care homes for the elderly, where outbreaks are
common, and control is challenging [1–3]. It is caused
by amite, Sarcoptes scabiei, which is transmitted via di-
rect skin-to-skin contact, or occasionally by fomites [3].

Scabies is common in tropical and subtropical
countries where it is associated with poverty and over-
crowded living conditions. Large epidemics are asso-
ciated with war, poverty, overcrowding and poor

hygiene [4]. In developed countries those most vulner-
able to scabies infestation are the young, elderly and
immunosuppressed, and outbreaks are seen in institu-
tions such as schools and residential care homes.
People who are incapacitated, particularly due to
dementia, are at particularly high risk of acquiring
scabies [5, 6]. Within care homes, unrecognized cases
of scabies are a frequent source of transmission to
other residents and staff due to their atypical presen-
tation, particularly of the highly infectious crusted
‘Norwegian’ form [7]. Outbreaks in these settings
tend to go on for several months, with a median dur-
ation of 120 days in one review, and can have very high
attack rates, ranging from 15% to 93% [6]. Controlling
outbreaks of scabies is particularly challenging in
institutions caring for people with dementia, due to
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communication difficulties and patient behaviours
such as ‘wandering’ contributing to transmission [8].

Outbreak control in institutional settings requires a
carefully coordinated response including mass treat-
ment of all cases and contacts. Public Health
England (PHE) is the national agency responsible
for communicable disease control in England. PHE
provides outbreak management advice via local
Health Protection Teams (HPTs), which cover a set
geographical area and work alongside the National
Health Service (NHS) and local authorities to provide
specialist support for communicable disease control.
General Practitioners (GPs) are generally responsible
for the treatment of scabies in the community; how-
ever, specialist dermatology services are provided at
many hospitals and may be involved in the care of
severe cases of crusted scabies.

Community health service provision varies geo-
graphically, but all services in England registered
under the Health and Social Care Act 2008 are
expected to have an outbreak control policy, which
is usually developed with the local Infection Control
and Prevention Team. Outbreak management is the
joint responsibility of the care home provider,
Community Infection Control teams, GPs, PHE,
and others as required. The Care Quality
Commission regulates homes but does not provide
specifications for how homes should manage problems
relating to scabies.

Department of Health infection control guidance
for care homes states that managers should inform
their local HPT if they suspect an outbreak of an
infection [9]. However, this guidance is primarily
designed for bacterial or viral outbreaks, and there
is no legal requirement for GPs or care home man-
agers to notify scabies outbreaks, although this is
recommended. The guidance briefly refers to scabies,
but does not include specific details of responsibility,
other than to say that the Community Infection
Prevention and Control Practitioner (CIPCP) can ad-
vise on how to coordinate mass treatment; however,
these practitioners are not available in every area.
HPTs provide practical advice but are not responsible
for routine infection prevention and control in care
homes.

There is no national guidance for the public health
management of scabies outbreaks in residential care
homes in England and individual HPTs generally de-
velop their own guidance. In Surrey and Sussex, in
south east England, mass treatment of all residents,
staff and household contacts of staff cases is

recommended regardless of symptoms, with two
applications of scabicidal lotion (permethrin or
malathion) 7 days apart, which is the standard treat-
ment for uncomplicated scabies. Some other HPTs
recommend only one treatment for asymptomatic
contacts. The lotion is applied to the whole body (in-
cluding genitals) and is washed off after several hours,
and all those included should be treated on the same
day. This is a substantial undertaking in an institu-
tional setting with a large number of residents, and
is potentially embarrassing and distressing for all con-
cerned, particularly those with dementia. The logisti-
cal aspects of coordinating a mass treatment exercise
of this nature, and the economic implications, can
be substantial [10].

A Cochrane review in 2010 recommended topical
permethrin for scabies treatment, but concluded that
oral ivermectin also appears to be effective, although
it is not licensed in many countries, including the
UK [11]. In this setting ivermectin would have the ad-
vantage of ease of use, requiring a single oral dose, as
opposed to one or more applications of topical
treatment.

Scabies is not a notifiable disease in the UK and
routine epidemiological data are limited. Most studies
rely on GP consultation rates, which likely underesti-
mate the incidence of scabies due to underreporting
and self-treatment. Studies report substantial geo-
graphical variation in the incidence of scabies, with
the highest rates seen in urbanized areas, and some
seasonality, peaking in the winter months [12].
Incidence is generally highest in groups with high
levels of personal contact [13]. GP consultation data
for 1997–2005 show that incidence in England is high-
est in children and young adults and generally declines
with age, but rises again in those aged >80 years [14].
The same data show a higher risk of scabies in women
than men (relative risk 1·24, P < 0·001). An earlier
national study estimated the annual incidence of sca-
bies at between 233–470/100 000 person-years from
1994 to 2003, with similar age- and sex-specific pat-
terns [13].

Scabies is usually diagnosed in these settings on the
basis of clinical signs and symptoms, or less com-
monly by microscopic examination of skin scrapings,
or dermatoscopy to examine skin lesions. Early diag-
nosis of scabies can be difficult, and misdiagnosis is a
problem in outbreak situations, even when dermatolo-
gists are involved [15]. Scabies in immunocompro-
mised and elderly patients can be particularly
difficult to diagnose as it may present atypically [5],
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and this can lead to late recognition of outbreaks in
care homes [16]. Scabies can be complicated by sec-
ondary bacterial infection with Staphylococcus aureus
and group A streptococci, a particular concern for
vulnerable care home residents.

We describe a series of scabies outbreaks in residen-
tial care homes in Surrey and Sussex, England. We
investigated the factors influencing the recognition of
outbreaks in this setting, delays in diagnosis and treat-
ment of cases and the experience of staff dealing with
outbreak control.

METHODS

Design

This is a prospective mixed methods study investigat-
ing a series of suspected scabies outbreaks in residen-
tial care homes, exploring barriers to early recognition
and optimal management.

Ethical considerations

This work was carried out as part of a service evalu-
ation to optimize advice and inform practice locally,
so ethical review was not required.

Setting

All residential care homes in Surrey and Sussex with
outbreaks of scabies occurring between November
2012 and April 2013 were eligible for inclusion.
Those which reported outbreaks to Surrey and
Sussex HPTs during this time were invited to partici-
pate. There are 1194 registered care homes in Surrey
and Sussex (458 in Surrey, 386 in West Sussex, 350
in East Sussex), of which 411 (34%) offer specialist
care for people with dementia.

Participants

During the study period eight outbreaks of scabies in
care homes were reported to the HPT. All eight care
homes were invited, and seven agreed to participate
in the study.

Recruitment

Homes were recruited on the basis of having reported
an outbreak of scabies to the HPT. The outbreaks
were all managed by the HPT according to usual prac-
tice, which involves provision of advice over the

telephone regarding mass treatment and infection con-
trol measures, and regular follow-up until the outbreak
is declared over. The investigator was undertaking
training at the HPT at the time of the study but was
not involved in the management of these outbreaks.

Once theHPThadprovided their initial advice, details
were passed to the investigator, who contacted the home
to arrange a data collection visit. Visits were made as
soon as possible after the outbreak was reported, at a
convenient time agreed with the home management.

Case definitions

Outbreak. A report of two or more clinically suspected
cases of scabies in a residential care home in Surrey or
Sussex, reported to the Surrey and Sussex HPTs by a
GP or care home manager between 1 November 2012
and 30 April 2013.

Resident case. A clinically suspected case of scabies in
a resident of the above care homes, in whom scabies
was recognized between 1 November 2012 and 30
April 2013.

Staff case. A clinically suspected case of scabies in a
staff member of the above care homes, in whom sca-
bies was recognized between 1 November 2012 and
30 April 2013.

The case definitions included suspected cases because
definite diagnosis of scabies by dermatoscopy or mi-
croscopy is rare in this setting, and not all sympto-
matic cases had been seen by a doctor.

Onset of symptoms was defined as the first reported
day of itching or rash. Frequently an exact date was
not provided and participants stated that symptoms
began, e.g. ‘over a year ago’. In these cases the onset
date was estimated using the information given.

Data collection

Three questionnaires were developed: one to gather
information about the outbreak from the home man-
ager; and two for case level information from staff and
resident cases. These included details about dates of
onset, diagnosis and treatment; clinical features;
underlying illnesses; pre-existing skin conditions; mo-
bility and continence. Variables included were based
on the findings of a previous needs assessment which
indicated a potential association between these fac-
tors and the risk of scabies [17]. The manager and
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staff questionnaires included open-ended exploratory
questions about the outbreak, including challenges
and experiences of managing the outbreak, and
detailed field notes were taken during the interviews.
These interviews were not recorded, and responses
were recorded by hand. Questionnaires were piloted
with HPT staff and further questions were included
based on this. Questionnaires were administered by
one investigator, in a private location at each home,
and those for cases with dementia were completed
with a member of care home staff.

A follow-up call was made at least 1 week after the
visit to find out whether a second mass treatment had
been carried out. A further follow-up call was made 8
weeks after the visit, to determine whether any further
cases had arisen. If no further cases had been reported
in this time (the maximum incubation period for sca-
bies) the outbreak was considered to be over.

Data processing and confidentiality

Data were entered using Epi Info database software
(CDC, USA) and checked for errors. Hard copies of
field notes and questionnaires were stored in a locked
cabinet and electronic information was stored in a
password-protected database.

Data analysis

Data analysis was conducted using Epi Info and MS
Excel (Microsoft Corp., USA). The non-parametric
Mann–Whitney test was used to investigate factors
associated with time to diagnosis and derive P values.
The t test was used for continuous variables

A thematic analysis was performed on the qualitative
data gathered. Field notes and qualitative question-
naire responses were typed up by the investigator,
and open coding was used to identify key themes in
the data. Field notes were examined line by line and
the frequency of codes was examined to identify the
overarching themes. Subthemes were identified based
on these, and relevant quotes were extracted.

RESULTS

These outbreaks involved a total of 39 cases among
residents, of which three had crusted scabies, in two
homes. There were at least 28 cases reported among
staff, and none reported among care home visitors.
Interviews were carried out with representatives of
all 39 resident cases, and 28 staff. The maximum

period from notification to the first visit was 10
days, and visits were generally after the first mass
treatment had been carried out.

The majority of resident cases had dementia (37/39,
94·9%), and were female (29/39, 74·4%). Incontinence
was a frequent feature of cases (31/39, 79·5%), and
many had mobility problems (28/39, 61·5%) (Table 1).
Attack rates varied widely, from 2% to 50%among resi-
dents in these outbreaks (Table 2).

Based upon clinical signs and symptoms, 59%of cases
hadbeendiagnosedbyaGPand41%bycare homenurs-
ing staff. No cases were diagnosed by a dermatologist.

All staff and residents were treated as part of the
mass treatment process, and therefore it is likely that
managers were not aware of all symptomatic staff.
Two staff cases reported that their household contacts
had also developed symptoms.

The most frequently reported symptoms were itch-
ing and rash, in over 80% of all cases (Table 1). Dry
skin was reported more frequently among resident
cases than staff, and is a common symptom among
the elderly. Burrows had been noted in only 18% of
residents and 14% of affected staff, indicating that di-
agnosis based on the presence of burrows may miss a
significant proportion of cases.

Most cases were diagnosed within a week of onset
of symptoms (Table 3); however, there was substantial
variation and a small number of cases had very
delayed diagnoses. This was a particular problem for
the index cases, with a median of almost 5 months
from onset of symptoms to diagnosis. In all but one
outbreak the index case had been symptomatic and
potentially infectious for over 8 weeks, at least one
full scabies incubation period. Frequently scabies
was not detected in the index case until a number of
cases had developed symptoms and the outbreak
was recognized, and time from onset to diagnosis of
non-index cases was generally shorter.

While delayed diagnosis was a feature of almost all
of these outbreaks, most cases received their first treat-
ment within a few days of diagnosis (Table 2). There
was little variation in time from first to second treat-
ment, indicating that most of these care homes fol-
lowed the local HPT advice to undertake a second
mass treatment 7 days after the first.

Managers’ and staff experiences

The thematic analysis identified four overarching themes
from the interviews with staff and managers about their
experiences of outbreak management (see Table 4).
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DISCUSSION

Diagnosis and management of outbreaks

Most of these outbreaks resulted from avoidably late
recognition of index cases that had been symptomatic
for months. Several were not diagnosed with scabies
until further cases had arisen, despite having been
examined by GPs on several occasions and misdiag-
nosed with other skin conditions such as eczema.
Misdiagnosis of the index case is a common feature
of scabies outbreaks in institutional settings for the
elderly [5], and illustrates the difficulty of diagnosing
scabies for non-specialists. There are a wide range of
differential diagnoses, and a lack of practical, sensitive

diagnostic tools for use in primary care. In elderly
populations these difficulties are compounded by
atypical presentation, confounding skin conditions
[5, 7, 16, 18], and a lack of specific diagnostic criteria.
Despite the recognition that accurate diagnosis of sca-
bies requires specialist input, none of the homes in this
study had accessed a dermatologist during the out-
break, and dermatology support in the community is
not typically available for this purpose.

GPs are generally the first point of contact for
homes with suspected scabies outbreaks; however,
interviewees reported difficulties accessing GPs or
other diagnostic expertise. This led to stress and frus-
tration among managers and staff, who tended to

Table 1. Characteristics of resident cases and association with time to diagnosis (N = 39)

Case characteristics No. of cases Percentage (95% CI)

Onset to diagnosis (days)

Median (IQR) P value

Sex
Male 10 25·6% (13·0–42·1) 8 (3–76) 0·66
Female 29 74·4% (57·9–87·0) 7 (2–28)

Dementia
Dementia 37 94·9% (82·7–99·4) 7 (2–47) 0·61
No dementia 2 5·1% (0·6–17·3) 64

Age group (years)
75–79 3 7·7% 35 (18–202) 0·13
80–84 6 15·4% 6 (4–49) 0·59
85–89 16 41·0% 7 (0–28) 0·001
90–94 10 25·6% 5 (4–21) 0·15
95–99 2 5·1% 34 0·4
Missing 2 5·1% 71 0·4

Continence
Continent 8 20·5% (9·3–36·5) 4 (0·5–33) 0·26
Incontinent 31 79·5% (63·5–90·7) 8 (4–61)

Mobility
Walk unaided 15 38·5% (23·4–55·4) 7 (2–47) 0·65
Walk with frame or stick 8 20·5% (9·3–36·5) 20 (5·5–34) 0·61
Walk with helper 5 12·8% (4·3–27·4) 21 (0–123) 0·92
Immobile 11 28·2% (15·0–44·9) 6 (4–123) 0·96

Diagnosed by
General Practitioner 23 59·0% (42·1–74·4) 4 (0–62) 0·21
Care home nursing staff 16 41·0% (25·6–57·9) 20 (6·5–28)
Dermatologist 0 0 −

Symptoms
Itching 35 89·7% (75·8–97·1%) 19 (4–61) 0·002
Rash 37 94·9% (82·7–99·4%) 7 (2–35) 0·02
Dry skin 21 53·9% (37·2–69·9%) 35 (4–76) 0·03
Thickened skin 5 12·8% (4·3–27·4%) 123 (76–123) 0·003
Red areas 18 46·2% (30·1–62·8%) 21 (4–62) 0·26
Burrows 7 18·0% (7·5–33·5%) 4 (1–8) 0·17

Total 39 100% 7 (2–74)

CI, Confidence interval; IQR, interquartile range.
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attribute this to a reluctance to provide support, or
insufficient knowledge of scabies. As a result, many
cases were not confirmed by a doctor, and two out-
breaks had been diagnosed by care staff without exter-
nal clinical input. Many cases (41%) had not been
diagnosed by a doctor. This situation is commonly
encountered by public health teams receiving reports
of suspected scabies outbreaks, and has important re-
source implications, as these reports typically lead to a
recommendation for mass treatment. It is likely that
GPs’ knowledge of scabies varies, and a Belgian
study found that dermatologists had greater knowl-
edge of scabies than GPs, and in both professions
knowledge improved with years of experience and
number of scabies patients seen. Scabies is a notifiable
disease in Belgium; however, over half of GPs said
they never reported cases of scabies to the public
health department [19].

The implications of diagnosing a scabies outbreak
in a care home are significant, increasing the workload
for care home staff, the clinician, and potentially their
colleagues, if residents are registered with other practi-
tioners. GPs may be reluctant to do so if the diagnosis
is uncertain.

Mass treatment is cumbersome, stressful for resi-
dents and staff, and requires considerable health ser-
vice, public health and care home resources. In some
of these outbreaks GPs did not prescribe enough sca-
bicidal lotion to enable two mass treatments to be car-
ried out, as recommended by the local HPT. The
reasons for these problems are unclear but it may be
that GPs were unaware of the guidance, not confident
in dealing with scabies outbreaks, or did not feel thatT
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Table 3. Time to diagnosis of resident cases

Time from
reported symptom
onset to diagnosis No. of cases

41 day 8 (20·5%)
2–6 days 9 (23·1%)
1–<2 weeks 4 (10·3%)
2–<4 weeks 6 (15·4%)
4–<6 weeks 1 (2·6%)
6–<8 weeks 2 (5·1%)
8–<10 weeks 2 (5·1%)
10–<20weeks 3 (7·7%)
20–<30 weeks 2 (5·1%)
30–<52 weeks 0 (0%)
>1 year 2 (5·1%)
Total 39 (100%)
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Table 4. Thematic analysis of interviews with staff and managers about their experiences of outbreak management

Theme Issues reported Examples

1. Delayed diagnosis and access to diagnostic and management expertise
(a) Misdiagnosis of
index case

. Most of the outbreaks were attributed to late
diagnosis of the index case

. In at least four outbreaks the index case had
been visited by General Practitioners (GPs)
repeatedly but scabies had been misdiagnosed
as eczema or other skin conditions.

. None of the homes had any access to specialist
dermatological support and all relied on GP
diagnoses of scabies.

. Diagnostic tools (e.g. skin scrapings,
dermatoscopes) were not used for any cases.

‘Over 6 months ago several residents and staff
developed a rash. The GP said it wasn’t
scabies, and we suspected fleas . . . They have
been treated for eczema several times, all were
ineffective. A new GP visited and diagnosed
crusted scabies. If it had been diagnosed from
January when we started contacting GPs we
wouldn’t have this large outbreak . . .We can’t
do anything about it unless the GP diagnoses
scabies.’

(b) Lack of support
from GPs

. Managers felt that GPs were reluctant to visit
and prescribe for scabies outbreaks. In two
outbreaks none of the cases had been visited by
a GP, and scabies had been diagnosed by
nursing staff.

‘We were unable to get a GP to come to the
home and were advised to look on the internet
at pictures of scabies.’

‘They [GPs] leave it to the care home to manage
it, they don’t visit, they just do the
prescriptions.’

(c) Lack of familiarity
with local guidance

. The response from GPs was inconsistent, some
did not wish to treat asymptomatic contacts of
cases.

. Several GPs only prescribed one treatment for
household contacts despite local Health
Protection Team guidance recommending two.

‘GPs were a big barrier and delayed the mass
treatment.’

‘GP refused to prescribe for staff without a
rash. Even when they did prescribe they only
gave one tube per person.’

2. Logistical difficulties with the mass treatment process
(a) Resident treatment . Applying the lotion to, and showering, all

residents on the same day was logistically
difficult.

. Problems obtaining the treatment lotion in bulk
delayed the mass treatment in some homes,
particularly where residents were registered with
more than one GP practice.

‘It has been a nightmare getting everyone to
cooperate with the treatment and with the
showering.’

‘We need a system for bulk ordering of cream,
we had to phone around lots of chemists to get
the amount we needed.’

(b) Staff treatment . Staff having different GPs complicated the
process

. GPs often only prescribed one treatment for
staff instead of two, leading to increased costs
for the homes in paying for repeat prescriptions,
and workload as the process had to be repeated
1 week later.

‘The manager had to go to six GP practices to
get prescriptions, they would only give us one
tube for each person.’

3. Resource implications of outbreak management process
(a) Staffing levels . Mass treatment was a significant extra

workload, and most homes needed extra staff
for this. Staff described this process as very
stressful.

‘We have had to double the number of care staff
on duty at some points.’

‘A challenge is the sheer amount of work to
cover all residents with cream and shower it
off the next morning with no increase in
staffing.’

(b) Cost implications of
outbreak management

. Treatment for residents was generally NHS
funded, but there was some confusion about
who was responsible for paying for treatment of
staff and household contacts.

. Incorrect prescribing increased costs.

. Other costs cited included laundry and cleaning,
and loss of income due to closure to new
admissions.

‘If GPs only prescribe one treatment for staff
this doubles the cost as we have to pay two
prescription charges instead of one . . . [staff]
have to pay it first and be reimbursed, this is
challenging as they are low waged.’

Scabies outbreaks in care homes, burden and impact 7



outbreak management was their responsibility. In
addition there is limited evidence regarding the effec-
tiveness of mass prophylaxis in controlling scabies
outbreaks, and this may contribute to the reluctance
of GPs to prescribe mass treatment for residents and
staff [17]. These problems are further compounded
by the fact that residents of care homes are often regis-
tered with different GPs.

The problems encountered in these outbreaks
related primarily to the availability of diagnostic ex-
pertise, prescribing and the logistics of obtaining pre-
scription treatment in bulk. Although this study was
not designed to include a formal economic evaluation,
it was clear that outbreak control required consider-
able economic and human resources, reinforcing the
importance of accurate diagnosis.

Aperceived lackof clinical support in the community
for homes dealing with these outbreaks was evident,
along with confusion about control measures, leading
staff at one home to lock people with dementia in
their rooms to prevent wandering and potential further
transmission. Several interviewees felt unsupported by
GPs; however, it is debatable to what extent it is the
role of GPs to manage these situations, over and
above the care of their individual patients. Many care
homes have residents under the care of a number of
GPs, further complicating the process.

Limitations

This study had several limitations. It was not possible
to include outbreaks which were not reported to the
HPT, and those described here may represent particu-
larly large or challenging outbreaks (e.g. due to a high
proportion of residents with dementia) which may be
reported more readily. Data collection was carried out
in association with the HPT, and this may have
influenced respondents to report adherence to HPT

guidance. Over-ascertainment is likely as not all of
the cases were confirmed by a doctor, and none micro-
scopically or using a dermatoscope. This was particu-
larly so for staff, who frequently reported symptoms
but did not go to a doctor because they were treated
en masse. However there may also have been some
under-ascertainment due to managers not being
aware of all staff cases. A previous study found that
S. scabiei was only present in a third of healthcare
workers reporting symptoms [20]. Many cases could
not recall an exact date of onset so this was generally
estimated, and for cases with dementia this was done
by a carer.

Scabies outbreak management posed a considerable
challenge for the care homes in this study, which dem-
onstrates confusion and a lack of clarity about responsi-
bility for the various aspects of scabies outbreak
control. There is an urgent need for extra support for
homesmanaging these outbreaks, both to facilitate ear-
lier recognition of outbreaks and to streamline the out-
breakmanagement process. Scabies presents particular
logistical difficulties and requires dedicated resources,
including access to diagnostic expertise, and practical
support with outbreak management, including pre-
scribing and bulk ordering of treatment.

Recommendations

Health service planners and commissioners should
identify ways of providing support for the management
of institutional scabies outbreaks in their residents, for
example through commissioning integrated services,
including community dermatology support where
required.

Practical, evidence-based national public health
guidelines for scabies outbreak management are
needed, which clearly outline roles and responsibilities
of stakeholders including care home management,

Table 4 (cont.)

Theme Issues reported Examples

4. Practical and ethical concerns relating to the population profile
(a) Transmission . Several of the index cases were described as

‘wanderers’ and staff were unsure how to
prevent further transmission within the home.

‘Having residents with dementia who wander is
very difficult to manage. We have had to lock
some people’s doors if they have scabies, but
we don’t like to do this.’

(b) Ethical concerns . Staff felt uncomfortable applying the lotion to
intimate areas of cognitively impaired residents,
who were unable to understand the process and
give consent.

‘Scabies is very distressing for people with
dementia, they don’t understand why they are
so itchy, and why we are covering them in
cream and showering them.’
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GPs, PHE and others. This would enable a consistent
approach to outbreak management and potentially
improve adherence to the recommendations of local
HPTs. In the meantime, local HPTs should ensure
that GPs are aware of local guidance for managing
scabies outbreaks.

Scabies is a neglected problem and there are signifi-
cant research needs relating to the control of institu-
tional outbreaks. The authors of a 2010 Cochrane
review noted that approaches to institutional outbreak
control require evaluation [11]. Mass treatment with a
topical lotion is a substantial undertaking, and the
process was stressful for staff in this study, who had
real concerns about the intimate nature of the treat-
ment and the inability of many residents to consent
to the process. Ivermectin is a potential alternative
but requires evaluation as a mass treatment measure
in this population.

The distress reported by staff who had applied per-
methrin lotion to residents suggests that any evalu-
ation of outbreak control measures should include
investigation of the acceptability of topical and oral
treatment in residential care homes for the elderly,
in particular those specializing in dementia care.

Scabies is an unpleasant, debilitating condition and
as these outbreaks demonstrate, disproportionately
affects those who are most vulnerable, often with mul-
tiple comorbidities. Delayed diagnosis, and therefore
delayed treatment, prolongs suffering and increases
the risk of outbreaks in this setting, where a majority
of residents are at particularly high risk of scabies acqui-
sition. Improving the diagnosis of scabies in the elderly
is vital not only to identify single cases early and prevent
outbreaks arising, but also to prevent unnecessary con-
trol efforts being undertaken. Two of the index cases
had crusted scabies, which was unrecognized until
other residents or staff had developed classical scabies
symptoms. There is a need for the development of sen-
sitive tools for diagnosing scabies in primary care, clear
diagnostic criteria for scabies in the elderly, and edu-
cation of GPs and others regarding the clinical presen-
tation of scabies in this population. It is unacceptable
for this vulnerable group, often approaching the end
of life, to experience the unpleasant, debilitating
symptoms of scabies for the extended periods of
time demonstrated here.

ACKNOWLEDGEMENTS

This project received no specific grant from any fund-
ing agency, commercial or not-for-profit sectors.

DECLARATION OF INTEREST

None.

REFERENCES

1. Scheinfeld N. Controlling scabies in institutional set-
tings: a review of medications, treatment models,
and implementation. American Journal of Clinical
Dermatology 2004; 5: 31–37.

2. Ladbury G, et al. An outbreak of scabies in multiple
linked healthcare settings in The Netherlands. In-
fection Control and Hospital Epidemiology 2012; 33:
1047–1050.

3. Hengge UR, et al. Scabies: a ubiquitous neglected skin
disease. Lancet Infectious Diseases 2006; 6: 769–779.

4. Hay RJ, et al. Scabies: a suitable case for a global con-
trol initiative. Current Opinion in Infectious Diseases
2013; 26: 107–109.

5. Bouvresse S, Chosidow O. Scabies in healthcare
settings. Current Opinion in Infectious Diseases 2010;
23: 111–118.

6. Utsumi M, et al. Types of infectious outbreaks and their
impact in elderly care facilities: a review of the litera-
ture. Age and Ageing 2010; 39: 299–305.

7. Vorou R, Remoudaki HD, Maltezou HC. Nosocomial
scabies. Journal of Hospital Infection 2007; 65: 9–14.

8. Tsutsumi M, Nishiura H, Kobayashi T. Dementia-
specific risks of scabies: retrospective epidemiologic
analysis of an unveiled nosocomial outbreak in Japan
from 1989–90. BMC Infectious Diseases 2005; 5: 85.

9. Department of Health and Health Protection Agency.
Prevention and control of infection in care homes: an
information resource. Best Practice Guidance, 2013.

10. de Beer G, et al. An outbreak of scabies in a long-term
care facility: the role of misdiagnosis and the costs asso-
ciated with control. Infection Control and Hospital
Epidemiology 2006; 27: 517–518.

11. Strong MJ, Johnstone P. Interventions for treating sca-
bies [Review]. Cochrane Database of Systematic Reviews
2007. Issue 3, Art no. CD000320.

12. Downs AM, Harvey I, Kennedy CT. The epidemiology
of head lice and scabies in the UK. Epidemiology and
Infection 1999; 122: 471–477.

13. Pannell RS, Fleming DM, Cross KW. The incidence of
molluscum contagiosum, scabies and lichen planus.
Epidemiology and Infection 2005; 133: 985–91.

14. Lassa S, Campbell MJ, Bennett CE. Epidemiology of
scabies prevalence in the U.K. from general practice
records. British Journal of Dermatology 2011; 164:
1329–1334.

15. Buehlmann M, et al. Scabies outbreak in an intensive
care unit with 1,659 exposed individuals – key factors
for controlling the outbreak. Infection Control and
Hospital Epidemiology 2009; 30: 354–360.

16. Tjioe M, Vissers WH. Scabies outbreaks in nursing
homes for the elderly: recognition, treatment options
and control of reinfestation. Drugs and Aging 2008;
25: 299–306.

Scabies outbreaks in care homes, burden and impact 9



17. FitzGerald D, Grainger RJ, Reid A. Interventions for
preventing the spread of infestation in close contacts
of people with scabies. Cochrane Database of
Systematic Reviews 2014. Issue 2, Art no. CD009943.

18. Walton SF, Currie BJ. Problems in diagnosing scabies,
a global disease in human and animal populations.
Clinical Microbiology Reviews 2007; 20: 268–279.

19. Lapeere H, et al. Knowledge and management of
scabies in general practitioners and dermatologists.
European Journal of Dermatology 2005; 15: 171–175.

20. Garcia C, et al. Use of ivermectin to treat an institu-
tional outbreak of scabies in a low-resource setting.
Infection Control and Hospital Epidemiology 2007; 28:
1337–1338.

10 K. A. Hewitt and others


