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Summary
The goals of this German guideline are the improvement of diagnosis and therapy of 
scabies, the implementation of a coordinated action in outbreaks of scabies, and the 
control of this infestation in large migration or refugee flows.
Sarcoptes scabiei var. hominis is transmitted by direct skin-to-skin contact of suffi-
cient duration. The infectivity of female mites when removed from patients does not 
exceed 48 hours at room temperature (21°C) and relative humidity of 40-80%. The 
risk of infection rises proportionally to the number of mites on the skin and is par-
ticularly high in crusted scabies. As elderly persons tend to develop crusted scabies 
due to disease- or medication-related immunosuppression, there is an increased risk 
for outbreaks of scabies at nursing homes and extended-care facilities. The guideline 
contains detailed recommendations for management of such outbreaks. In refugees 
the prevalence of scabies is higher than in the general population in Germany, but the 
risk for outbreaks is not high. 
Scabies infestation should be considered when a recent onset of itching is associated 
with eczema and presence of burrows or comma-like papules at predilection sites. It 
is confirmed by dermatoscopic detection of mites or by microscopic identification of 
mites, mite eggs or fecal matter (scybala) from skin scrapings.
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General

Biology of the pathogen, infectiousness, and 
transmission

The scabies mite (Sarcoptes scabiei var. hominis) is an obli-
gate parasite exclusively affecting humans. Oxygen uptake 
occurs by diffusion through the body surface, rendering it 
impossible for parasite to penetrate deeper than the cornified 
layer (stratum corneum) or, at most, the stratum granulosum.

Female scabies mites grow to a size of 0.3 to 0.5 mm (just 
visible to the human eye as a dot); male mites, 0.21 to 0.29 mm 
[1]. During transmission, the penetration process takes between 
20 and 30 minutes [2]. Female scabies mites burrow into the 
stratum corneum, and advance roughly 0.5 to 5 mm per day.

Mating takes place on the skin surface. Male mites sub-
sequently die, and only the impregnated females dig into the 
stratum corneum, where they lay one to four eggs each day 
and excrete fecal pellets (scybala). They remain viable for 
about 30 to 60 days, during which they usually do not leave 
the burrow system any more. After two to three days, larvae 
hatch from the eggs and swarm to the skin surface. In folds, 
depressions, and hair follicles, they develop to nymphs and – 
after two to three weeks – to mature mites [3]. This period 
is crucial with respect to treatment with substances that are 
not ovicidal and – per se or under certain conditions – do not 
sufficiently accumulate in the skin.

The longer scabies mites are separated from their host, 
the less infectious they are [4]: at usual room temperatures in 
Germany (21°C) and a relative humidity of 40 % to 80 %, 
they are most likely infectious for no more than 48 hours. At 
ambient temperatures of 34°C, they already survive less than 
24 hours; at 50°C (washer, dryer), no longer than ten minu-
tes. On the other hand, lower temperatures and higher relati-
ve humidity extend their survival time. If the ambient tempe-
rature drops below 16°C, mites are limited in their mobility 
and no loner capable of penetrating the epidermis [1, 2, 4, 5].

In general, scabies is transmitted through direct skin-to-
skin contact. Transmission of a single impregnated female mite 
or of several (sexually differently determined) larvae is sufficient.

Given that scabies mites move slowly and use odor and 
temperature gradients for orientation, pathogen transfer is 
based on extensive, prolonged, and continuous skin-to-skin 
contact (at least five to ten minutes) [2]. Accordingly, hands-
hakes, hello kisses, hugs, and medical examinations of the 
skin of patients with common scabies do not pose a risk.

Contact persons at risk for infection in case of common 
scabies are therefore family members or individuals sharing 
the same household, for example, couples, close siblings, pa-
rents with small children, as well as individuals in need of 
care and those caring for them.

The risk of infestation increases with the number of 
mites on the patient’s skin surface and is exceedingly high 
in crusted scabies (disseminated scabies, Norwegian scabies), 
with thousands to millions of mites on affected skin areas. In 
this case, even shed scales may lead to infection.

Theoretically, scabies mite transmission by way of texti-
les such as bed sheets, woolen blankets, underwear, or band-
ages is possible. In practice, however, this is rare in common 
scabies, given the rapid decrease in infectiousness outside the 
skin, the small number of mites in immunocompetent hum-
ans, and the slow advancement of mites. In one study, infec-
tion occurred in only two of 63 and four of 272 test subjects 
who had used bed linen or clothes previously used by severely 
infested individuals [1, 2, 4a, 4b].

Due to the low risk of infection from contaminated tex-
tiles and because of the relatively short indoor lifespan of Sar-
coptes scabiei var. hominis outside the skin, we recommend 
a waiting period and storage of clothing, bed linen, or other 
potentially contaminated items (for example, stuffed animals) 
for at least 48 hours – better 72 hours (corresponds to CDC re-
commendations) – at a temperature of at least 21°C and the lo-
west possible humidity. If the textiles are washable, they should 
be machine-washed (at least 10 minutes at ≥ 50°C) and then 
machine-dried. Thorough hand washing immediately after a 
patient exam – as is routine in medical practice – may potenti-
ally eliminate scabies mites that have made their way onto the 
examiner’s skin. Hand disinfection, however, does not reduce 
the number of live scabies mites. In general, patients suspected 
of having scabies should only be examined with gloves.

The treatment of choice for common scabies is topical permethrin 5% cream applied 
for 8-12 hours. Permethrin can be considered for off-label use also in infants of less 
than 3 months of age and pregnant women. For this group crotamiton is another opti-
on, which, besides benzyl benzoate, presents a good second line therapy for the other 
indications. Indications for oral ivermectin, which has just been licensed in Germany, 
include patients with immunosuppression, severe dermatitis, and low adherence.
Crusted scabies is preferentially treated by a combination of topical permethrin and 
oral ivermectin. Affected patients should be isolated, and all contact persons should 
be treated. 
The guideline contains lists for additional measures, including possible treatment of 
contact persons, clothes, linen and other possibly infested articles. 
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Occurrence

Occurring worldwide, scabies affects people of all ages. In 
many countries of the Global South, scabies is an endemic 
disease, with a prevalence of up to 15 % in the overall popu-
lation. Children are disproportionately frequently affected by 
this ectoparasitosis.

Outbreaks in institutions occur where people live to-
gether for a long period of time, receive care or medical treat-
ment, and where – in addition – regular skin-to-skin contact 
is common. These include preschools, facilities for the disab-
led, homeless shelters, prisons, nursing homes, and hospitals.

Multimorbid elderly individuals are a group that plays 
an increasingly important role in the spread of the disease 
[6], in particular in nursing homes and care facilities. Becau-
se of drug-induced or age-related immunosuppression, they 
more frequently develop crusted scabies, which, however, 
may go unrecognized at first or is mistaken for a manifesta-
tion of other (already) existing skin conditions (for example, 
asteatotic eczema). Regular, intensive skin contact between 
patient and nursing staff causes more residents and relatives 
to be infected, eventually resulting in an outbreak [7–11]. 
Frequently, several hundred individuals are exposed [12–15].

Migration of large numbers of people  
creates a special situation
Situations involving the migration of hundreds of thousands of 
people – as seen in the migration of refugees from the Middle 
East and sub-Saharan Africa since 2015 – require special at-
tention with regard to scabies. Refugees frequently come from 
countries with a high prevalence of scabies. The conditions du-
ring their escape may facilitate infestation, and the percentage 
of children and adolescents – a susceptible population group – 
is relatively high. The prevalence of scabies among refugees on 
arrival is likely higher than in the local population.

Nevertheless, the risk of scabies outbreaks at initial 
reception centers and mass accommodation facilities is low 
because refugees are usually not immunocompromised, and 
the likelihood of intensive skin contact (except in families) is 
low. Article 62, Section 1 of the Asylum Act in Germany pro-
vides for a medical examination with respect to transmittab-
le diseases upon admission to mass accommodation facilities.

In case of findings that raise the suspicion for scabies, 
further diagnostic workup is imperative. The exam may be 
conducted inside or outside the facility by a doctor experien-
ced in the diagnosis of scabies. Patients with severe pruritus, 
in whom scabies is supposed to be ruled out, should be exa-
mined for elongated papules on the fingers or in the interdigi-
tal spaces and, in men, on the penis shaft.

Common scabies is not a medical emergency. If scabies is 
diagnosed, the next accommodation facility has to be infor-
med, and diagnosis and treatment documented. Whenever, 

possible, transfer should only take place after initial treat-
ment when the patient is no longer contagious (for example, 
8 to 12 hours after treatment with permethrin or 24 hours 
after oral treatment with ivermectin).

Clinical features

Common scabies

In the context of primary infestation, initial symptoms oc-
cur after two to five weeks. Scabies mites prefer areas with 
a relatively high temperature and a thin stratum corneum. 
Predilection sites of common scabies therefore include the 
interdigital spaces of the hands and feet, extensor aspects 
of the elbows, anterior axillary folds, areola, navel, waist-
line, buttocks, anal cleft, perianal region, groins, ankle, the 
medial aspects of the feet, and particularly the penis shaft. 
In this context, elongated papules on the penis shaft are al-
most conclusive for scabies. In most cases, the head/neck re-
gion as well as the palms and soles remain spared. In infants 
and young children, typical skin lesions may also be found 
on the scalp and face as well as in the palmoplantar region.

Primary lesions consist of comma-like – frequently tor-
tuous – tunnels, measuring a few millimeters to 1 cm in size 
and sometimes associated with the formation of a small ves-
icle at the end [16]. In addition, patients develop eczema with 
disseminated, mite-free erythematous and partly crusted pa-
pules, vesicles, and papulovesicles. This is also what causes 
the characteristic severe generalized pruritus, which typical-
ly increases at night. It is an expression of a cell-mediated de-
layed-type immune response directed against mite proteins.

In case of reinfestation, the aforementioned eczematous 
skin lesions appear after only one to four days due to preexis-
ting sensitization.

Crusted scabies (formerly referred to as 
Norwegian scabies)

Crusted scabies (formerly Norwegian scabies) predominantly 
occurs in immunosuppressed patients. Here, mites reproduce 
uninhibitedly so that up to several million may be found on and 
in the skin [17] (list of possible causes in the extended version).

It is therefore highly contagious, and even short skin 
contact may lead to infestation. It disproportionately often 
affects people with behavioral disorders, pronounced demen-
tia, or severe impairment in the ability to scratch themselves 
(paresis or paraplegia).

The clinical presentation is different from common sca-
bies, showing diffuse hyperkeratosis, sometimes even crusts 
and barks on an erythematous base marked by fine lamellar 
desquamation, and frequently palmoplantar hyperkeratosis 
and nail involvement.
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Scalp, face, and neck are commonly affected; erythro-
derma is possible. Bacterial superinfection associated with 
generalized lymphadenopathy is common, and – in case of 
impaired immune status – there is a significantly increased 
risk of bacteremia and sepsis.

Given the reduced cellular immune response in crusted 
scabies, the otherwise typical pruritus may be only mild or 
even absent. Due to the atypical clinical presentation and litt-
le or no pruritus, the diagnosis is frequently delayed. Since 
affected individuals are often severely ill or disabled and in 
need of continuous care, the nursing staff is at particular risk 
of infection. Sometimes, the condition is mistaken for psoria-
sis, hyperkeratotic eczema, or T-cell lymphoma.

Other special variants

Nodular scabies
Morphologically, nodular scabies is characterized by large, 
firm, round, red-brown to purple nodules, measuring 5 to 
20 mm in size. They are most commonly found in the geni-
toinguinal, perianal, and axillary region, and are associated 
with considerable pruritus.

Postscabetic eczema
Irritant dermatitis caused by topical therapy or by xerosis (as-
teatotic eczema) may be another reason for the persistence of 
pruritic lesions following successful scabicidal treatment. It 
may be superimposed on the above-described eczema lesions, 
which may persist – due to remaining immunogenic mite par-
ticles and feces – even after eradication of Sarcoptes in the skin.

Scabies “of the cleanly”
In patients with meticulous personal hygiene, the number of 
mites may be even lower than in common scabies, however, 
without necessarily resulting in decreased pruritus. Lesions 
are frequently inconspicuous and limited to certain areas, for 
example, around the mammillae.

Scabies in special situations – see online version www.
awmf.org

Diagnostic workup

The suspected diagnosis is made based on the presence of 
severe pruritus and the aforementioned clinical symptoms in 
connection with a history of potential exposure.

Diagnostic confirmation may be achieved by various me-
thods.

Microscopic detection of mites, eggs, or scybala

Microscopic detection of mites, eggs, or scybala may be 
achieved using skin scrapings from the end of the bur-

rows (but not from the eczematous lesions). To do this, the 
burrow has to be opened – with a fine needle, lancet, or a 
fine scalpel – at the blind end (where possibly a small papule 
may be seen), or tangentially removed [18]. The content is 
placed on a slide and put under a microscope (underneath 
a coverslip) at low magnification (eyepiece x 10 and  
lens x 10).

Another option is to scrape over the burrows with an 
oiled scalpel blade to which the skin scrapings then stick.

In children, using a 4-mm ring curette instead of a – 
frequently intimidating – scalpel has been proposed. At 
a 30°-angle, it is carefully moved over the papule dabbed 
with oil beforehand [19]. Alternatively, a sharp spoon may 
be used. The scrapings thus obtained are then placed onto 
an oiled slide by using the wooden end of a cotton swab. 
In crusted scabies, microscopic mite detection is possible by 
examining single skin scales; typical burrows/tunnels are fre-
quently missing.

Adhesive tape test
For this test, transparent – sufficiently strong – adhesi-
ve tape is cut into the size of a microscopic slide, firmly 
pressed onto suspicious burrows, rapidly pulled off, and 
subsequently attached to the slide (for example, the au-
thors who described this method used "Tartan™ trans-
parent packaging tape" [20]). The adhesive tape test is an 
efficient, time-saving method in outbreaks nursing homes 
and mass accommodation facilities. In patients with fragi-
le skin (dermatoporosis, bullous disease), this procedure is 
contraindicated.

In a similar procedure, a slide dabbed with a drop of 
cyanoacrylate is firmly pressed onto a suspicious burrow and 
then rapidly pulled off [21].

Dermatoscopy

Easier than microscopy of skin scrapings – and sufficiently 
accurate, given appropriate experience – is the diagnosis by 
dermatoscopy. Here, one looks for a brownish triangular 
contour (kite sign, corresponding to the head and breastpla-
te of the mite) in conjunction with the air-filled intracorneal 
burrow system (resembling the wake of a ship). The mite’s 
abdomen, however, is transparent and therefore hardly vi-
sible [22]. In pretreated patients, the eggs – although the 
mites are dead – are still visible (often like a string of pear-
ls). On pigmented skin, the kite sign is hardly discernible or 
not at all [23, 24]. Sometimes, the typical burrow structu-
res may be more readily visualized without the use of oil.

In comparative studies, superficial skin scraping and the 
adhesive tape test naturally were the methods with the hig-
hest specificity; however, with regard to sensitivity, they were 
inferior to dermatoscopy [24].
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In the absence of a microscope or a dermatoscope, ty-
pical findings such as tortuous burrows at predilection sites 
(in men, predominantly the penis shaft) in combination with 
pruritus are considered sufficient evidence for the diagnosis 
of scabies to be established [25]. Such a clinical diagnosis 
is, however, significantly less sensitive than dermatoscopy or 
microscopic mite detection.

Application
Permethrin 5 % cream is approved for the treatment of sca-
bies for infants three months and older (nevertheless, the 
summary of product characteristics (SPC) of InfectoScab® 
5 % cream or permethrin-biomo® 5 % cream recommends 
close monitoring for children between the age of three (res-
pectively, two) months and 24 months). For children under 
the age of two months, permethrin-biomo® cream is expli-
citly contraindicated. The SPC of InfectoScab® points out 
that there is as yet no evidence with respect to the safety and 
efficacy of permethrin in neonates and infants under the age 
of two months. However, according to the limited number of 
case reports on its successful use in scabies patients younger 
than two months, there is no evidence of specific risks regar-
ding the topical application of permethrin in this particular 
age group.

Benzyl benzoate

Benzyl benzoate shows good acaricidal and ovicidal activity. 
The mechanism of action is unknown.

Adverse effects
Benzyl benzoate causes skin irritation in some patients. 
Contact with mucous membranes should be avoided.

Application
In Germany, benzyl benzoate is available as emulsion in two 
different formulations (only in pharmacies, Antiscabiosum® 
25 % / 10 % for children).

The 10 % preparation is approved for children with he-
althy skin after the first year; the 25 % product, from the age 
of 12 years. The emulsion (with the appropriate concentra-
tion) is applied on three consecutive days, and subsequently 
washed off not before day 4.

According to the manufacturer, it may only be used in 
pregnancy if absolutely required. Application during the lac-
tation period is not advised. Infants must not be treated with 
benzyl benzoate [33].

Crotamiton
Crotamiton was approved for the topical treatment of scabies 
in the 1940s. The mechanism of action is unknown.

Adverse effects
Irritant skin reactions may occasionally occur, associated 
with erythema, a sensation of warmth, and pruritus. Contact 
with mucous membranes should be avoided.

Application
In Germany, crotamiton (Crotamitex®, Eraxil®) is available 
(only in pharmacies) as 10 % lotion, cream, and ointment, 
and as 5 % gel. The substance is applied on three to five 

Recommendations for diagnostic workup

	 Scabies should be suspected in case of new-onset 
pruritus and tunnel-like or comma-shaped lesions at 
predilection sites.

	 Suspicion should be even stronger if there is evidence 
of close contact with an individual proven to be or 
likely to be infested.

	 Confirmation of the diagnosis may be achieved by 
microscopic identification of mites, eggs, or scybala 
from skin scrapings or by mite detection using derma-
toscopy.

Therapy

The therapeutic goal is the eradication of scabies mites as 
well as their larvae and eggs. Given that mites are located 
in the stratum corneum, this may be achieved by topical an-
tiscabies agents in most cases. A secondary objective is the 
treatment of symptoms, especially the frequently severe pr-
uritus, as well as concomitant inflammatory symptoms and 
secondary infection.

Permethrin

In Europe, permethrin is considered the topical treatment of 
choice for many forms of scabies, irrespective of age. Besi-
des its excellent tolerability, several studies have shown it to 
be superior or not inferior to other topical medications [3, 
26, 27], while it is often easier to handle and well tolerated. 
Permethrin is both scabicidal and ovicidal. Thus, in uncom-
plicated scabies cases, one-time treatment frequently suffices.

Adverse effects
Only small amounts of the substance are absorbed through the 
skin. However, in case of severely eczematized and erosive skin 
or increased skin temperature (for example, following a bath), 
increased absorption is to be expected. The substance is broken 
down by esterases into inactive metabolites, which are rapidly 
excreted via the kidneys. This explains the only minor systemic 
effects and the wide therapeutic range of permethrin [28–32].

Local side effects are rare and include skin irritation, 
transient paresthesia, pruritus or exacerbation thereof, and – 
in exceptional cases – allergic contact dermatitis.
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consecutive days. Similar to treatment with permethrin, tho-
rough body cleansing (by shower or bath) is recommended 
prior to first application.

Oral ivermectin

In Germany, oral ivermectin (200 μg/kg) has been appro-
ved for the treatment of scabies since April 2016 (Scabioral®  
3 mg, InfectoPharm).

Adverse effects
According to the drug’s SPC, which has long been appro-
ved in France (trade name: Stromectol®) and since the spring 
of 2016 also in Germany, transient hypereosinophilia, liver 
disorders including acute hepatitis, elevated liver function 
tests, hyperbilirubinemia, and hematuria have been repor-
ted. Transient exacerbation of pruritus is possible following 
treatment initiation.

Given that ivermectin is a substrate for P glycoprotein 
(P-GP) and given that potential neurotoxicity depends on the 
function of P glycoprotein at the blood-brain barrier, infants 
or individuals with reduced P glycoprotein activity or those 
taking P glycoprotein inhibitors (including morphine, carba-
mazepine, terfenadine, verapamil) may experience increased 
cerebral bioavailability of ivermectin (risk of severe neurolo-
gical drug effects) [34, 35].

Concomitant intake of vitamin K antagonists may – in 
rare cases – lead to an increase in International Normalized 
Ratio (INR).

In elderly individuals, the greater prevalence of hepatic, 
renal, and cardiac impairment should be taken into account, 
as well as the concomitant use of the above-mentioned drugs. 
However, the intake of these substances does not represent 
an absolute contraindication.

Administration
While a single dose of 200 μg/kg is generally regarded as 
sufficient in common scabies, some authors consider this 
to be the minimum dose [36, 37]; in case of doubt, the 
calculated dose may therefore be adjusted upward. Since 
the effect of food ingestion on absorption is not exactly 
known, ivermectin should be taken after a fasting period 
of at least two hours, followed by another two hours of 
fasting.

Pregnancy constitutes a contraindication.
The SPC states that children below 15 kg of body 

weight should not be treated with ivermectin, as therapeutic 
safety has not been demonstrated for this patient group 
(not yet fully developed blood-brain barrier). For child-
ren under 6 years of age tablets should be crushed before  
swallowing.

The following general measures are recommended for 
all forms of topical treatment

(see also extended version at www.awmf.org)

	 Information sheet with all important treatment facts 
(pictogram-based information sheet: tip doc scabies 
in several languages: http://www.tipdoc.de/haupt-
seiten/download.html).

Implementation of topical treatment
	 Implementation of topical treatment. Topical tre-

atment should be carried out with another person, 
allowing for all areas of the body to be reached.

	 Gloves should be worn; in children, patients in need 
of care, and individuals with crusted scabies, a pro-
tective gown should also be donned (for measures in 
case of crusted scabies, see below).

	 Hand washing is not a reliable preventive measure; 
hand disinfection even less so.

	 Fingernails should be cut; take a full-body bath (or 
shower), apply antiscabies agent only after drying off 
and regaining normal body temperature (after about 
60 min); topical treatment will have better effects 
once scales have been removed.

	 In patients with severely inflamed skin, e.g. exudative 
dermatitis, a topical corticosteroid may be applied for 
2–3 days prior to or at initiation of antiscabies treatment 
in order to reduce the absorption the respective agent.

	 Impetiginization requires either systemic antibiotic 
or topical antiseptic treatment, depending on the 
extent/severity and on the pathogen (note: glomeru-
lonephritis after superinfection with hemolytic strep-
tococci [3, 26, 38]).

	 Inpatient treatment is required in:
 -Infants, and possibly also in small children if reliable 

treatment does not appear otherwise possible,
 -Patients with crusted scabies (see respective 

section).
	 Inpatient treatment may be required in:
 -Severe secondary bacterial infection (impetiginized 

scabies),
 -Failure of outpatient treatment.
 - If such patients are treated with an antiscabies agent 

immediately after admission, isolation is not requi-
red (does not apply to crusted scabies).

	 In older children and adults, the entire body – from 
the lower jaw downward including the retroauricular 

Implementation of topical treatment and 
environmental measures (hygienic measures)
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folds – is treated with the topical antiscabies agent. In 
case of suspicious lesions, scalp and face should also 
be treated, sparing the periorbital and perioral region 
(especially in the elderly, the indication may be hand-
led more generously).

	 In infants and young children up to three years, in 
crusted scabies, and in immunosuppressed patients, 
the head including the scalp is always included in the 
treatment, sparing the periorbital and perioral regi-
on.

	 The various topical antiscabies agents are characte-
rized by different treatment regimens and approvals 
(see there).

	 During the application period, it is recommended to 
the patient to wear cotton gloves.

	 After hand washing, immediately reapply the antisca-
bies agent after drying off.

	 After a period specified in the instructions, the topical 
antiscabies agent should be showered or washed off.

	 Subsequently, fresh clothes and fresh bed linen 
should be used.

	 As a precaution, topical treatment should be repeated 
after seven days in:

 -Crusted scabies (see there)
 -Extensive scabies (multiple burrow-like papules or 

nodules)
 -Immunosuppressed patients,
 -Scabies outbreaks in nursing homes and in situations 

in which several individuals are affected (also to relia-
bly stop the chain of infection)

 - In case of doubt as to whether the initial treatment 
was consistently carried out in compliance with all 
recommendations (see below).

	 Follow-up exams regarding new suspicious lesions 
should be done every two weeks until at least 4–6 
weeks after treatment (completion of the mites’ life 
cycle).

	 Treatment should be repeated, if 14 days (or later) 
post treatment, there are still signs of active infestati-
on (new burrow-like papules, microscopic or dermat-
oscopic detection of live scabies mites).

	 Patients should be informed that pruritus and ecze-
matous lesions may persist for several weeks after 
successful treatment (predominantly in atopic indivi-
duals), but will decrease in intensity.

	 To avoid irritant or asteatotic eczema, specific scabies 
treatment should be followed by the use of emollients, 
possibly in connection with topical corticosteroids.

	 Topical corticosteroids are the treatment of choice for 
persistent postscabetic papules. Patients should be 

advised that lesions usually do not contain mites after 
completion of treatment. In case of persistence or oc-
currence of new nodules, a biopsy may be taken.

	 After the initial treatment, children may go back to 
school and adults back to work (not in case of crusted 
scabies, see below).

	 Isolation is not required (only in crusted scabies).
	 Closer contact including sexual intercourse should be 

avoided until both partners are adequately treated.
	 The two most common causes of active scabies post 

treatment are a) application errors during initial tre-
atment, and b) reinfestation through insufficiently 
treated or unidentified contact persons. Evidence for 
clinically relevant resitence to antiscabiosa is scare.

Contact persons
(see also extended version at www.awmf.org)

	 In common scabies, only those individuals may be 
infected who have had extensive, prolonged, and cont-
inuous skin-to-skin contact (at least 5–10 minutes) with 
infested individuals. Such contact persons in the strict 
sense are usually family members or individuals sharing 
the same household, for example, couples, siblings, 
parents with small children, people in need of care and 
those caring for them (including their children).

	 Shaking hands, hello kisses, and hugs are not suffi-
cient to cause an infection (except for crusted scabies, 
see below).

	 Contact persons (in the strict sense) should be treated 
even if they have not (yet) developed any lesions.

	 Contact persons should be informed (possibly using 
an information sheet) that – in the course of primary 
infestation – scabies or scabies-related pruritus only 
manifest themselves after four to six weeks.

	 Treatment of contact persons living in the same house 
or apartment as well as in community facilities should 
be carried out at the same time (thus, the same day).

Environmental measures – laundry and textiles

	 Clothes, bed linen, towels, or other items marked by 
prolonged body contact (blood pressure cuff, slip-
pers, stuffed animals) should be washed at least at 
50°C for at least ten minutes or decontaminated using 
a superheated steam device.

	 If cleaning at high temperature is not feasible, the 
potentially contaminated items and textiles may be 
wrapped in plastic bags or shrink-wrapped. They 
should be stored at 21°C for 72 hours (temperature 
as constant as possible). In constant temperatures 
reliably above 21°C, for example, in front of a radia-
tor, 48 hours are sufficient. Alternatively, items that 
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Treatment recommendations

Adults (common scabies)

Treatment of 1st choice
Permethrin 5 % cream (e.g. InfectoScab® or permethrin-bio-
mo®) should be applied once for 8 to 12 hours, and then 
showered off. Indications for repeated treatment are listed in 
the box above under “topical treatment should be repeated”.

Treatments of second choice

	 Oral treatment with ivermectin 200 μg/kg, predominant-
ly in the absence of a therapeutic response to permethrin

	 Under the following conditions, ivermectin may also be 
used as treatment of first choice:

 -in immunosuppressed patients,
 -in patients with severely eczematous or erosive skin,
 -if for various reasons such as physical disability, co-

gnitive impairment, lack of understanding on the part 
of the patient, or relevant organizational difficulties 
(e.g. in mass accommodation facilities), properly con-
ducted whole-body treatment with topical permeth-
rin, crotamiton or benzyl benzoate is not feasible (see 
below).

	 A second treatment with ivermectin is subsequently car-
ried out after 7 to 15 days in:

 -immunosuppressed patients and in crusted scabies (see 
there)

 -extensive scabies (many burrow-like papules or nodules)
 -scabies outbreaks in nursing homes and in situations in 

which multiple individuals are affected (also to reliably 
interrupt the chain of infection and contagion)

 -evidence of (still) active infestation after 14 days (new 
burrow-like papules and/or microscopic or dermatosco-
pic detection of scabies mites).

	 Also treatment of second choice: 
 -Crotamiton 10% should be applied to the entire body 

on three to five consecutive days (evenings) and not be 
washed off.

 -Benzyl benzoate (e.g. Antiscabiosum® 25 % emulsion) 
should be applied on three consecutive days (evenings), 
and showered or washed off on the fourth day. Its use re-
quires more effort than permethrin as it has to be applied 
on three consecutive days.

Children 3–5 years of age

Treatment of first choice
Permethrin 5 % cream (e.g. InfectoScab® or permethrin-bio-
mo®) should be applied once for 8 to 12 hours, and then sho-
wered off. Indications for retreatment, see above.

Treatments of second choice

-Crotamiton 10% should be applied to the entire body on 
three to five consecutive days (evenings) and not be washed off.
-Benzyl benzoate (e.g. Antiscabiosum® 10 % emulsion) 
should be applied on three consecutive days (evenings), and 
showered or washed off on the fourth day.

or
-Oral ivermectin in children weighing 15 kg or more (200 μg/
kg, see above)

Special features in children under the age of 
three, infants, and newborns

(See also extended version at www.awmf.org)
Children under the age of three years (except infants and 

newborns)
Treatment of first choice: Sparing the periorbital and perioral 
region, permethrin 5 % cream (e.g. InfectoScab®) should be 
applied once to the entire skin, including the head, for 8 to 12 
hours, and then showered off.

Treatments of second choice: Crotamiton 10% (e.g. 
Crotamitex®) should be applied to the entire body, including 
the head, on three to five consecutive days (evenings) and not 
be washed off.

In children older than one year: Benzyl benzoate 10 % 
(not 25 %) should be applied on three consecutive days (eve-
nings), and showered or washed off on the fourth day.

Infants and newborns
Treatment of first choice: Sparing the periorbital and perioral 
region, permethrin 5 % cream (e.g. InfectoScab®) should be 
applied once to the entire skin, including the head, for 8 to 

are potentially contaminated with scabies mites may 
be stored at –25°C for two hours. This, too, reliably 
kills the mites. Note: Commercially available freezers 
frequently only reach minus 18°C. There is no data 
with respect to this temperature.

	 Beds should be made with fresh linen. Mattresses 
only have to be decontaminated in case of crusted 
scabies (see there).

	 Upholstered furniture, sofa cushions, or textile 
floor coverings (on which the patient has lain ba-
re-skinned) are vacuum-cleaned (discard filter after 
vacuum-cleaning) or should not be used for at least 
48 hours. Note: Given the low risk of infection, this 
measure is not mandatory (however, it is always re-
quired in crusted scabies, see below).

	 Items the patient has only had brief contact with do 
not need to be decontaminated (different procedure 
in case of crusted scabies, see below).
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12 hours, and then washed off. Parents have to be informed 
that the agent is not approved for this age group.

Treatments of second choice: Crotamiton  10% (e.g. 
Crotamitex®) should be applied to the entire body, including 
the head, on three to five consecutive days (evenings) and not 
be washed off.

In Germany, InfectoScab® 5 % (permethrin) and Cro-
tamitex® (crotamiton) are the only antiscabies agents that 
are not explicitly contraindicated in infancy according to the 
Physicians’ Desk Reference (InfectoScab® 5 % is approved 
from 3 months of age, with the requirement that close moni-
toring be ensured).

Pregnancy
According to the respective SPCs, none of aforementioned 
drugs is approved for use in pregnancy.

Treatment of first choice: Permethrin 5 % cream (e.g. 
InfectoScab® or permethrin-biomo®), as recommended for 
adults (see above). Written informed consent is advisable, in 
which the patient declares that the various treatment options 
have been discussed with her and that she consents to perme-
thrin treatment despite lack of approval.

Treatments of second choice: Benzyl benzoate (An-
tiscabiosum® 25 %), as recommended for adults (see above). 
Crotamiton 10% (Crotamitex®), as recommended for adults 
(see above).

Lactation period
Treatment of first choice: Permethrin 5 % cream (e.g. Infec-
toScab® / permethrin-biomo®) should be applied once for 8 to 
12 hours – sparing the breast region if not infested – and then 
showered off. Breastfeeding should be discontinued for five 
days. If the breasts are affected, they have to be treated as well. 
To bridge the subsequent discontinuation of breastfeeding, pati-
ents may either express milk prior to treatment or use formula.

Treatments of second choice: Benzyl benzoate (e.g. An-
tiscabiosum® 25 %), as recommended for adults (see above). The 
breast region should be spared if not affected. Crotamiton 10%, 
as recommended for adults (see above). It is advisable to obtain 
written informed consent documenting that the therapeutic 
benefits (treatment of pruritus and prevention of an infection 
of the infant) have been weighed against the potential risks of 
permethrin passing into the breast milk or potential as yet unk-
nown adverse effects, and that official drug approval is missing.

Patients with crusted scabies

Treatment of first choice: Combination therapy consisting of 
topical permethrin and oral ivermectin.

Permethrin 5 % cream (e.g. InfectoScab® or permeth-
rin-biomo®): Treatment may be carried out twice a week for 
two weeks, but should at least be repeated once after one week.

Crusted scabies, supplement to the above-mentioned 
general measures

(see also extended version at www.awmf.org)

Protection against infection

	 Hospitalization and isolation of patients.
	 Nursing, cleaning, and medical staff should wear 

gloves and protective gowns,
	 Possibly, surgical mask (for additional protection).
	 Follow-up exams with regard to new suspicious lesi-

ons should be done at 14-day intervals until at least 
four weeks after the end of treatment (completion of 
the mites’ life cycle).

	 Suspension of isolation and hospital discharge may be 
considered one day after the second treatment if the 
patient shows no more scaling and hyperkeratosis at 
the time of treatment. This is typically the case after 
two weeks.

Implementation of topical treatment

	 Full-body bath prior to initial topical treatment, prefer-
ably an oil bath to remove the scales. Keratolytic treat-
ment of hyperkeratosis (even after the initial and pos-
sibly after the second treatment), for example, using 
Vaseline with salicylic acid 3–5 %; in the palmoplantar 
region, 10 %; subungual areas should also be included. 
Given the risk of nephrotoxicity, salicylic acid treat-
ment of large areas or in children must be avoided.

	 In older children and adults, the entire body, including 
the scalp and face, should be treated with the topical 

At the same time as topical treatment, oral ivermectin 
200 μg/kg should be given and repeated at least once after 7 
to 15 days (in accordance with "European STD Guidelines" 
[7 to 14 days] and the information on Stromectol® provided 
on its homepage [8 to 15 days]). Yet another treatment with 
ivermectin and/or permethrin should be given if, after the 
second treatment, there is still evidence of active infestation 
(microscopic or dermatoscopic detection of live scabies mites).

In individual cases, a higher ivermectin dose (0.25 to 
0.4 mg/kg) may be administered if drug resistance is suspec-
ted [36, 37]. Such suspicion would arise if, despite treatment 
with the usual dose (possibly including repeat treatment), 
new burrows continue to emerge. However, resistance of 
Sarcoptes scabiei to permethrin or ivermectin has (as yet) 
not been reported outside Australia and New Zealand.

The two most common causes of recurrence – applicati-
on errors and renewed infestation due to insufficiently trea-
ted or unidentified contact persons – should be excluded. In 
addition, extended general hygienic measures are required:
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antiscabies agent. Skin around and under the nails 
should not be forgotten, since it may well contain con-
tagious material after scratching at other body parts.

	 In infants and toddlers, the periorbital and perioral 
region should be spared, provided that there are no 
lesions.

Environmental measures – laundry and textiles

	 Daily change of clothes, shoes, towels, and bed linen 
at least until one day after the second treatment.

	 If during the second treatment scaling and hyperkera-
tosis have not been completely removed, these mea-
sures should be continued.

	 Clothes, bed linen, towels or other items with which 
patients have had prolonged body contact (shoes, 
stuffed animals) should be best washed at least at 
50°C (complete washing cycle), machine-dried or de-
contaminated using a superheated steam device.

	 Only if cleaning is not feasible should clothing, bed li-
nen, or any other infectious objects (stuffed toys, shoes) 
be stored (dry) in plastic bags or shrink-wrapped at 21°C 
for at least seven days (if possible in front of a radiator).

	 Items with which the patient has had prolonged, ex-
tended or extensive skin contact (e.g. blood pressure 
cuffs) should, if possible, be autoclaved or sufficiently 
cleaned (possibly, consulting with hygiene specialists).

	 Daily cleaning of the room and objects of use (out of 
precaution, all objects with which the patient has had 
short but unprotected contact, should be thoroughly 
cleaned and/or not be used by any other person for 
at least three days; the aforementioned seven days 
apply to textiles and fabrics).

	 Upholstered furniture, sofa cushions, or textile 
floor coverings (on which the patient has lain ba-
re-skinned) should be cleaned with a powerful vacu-
um cleaner or not be used for at least seven days.

	 Mattresses should be decontaminated prior to any 
repeat treatment and after discharge (thermal disin-
fection: 50°C for ten minutes – observe core tempe-
rature); alternatively, they should be stored in a dry 
place at constant room temperature (21°C) for at least 
seven days (at least).

Contact persons

	 Every person who has been in contact with the pa-
tient while the disease is clinically manifest or over 
the last 4–6 weeks prior to disease onset (maximum 
incubation period) may potentially be infested, and 
should be examined for signs of scabies. In crusted 
scabies, this also applies to individuals who have only 
had brief contact.

Immunosuppressed Patients

	 Permethrin 5 %, as recommended for adults (see abo-
ve); additionally, repeat treatment after seven days. 
The recommendation of retreatment also applies to 
other topical antiscabies agents.

	 In case of recurrence, in addition to topical antisca-
bies treatment, oral ivermectin (200 μg/kg), including 
repeat treatment after 7 to 15 days (in accordance 
with "European STD Guidelines" [7 to 14 days] and 
the information on Stromectol® provided on its home-
page [8 to 15 days]; in individual cases, higher doses 
up to 0.4 mg/kg).

Patients with eczematous or erosive skin / 
disabled patients

(Procedure see extended version at www.awmf.org)

Control of outbreaks

(e.g. in nursing homes or refugee camps)

Procedure in case of outbreaks in community 
facilities

The long version (at www.awmf.org) contains a detailed de-
scription of a logistic procedure (see also [7]).

	 Regardless of whether lesions are present or not, all 
those individuals who have been in contact with the 
patient or his clothes, his blankets, or other poten-
tially contaminated materials (indirect "skin-to-skin" 
contact), should be treated.

	 The decision to treat individuals who have only spent 
time in the same room should be based on the durati-
on and the proximity to the patient; in case of doubt, 
treatment is recommended.

	 Treatment of contact persons living in the same house 
or apartment and in community facilities (see below) 
must be carried out at the same time.

	 (Secondary) contact persons who have had prolon-
ged skin contact with clinically (yet) inconspicuous 
contact persons of a patient with unrecognized crus-
ted scabies may be examined and, in case of doubt, 
also be treated. During treatment, closer skin contact 
including sexual intercourse should be avoided for at 
least eight days; in any case, until both partners have 
been adequately treated.

Immunosuppressed patients
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In community facilities such as hospitals, assisted-living 
facilities, nursing homes, or workshops for the disabled, in-
dividuals of various professional groups are in regular phy-
sical contact with patients and/or residents. Moreover, im-
munocompromised patients and/or residents are also more 
prone to developing parasite-rich and thus more contagious 
forms of scabies [38, 39]. Such conditions may subsequent-
ly facilitate large scabies outbreaks. Controlling these large 
outbreaks requires significant effort in terms of money, time, 
and organization, as well as coordinated cooperation by der-
matologists and primary care physicians with the institution 
affected [40]. The health department and the company physi-
cian have to be involved as well.

Procedure in case of suspected scabies in mass 
accommodation facilities

For details, see: http://www.awmf.org/leitlinien/detail/ll/013- 
052.html

The following recommendations apply to common sca-
bies. With respect to crusted scabies, the same recommenda-
tions set forth in the corresponding chapter also apply in this 
setting (without exception).

Diagnostic workup
As described above, an attempt at pathogen detection should be 
made in patients with pruritus and suspicious lesions at predi-
lection sites. This also holds true if there is a large number of pa-
tients presenting. For reasons of time efficiency, dermatoscopy 
– given the appropriate experience – is a suitable, easy-to-use, 
and sufficiently sensitive and specific method for mite detecti-
on when faced with a large number of fair-skinned individuals 
[23]. Alternatively, the adhesive tape test may be used [24, 25].

Individuals who have not had prolonged close contact 
with infested individuals and who show no lesions consis-
tent with scabies should not be treated. This recommendati-
on also applies to patients with pruritus but without lesions 
typical of scabies, as pruritus may be a symptom associated 
with many other skin diseases.

Treatment
In mass accommodation facilities, full-body treatment 
with topical permethrin crotamiton, or benzyl benzoa-
te may not be feasible. Reasons for this may be a lack of 
sufficiently trained staff or infrastructural problems (not 
enough showers) as well as patients’ lack of understanding 
of the measures required.

While permethrin remains the treatment of first choice 
from a medial point of view, it is frequently replaced by iver-
mectin (see above) for "organizational" reasons, for example, 
if proper permethrin application cannot be ensured, or if the 
number of individuals infested is high.

Although potential interactions with drugs that are 
also substrates for cytochrome P450 (CYP) 3A4 and 3A5 or 
strong inhibitors of P-GP (morphine, carbamazepine, terfe-
nadine, verapamil, and others) have to be observed, these 
agents represent no absolute contraindications, and are ra-
rely taken by younger patients.

If, in turn, there are contraindications for the use of iver-
mectin, permethrin is the drug of choice. In these rare cases, 
proper permethrin application has to be ensured from an or-
ganizational standpoint.

Additional information relating to general 
measures

Information sheets
Particularly in patients who do not understand German, it is 
recommended that an information sheet be handed out prior 
to treatment, which contains all important therapy-related 
facts (e.g. pictogram-based information sheet: tip doc scabies 
in multiple languages: http://www.tipdoc.de/hauptseiten/
download.html).

Furthermore, it appears useful to keep written informed 
consent forms on ivermectin available in the various langua-
ges required, containing the caveat that it must not be taken 
by pregnant women or children under 15 kg.

Indication for repeat treatments

In scabies outbreaks as well as other settings in which multi-
ple individuals are affected, both topical treatment and oral 
ivermectin should – out of precaution – be repeated after se-
ven days. The same holds true if there is any doubt whether 
the initial treatment was carried out consistently enough and 
in compliance with all recommendations (see below). If sca-
bies is diagnosed among individuals living at mass accom-
modation facilities, one possible approach (practiced in some 
places) is to carry out topical permethrin treatment at off-site 
outpatient clinics. Patients are then provided fresh clothes 
(e.g. pajamas), while their previously worn clothes are han-
ded to them in a plastic bag. Isolation is not required.

Methodology – reasons for topic selection – 
guideline objectives – statements on conflicts of 
interests

(see extended version at www.awmf.org)
Guideline validity: December 2020.
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