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Abstract: Norwegian scabies is a rare skin infestation by the mite Sarcoptes scabei var hominis. This condition typically 

presents with widespread, crusted lesions associated with hyperkeratotic scales. The elderly, the debilitated, and patients 

who are immunocompromised are at risk for this more severe form of scabies. The authors discuss the presentation, diag-

nosis, treatment and prevention of this dermatologic condition.  
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INTRODUCTION 

 Norwegian scabies is a rare skin infestation by the mite 
Sarcoptes scabei var hominis. This condition typically pre-
sents with widespread, crusted lesions associated with hy-
perkeratotic scales. The elderly, the debilitated, and patients 
who are immunocompromised are at risk for this more se-
vere form of scabies. As with many dermatologic conditions, 
the diagnosis can be challenging. This article is intended to 
provide a broad overview of this rare skin infestation to the 
emergency physician or primary care provider. Awareness, 
recognition, confirmation of diagnosis, initiation of rapid 
treatment and preventive measures may help to reduce wide-
spread infestations in susceptible populations. 

CASE 

 A 64-year-old male was sent to the emergency depart-
ment by the nursing home for evaluation of a rash and sus-
pected severe onychomycosis. His past medical history was 
significant for hypertension, coronary artery disease, a cere-
brovascular accident, vascular dementia, and presumed pso-
riasis with arthritis. Among other medications he was being 
treated with methotrexate. 

 His vital signs included temperature 36.6 C, blood pres-
sure 110/72, heart rate 130, respirations 20, and oxygen satu-
ration of 98% on room air. The physical examination was 
remarkable for a baseline right-sided paralysis and what ap-
peared to be a severe onychomycosis of the hands and feet, 
with crusting of the soles and palms, and crusting pustular 
lesions on the extremities. (See Figs. 1 and 2). 

 Following the initial evaluation in the emergency de-
partment, the patient was transferred to the dermatology 
clinic for consultation. Skin scrapings taken during the der-
matology evaluation demonstrated mites, eggs, and scybala 
(mite feces). The patient was diagnosed with Norwegian or 
crusted scabies. Prior to being discharged back to the nursing 
home, treatment was initiated with topical permethrin and 
ivermectin oral tablets. 
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Fig. (1). Norwegian scabies in a handicapped, elderly nursing home 

patient. 

 

DISCUSSION 

 This patient presented with a rare presentation of scabies, 
Norwegian scabies. Norwegian scabies is a skin infestation 
by the mite Sarcoptes scabei var hominis. First described in 
Norway in 1848, this condition typically presents with wide-
spread, crusted lesions associated with hyperkeratotic scales, 
favoring an acral distribution (elbows, knees, palms, and 
soles) [1]. The elderly, the debilitated, and patients who are 
immunocompromised are at risk for this more severe form of 
scabies. The same mite that causes the more common pres-
entation of the scabies skin infestation is present in Norwe-
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gian scabies, however, the host’s decreased immune re-
sponse is likely responsible for the more aggressive presen-
tation. The lack of pruritus and itching may be indicative of 
the absence of appropriate immune response [2, 3]. 

 As this patient population often does not experience the 
urge to scratch their own skin, their lack of symptoms in the 
initial infestation can result in a failure to diagnose until the 
crusted appearance is evident [4]. In the typical case of a 
scabies infection, the number of mites is few in number 
(typically fewer than 10-15 mites on the entire body). Indi-
viduals with Norwegian or crusted scabies, however, are 
infected with thousands to millions of mites, and are conse-
quently highly infectious [1]. Due to the high infectivity and 
potential absence of pruritus, it is advisable that residents, 
staff, and frequent visitors during an outbreak of scabies in a 
nursing home or other facility be treated even if they are not 
symptomatic [4]. 

 

 

 

 

 

 

 

 

 

 

 

 

Fig. (2). Crusting, hyperkeratotic nails seen as part the Norwegian 

scabies presentation. 

 

 In addition to the crusting skin lesions, hyperkeratotic or 
dystrophic nails with large, psoriatic-like accumulations of 
scales under the nails are characteristic of this presentation. 
(Fig. 2) The dystrophic nails may persist after the hyperkera-
totic lesions on the skin have been treated successfully. 
Mites often survive in the subungual material, increasing the 
potential for reinfestation. Microscopic examination of mate-
rial scraped from the lesion (and from beneath the nails), 
using mineral oil and not KOH, confirms the diagnosis. A 
hand-held magnification device can be utilized for identifica-
tion of the mites, eggs or scybala [5, 6]. Additionally, derma-
tologists may use skin biopsy, DNA PCR and ELISA, and 

elevated IgE and eosinophilia to confirm or support the di-
agnosis. Regardless of visual or laboratory findings, diagno-
sis and treatment should be based on clinical suspicion given 
the low risk of treatment and high potential for outbreak [7].  

 Successful treatment requires both topical (permethrins) 
and systemic (ivermectin) therapy. Close follow up in one to 
two week intervals is required, with repeated doses of iver-
mectin (200 μg/kg) at the same intervals given with topical 
scabicides (full body application), repeated initially every 
few days [1, 3, 8]. Crust and scale removal with keratolytics 
(5-10% salicylic acid in petrolatum) is critical in Norwegian 
scabies to permit penetration of the topical medications [9]. 
Clothing, towels, and bedding should be changed and 
washed [10]. It is advisable to restrict, where possible, the 
number of staff members who care for scabies patients, 
whether of the Norwegian variety or otherwise, to limit the 
spread of the scabies [4].  

CONCLUSION 

 Norwegian scabies is a severe and rare skin infestation 
that typically affects the elderly, the debilitated, and patients 
who are immunocompromised. Diagnosis can be made pri-
marily by microscopy in addition to other supporting data. 
Treatment requires both topical and systemic therapy, along 
with crust and scale removal. Recognition and treatment may 
help to reduce widespread infestations in susceptible popula-
tions. 
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