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Crusted ("Norwegian") scabies in a spe-
cialist HIV unit

Corbett and colleagues highlight the impor-
tance of an effective infection control policy in
preventing nosocomial transmission of crusted
scabies.' Our experience of five patients with
crusted scabies in late HIV disease who were
treated with a combination of topical scabi-
cides and oral ivermectin, suggests that treat-
ment failure may still occur unless additional
measures are taken to reduce the cutaneous
mite burden.

Following an outbreak of scabies amongst
staff at the HIV in-patient ward at King's
College Hospital, in which the index case, a
Ugandan male with HIV-associated dementia
and Pneumocystis carinii pneumonia, was
unsuccessfully treated with both topical scabi-
cides and oral ivermectin (200 ug/kg), we
amended our infection control policy to
include the physical removal of scabies crusts.
Therefore, in addition to the measures men-
tioned by Corbett et al, the management pol-
icy for crusted scabies at King's includes the
following patient regimen:
Days 1 to 3: Daily application of 5% perme-

thrin dermal cream to the entire body includ-
ing to the scalp, neck, face and ears for 18 to
24 hours. Crusts are removed by soaking in a
hot bath, which is thoroughly cleaned after-
wards.
Day 5: If viable mites present; topical 1%

lindane or 0.5% malathion for 24 hours
(including to the head and neck) combined
with single dose oral ivermectin (200 ig per
kg).

*: ... .e

Scabetic crust on the ear of a patient with late-stage HIV
disease, which persisted despite multiple applications of
topical lindane, permethrin and malathion. Scabies was
eradicated only after topical therapy was combined with
physical crust removal and oral ivermectin.

Using this protocol, HIV-associated crusted
scabies has been successfully treated in two
patients after skin scrapings confirmed large
numbers of eggs and live mites. In our experi-
ence, recurrent scabies in HIV-infected
patients results from failure of mite eradication
rather than reinfestation, particularly as shel-
tered sites (such as behind the ears) may not
be treated effectively (see fig). The half-life of
ivermectin (150,g per kg) in humans is 16
hours,2 producing peak tissue levels 5.6 hours
after dosing, and remaining high for 24 hours.
We postulate that it is important to reduce the
cutaneous load of Sarcoptes scabiei as much as
possible prior to ivermectin dosing in order to
prevent reinfestation from mites or larvae pre-
sent in the layer of keratinocytes forming the
scabetic crust. Finally, as ivermectin is cur-
rently only available in the UK on a named
patient basis, we would support its licensing in
humans with crusted scabies.
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Balanitis and balanoposthitis: a review

We read with interest S Edward's review on
balanitis' and would like to make some com-
ments.

In our opinion, dermatological disorders
affecting the penis such as psoriasis, lichen
planus or sclerosus, fixed drug eruptions and
bullous diseases should be excluded from the
spectrum of balanitis. From a practical point
of view, however, inflammation of the penis
may occur in these conditions secondary to an
irritation and/or infection.

It is important to note that the clinical
aspect of infective balanitis is often non spe-
cific and is of little value in predicting the type
of infectious agent associated with balanitis. In
a recent prospective study of 100 consecutive
patients with balanitis and 60 men without
balanitis attending our STD clinic,2 only the
presence of pustules was highly suggestive of
candidal balanitis.
Among the several microorganisms associ-

ated with balanitis, some acting as pathogens
and other as saprophytes,2 Gardnerella vagi-
nalis is of special interest after the study of
Kinghorn et al.3 However, in our experience,
this bacterium is rarely associated with balani-
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Matters Arising

tis. The isolation rate of G vaginalis in our
study2 was 2% whereas anaerobes and
Candida albicans were respectively isolated in 8
and 33 men with balanitis. We found no asso-
ciation between G vaginalis and anaerobes
which is in contradiction to the findings of
Kinghorn et al. This may be explained by dif-
ferent technical procedures or by geographic
variation in the epidemiology of G vaginalis
and anaerobes.

Concerning the isolation of G vaginalis in
partners of infected women, the author's
assertion that subpreputial carriage in consort of
women with G vaginalis has not been studied is
incorrect. In a previous study,4 we made a sys-
tematic search for G vaginalis in the urethra,
coronal sulcus and urine in a cohort of 40
partners of women with G vaginalis (group I)
and in 44 partners of non infected women
(group II). G vaginalis was isolated in 14 men
from group I and in 5 men from group II. Two
among 19 men (one from each group) har-
boured G vaginalis in the coronal sulcus and
only one of them had a non candidal balanitis
characterised by discrete erythematous mac-

ules. However, this aspect is non specific and
may be observed in other conditions such as
irritant balanitis.

Other studies are thus needed to clarify the
possible pathogenic role of G vaginalis in some
cases of non candidal-non anaerobic balanitis.
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