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[bookmark: Guideline_development]Guideline development
This guideline has been updated by reviewing the existing guidelines on scabies including the European Guideline for the Management of Scabies (2017) [1], the CDC guidelines (2023) [2], [3] and the BASHH guideline (2025) [4]. A comprehensive literature search of publications was also conducted (Annex 1. Search strategy).
Systematic reviews, randomized controlled trials (RCTs) observational studies, case series, case reports, expert opinion papers, non-human and in vitro studies were included. All ages were considered. Articles featuring special populations (e.g. infants, pregnancy and lactation, elderly) were also selected. Publications reporting on mass drug administration (MDA) were included. Articles without explicit focus on scabies were excluded.
This guideline development used the framework provided by the Appraisal of Guidelines for Research and Evaluation (AGREE II) [5].
Prior to its publication, the guideline has been externally reviewed by experts from the European Academy of Dermatology and Venereology, European Dermatological Forum, European Centre for Disease Prevention and Control, World Health Organization and European Union of Medical Specialists.
New information in this guideline from the 2017 edition [1]:
· New clinical classification
· Simplified diagnosis for high burden settings
· New treatment recommendations
· Treatment resistance / pseudo-resistance
· Post-treatment itch
· Treatment in special populations
· Strategies for special settings (mass population campaigns; low-resource settings; institutional outbreaks)
· The World Health Organization (WHO) included scabies in the list of Neglected Tropical Diseases, acknowledging its significant impact on public health [6].


Objective
The present guideline, update of the previous 2017 European guideline on management of scabies [1], aims to provide a current perspective on scabies diagnosis, treatment, and management in European dermatology facilities.


Strengths and limitations
The guideline provides an evidence‑based update for clinicians across Europe and has been formatted to follow the European sexually transmitted infection (STI) guidelines: Protocol for production and revision [7] and the EuroGuiDerm standards [8].
The development group consists of clinical experts proposed by IUSTI-Europe in collaboration with EADV, EDF, UEMS, WHO and ECDC (no patient association exists for this topic). A strict conflict‑of‑interest (COI) policy was applied: all contributors completed a standard declaration, and conflicts were managed in line with the above-mentioned procedures.
Recommendations and suggestions were finalized by documented online voting of the guideline authors to ensure transparent, reproducible decision making and to protect editorial independence. To address rapidly evolving evidence - particularly for systemic therapies - these sections are maintained as living guideline; they will be subject to continuous surveillance and timely updates using the same COI management and voting procedures described above.
The Guideline recommendations are based on the available literature and on the authors’ and reviewers’ experience, therefore some limitations can be identified. Analyzed studies methodology and reporting quality were variable, and there was substantial heterogeneity in study settings, participant characteristics, and outcome definitions. Evidence for some interventions, notably systemic therapies, is limited and evolving. These factors reduce the certainty of some recommendations and may affect their generalizability. Users of this guideline should adapt recommendations to local clinical, regulatory, and resource contexts and exercise particular caution when applying guidance to infants, pregnant or breastfeeding patients, and other special populations. Ongoing surveillance and targeted updates will address rapidly emerging evidence.



1. [bookmark: 1._Epidemiology][bookmark: _bookmark2]Epidemiology

Scabies is an infectious disease caused by infestation with the ectoparasite Sarcoptes scabiei var. hominis. Transmission occurs primarily through direct skin-to-skin contact (e.g. contact with overlooked infested children) [9], including sexual contact, and less commonly through contact with infested fomites (e.g. clothing, towels). After penetrating the stratum corneum, female S. scabiei mites burrow into the human epidermis, where they lay eggs that hatch and develop into adult mites within approximately two weeks [10]. The full lifecycle of S. scabiei spans 4-6 weeks. S. scabiei var. hominis is an obligate human parasite. Adult parasites survive only 24-36 hours outside their human host [11], while immature stages may survive for up to one week [12]. Both mites and their products (faeces, eggs and dead mites) generate an immediate [13] or delayed (Type IV) hypersensitivity reaction, causing clinical signs and symptoms. Clinical symptoms typically develop 3-6 weeks after primary infestation but may appear within 1-3 days in cases of re-infestation [14], [15], [16]. In classical scabies, the mite burden is usually low, with fewer than 5-15 mites per host as multiple defense mechanisms eliminate scabies mites by mechanical and immunological means [17], [18]. If these defense mechanisms are impaired or absent, the mite load will become markedly increased inducing severe forms of scabies [19], [20]. S. scabies infection induces host immune-reactions and cytokine alterations were observed (e.g. elevation of IL-17) [15].
Human infestation with other S. scabiei variants (e.g., var. canis from dogs or var. suis from pigs) is generally self-limiting and is not considered transmissible between humans [21], [22], [23].

In 2017, the World Health Organization officially designated scabies as a Neglected Tropical Disease [24], acknowledging its widespread prevalence, high rates of post-infectious sequelae and considerable socioeconomic impact [25], [26]. In recent years, scabies has re-emerged as a public health concern [27], with an increasing incidence rate reported in multiple European countries [28], [29] and around the globe [30], [31] affecting 207 million people at any time [32]. Infestations favor people living in crowded, underprivileged communities (e.g. scabies outbreak in Türkiye in 2018 - 2019 linked to migration) [33], [34], however, the condition is present worldwide, and patients from any background or socio-economic status may be affected [28], [31], [35], [36], [37]. Stigmatization of affected individuals is common and should be strongly discouraged [6], [28], [35], [36], [38].

Scabies mites have been reported to exhibit several potential mechanisms that may contribute to reduced susceptibility to commonly used scabicides [39], [40] including permethrin and ivermectin [41], [42], [43], [44]. A tolerance of mites to permethrin has been reported in some regions (e.g. Austria, Italy, Germany) [19], [39], [45], [46], [47], [48] and it was related to the M918L mutation impairing permethrin's neurotoxic effect [39]. Additional mechanisms described in experimental and observational studies include increased transcription of P‑glycoprotein following ivermectin exposure, potentially reducing drug accumulation [40] as well as enhancing metabolic detoxification, such as increased activity of glutathione S‑transferases, which may contribute to reduce efficacy of both drugs [40]. However, “pseudo-resistance” related to inadequate application of topical agent, or poor compliance/adherence to topical therapy is considered the most common cause of treatment failure in clinical practice [49], [50], [51].


2. [bookmark: 2._Clinical_features][bookmark: _bookmark3]Clinical features

Specific manifestations include intense itch and papules with typical distribution, sometimes disseminated. Non-specific manifestations that may also occur include skin excoriation and secondary eczematization [16]. Bacterial superinfection is the most frequent complication. Its most common manifestation is impetigo, and in untreated cases or in debilitated patients, it can progress to deep soft-tissue infections, such as cellulitis and sepsis, and to long-term nonsuppurative complications, such as acute post-streptococcal glomerulonephritis (in regions where nephritogenic streptococci are still prevalent) and acute rheumatic fever [52].

1. Classical scabies [4], [11], [14], [53]
Most often occurs in patients with normal immune response. Pruritus is intense, generalized and often out-of-proportion (its severity may not correspond to mild skin changes), and worsens at night (crescendo pruritus). Skin lesions are often mainly located on the fingers (the dorsal aspect of the fingers and finger webs), wrists, genitalia (more commonly affected in males compared to females) [54], breasts, buttocks, periumbilical area, waist, axillary folds, and extensor aspects of the limbs, sometimes disseminated [18]. The head, palms and soles are usually spared in adults. Erythematous small (1-3 mm diameter) papules, sometimes excoriated or with hemorrhagic crusts, are the most common skin lesions. The scabietic burrow (a pathognomonic sign) appears as a thin, brown-grey, sometimes whitish, serpiginous 0.5-1 cm line. Although it represents a specific sign, it is inconstantly observed due to excoriation or secondary bacterial infection [16]. Other lesions: tiny pearly vesicles at the beginning of the scabietic burrow, larger vesicles, nodules (firm, 0.5 cm in diameter, usually observed on the male genitalia, nipples, groin, and buttocks), wheals [53]. Secondary bacterial infection is common and poor hygiene conditions can facilitate it. Irritant or allergic contact eczema can be induced following topical treatment. The transmission is made by close physical contact (longer than 20 minutes) with an infected individual (sexual contact, household member) [55], [56]. Transmission via fomites is unlikely [17], [55].
In infants and toddlers scabies may also manifest on the scalp, face and neck. Lesions are represented by burrows, vesicles, and pustules on palms and soles. Sometimes nodules affecting the axillary regions, trunk, scalp, and upper back are present. Hyperkeratotic lesions are not frequent [57].

2. Severe scabies
Profuse scabies and crusted scabies are categorized as severe scabies, but they are distinct entities: profuse scabies resemble classic scabies with increased lesion burden, whereas crusted scabies feature hyperkeratotic, scaly, crusted plaques with extremely high mite loads.

2.1. Profuse scabies
This is a severe form of scabies characterized by broadly distributed primary scabietic lesions (including face and scalp, back), a higher mite burden than classic scabies, and increased transmissibility [58], [59]. The lesions are represented by multiple erythematous papules, burrows, pustules and nodules; excoriation and secondary bacterial infection are present [58]. Intense pruritus is common. Populations at higher risk include elderly, institutionalized patients, and those with delayed or misdiagnosed disease; many severe cases are identified after multiple healthcare visits and prior ineffective treatments [58]. The diagnosis relies on the clinical aspect and confirmatory tests by skin scrapings or adhesive tape sampling to identify mites, eggs, or fecal pellets by microscopic examination; dermoscopy can also be used to identify the characteristic signs of infestation. Severe systemic complications can also occur: superinfection, fluid and electrolyte disturbances [16].

2.2. Crusted scabies (the term “Norwegian scabies” should no longer be used) [53], [58], [60]
Occurs in patients with severe immune deficiency due to disease (e.g. AIDS, HTLV1-infection, malignancy or leprosy) or therapy (e.g. topic or systemic corticosteroids, immunosuppressant drugs and biologic agents [61], [62], [63]), neurological and/or cognitive impairment, reduced sensation of itch, advanced age, malnutrition, immobility with reduced ability to scratch, or in genetically susceptible individuals [64]. Pruritus was described as less frequent but it is present in the case series [58], [65].
Skin lesions consist of generalized, poorly defined, erythematous, fissured plaques covered by scales and crusts [66]. On bony prominences (e.g., finger articulations, elbows and iliac crest), the plaques may have a yellow-to-brown, thick, verrucous aspect; the face, scalp, palms, soles, and nails can be affected. Diffuse severe involvement of the back may also occur. Severe scabies may be life-threatening, especially for patients with comorbidities, causing fluid and electrolyte disturbances, bacteremia, necrotizing soft-tissue infections and fatal sepsis [16]. Secondary bacterial infection can result in malodorous skin lesions. Severe systemic complications are common [16], [58] - including acute post-streptococcal glomerulonephritis [67], polymicrobial septicemia [64] with a mortality of 3.1-14% [58], [64]. 
Crusted scabies is highly contagious engendering subsequent outbreaks (e.g., in hospitals, nursing homes, prisons, shelters, communities with poor health resources), and endemicity in low- and middle-income countries, because patients with crusted scabies are sources of reinfestation following intervention programs [16].
Transmission necessitates short close physical contact (less than 20 minutes) with an infected person due to the high parasitic load [55]. Transmission can occur via fomites [17], [55].

3. Atypical scabies 
Atypical scabies is rare, and its manifestations are highly diverse. Blisters/bullae, eczematous plaques, wheals, and other skin lesions may predominate, mimicking other dermatological conditions – e.g. immunologically mediated diseases: bullous pemphigoid, urticaria, chronic lymphocytic leukemia, B-cell lymphoma with monoclonal infiltrate, CD30+ lymphoid proliferations, necrotizing vasculitis, and lupus erythematosus [16], [55], [67].
Nodular scabies, characterized by extremely pruritic nodules (frequently distributed on the penis, scrotum, groin, buttocks, and axillary folds), represents a long-lasting delayed hypersensitivity reaction to mite parts, eggs, or scybala. Post-scabietic nodules, that persist after the treatment of scabies do not contain live mites [19], [68], [69], [70].


3. [bookmark: 3._Diagnosis][bookmark: _bookmark4]Diagnosis

Diagnosis is based on the characteristics of the itch (generalized, intense/crescendo, worse at night, and out-of-proportion), clinical findings, and a suggestive history (e.g. disease observed in close contacts, and living in a high-risk institutional setting). Diagnosis is confirmed by a positive microscopic examination of skin scrapings which identifies mites, eggs or faecal pellets (“scybala”) [71], [72] or by the dermoscopic detection of mites [72].
The use of a magnifying glass or dermoscope can guide the selection of the skin‑scraping site and facilitate the visualization of burrows. To ease the observation, a burrow may be opened with a fine needle and examined after application of immersion oil (Müller’s test) [73] or ink or may be illuminated with Wood's light (365 nm) [74]. Dermoscopy can also show eggs or the characteristic “delta‑wing” / “kite” sign at the burrow ending, corresponding to the anterior body of the adult female mite [72], [75]. The “noodle pattern” is observed in presence of numerous burrows in severe scabies [76]. High powered imaging devices as video-dermoscopy, low-cost videomicroscopy or reflectance confocal microscopy allow non-invasive visualization of mites contributing to the accuracy of the diagnosis [72].
Microscopy or dermoscopy examination are recommended tools for the diagnosis of scabies {+++0/S} [71], [72], [73], [74], [75], [76].

Negative test results (optic microscope examination, dermoscopy), especially if performed by less experienced health care providers, do not rule out the diagnosis of scabies, which is often based on clinical findings [16], [77].
Serological and molecular tests to detect S. scabiei presence would be very useful for the accurate, early, and rapid "point of care" scabies diagnosis. However, their specificity and sensitivity are insufficient, and they are not validated for clinical use [78], [79], [80].
In sexually active patients with scabies, STI screening (including HIV test) is suggested {++00/W} [81].
It is recommended to use the diagnostic criteria for scabies of The International Alliance for the Control of Scabies (IACS) [Table 1. IACS diagnostic criteria for scabies] {++++/S} [82]. The criteria categorize diagnosis at three levels of diagnostic certainty. Confirmed scabies (level A) requires direct visualization of the mite or its products using different sample-collection and magnification methods. Clinical scabies (level B) is diagnosed by clinical assessment that includes the examination of as much of the individual’s body surface as possible, revealing specific scabies signs and symptoms. Where these features are less specific, a diagnosis of suspected scabies (level C) can be made based on clinical assessment of signs and symptoms.

Table 1. IACS diagnostic criteria for scabies [82]
	A. Confirmed scabies - At least one of the following:

	A1: Mite, eggs or faeces in light microscopy of skin samples

	A2: Mite, eggs or faeces using a high-resolution imaging technique 

	A3: Mite by dermoscopy

	B. Clinical scabies - Presence of at least one of the following:

	B1: Scabietic burrows

	B2: Typical lesions in the male genital region

	B3: Typical lesions with typical distribution and two criteria of Clinical History (H)

	C. Suspected scabies - One of the following:

	C1: Typical lesions with typical distribution and an item of Clinical History (H)

	C2: Atypical or atypical distributed lesions and two elements of Medical History (H)

	H. Elements of the medical record

	H1: Pruritus

	H2: Contact with an affected person




The IACS criteria have limited use for severe scabies or atypical forms [82].

In areas with very high prevalence of scabies, the recommended complete skin examination may not be feasible. In these cases a simplified diagnosis with an examination limited to all four limbs is acceptable {++00/W} [82]. Focused examination of only hands and wrists had an estimated sensitivity in adults of 93.3%, and of exposed arms and legs, of 99.3% [48], [83].

Diagnosis of profuse scabies is based on the clinical aspect with broadly distributed scabietic lesions, intense pruritus, increased transmissibility and high mite infestation demonstrated by visualization of the mite or its products using different sample-collection and magnification methods [55], [58], [59].

Crusted scabies is defined by widespread erythroderma with scaly, crusted fissured plaques and nodules, variable pruritus and high contagiosity in an immunodeficient host with profuse proliferation of mites in the epidermis observed by magnification methods of examination [51], [55], [83], [84].

A scabies outbreak in the community is defined as an unexpected increase in the number of cases in and at a given space and time. A scabies outbreak in a residential care, or shared living facility is defined as the presence of two or more confirmed or suspected classic cases, or a single case of crusted scabies [55]. Appropriate outbreak control measures should be implemented promptly to prevent the risk of transmission to clinical staff and patients [4]. 
Cure is defined as the absence of new lesions and the absence of parasites in 2 different tests performed on the remaining lesions over 2 consecutive weeks [55], [85], [86].


[bookmark: 4._General_principles_of_treatment][bookmark: _bookmark5]
4. General principles of treatment

New clinical trials on scabies treatment have been published since the previous guideline in 2017 [46], [47], [58], [87], [88], [89], [90], [91], [92], [93], [94], [95], [96] including ones focusing on mass population treatment, usually with oral ivermectin [97], [98], [99], [100], [101], [102], [103]. Several small studies assessed a few alternative therapies, but no new well-designed, individually randomized trials of scabies treatment impacting recommendations were identified [104], [105], [106], [107]. It was also confirmed that treating household contacts was superior to treating the index case alone [47], [88], [89].
European countries vary in the availability of anti-scabietic drugs. 

Topical treatment should be applied to all skin regions, including scalp, groin, navel, external genitalia, fingers and toe web spaces, the skin beneath the ends of the nails and the face (in infants, children and older patients) at night and should be left in place for the recommended duration of the topical treatment used (e.g. permethrin cream is washed after 8–12 hours). The skin should be dry. A second course of application is recommended after 7-14 days. Nails should be trimmed before application, to facilitate access of the topical preparation to the subungual space. For scalp treatment, the scabicide should be massaged into the entire scalp, ensuring coverage of the hairline, temples, forehead and behind the ears. Long hair should be parted into sections during application to ensure that all the scalp skin is adequately covered. During the recommended contact time, if the hands, the nappy area or any other part of the body are washed, the topical treatment should be reapplied to the washed areas. After the recommended contact time with the skin, the product is removed by washing {+++0/S} [1], [16].

Incomplete coverage of the whole skin surface during treatment may result in treatment failure and contribute to the impression of a treatment resistance problem ("pseudo-resistance") [49]. The ankles, spaces between the toes and sacral region are the most frequently omitted areas. 
Afterwards, clean personal clothing, bedding and towels that have not been in contact with any possible affected persons in the previous 7 days should be used. All the patient’s close personal contacts should be treated simultaneously to avoid re-infestation {++00/S} [16], [46].
Emollients are recommended during the day to reduce the eczematization and itching produced by the alterations of the epidermal barrier due to Th2 cytokines elicited by the presence of scabies mites or by the irritation of the topical scabicides [10], [16].

In classical scabies, the evidence for environmental measures is limited. When these measures are undertaken, clothing, bedding, towels, and other items should be machine washed (at 50o Celsius or higher for at least 10 minutes) [108] dry-cleaned, or sealed and stored in a plastic bag for 3-8 days depending on climatic conditions (i.e. the shortest storage time in hot environment) {++00/W} [11], [12]. 

For crusted scabies rigorous environmental decontamination is recommended [55].

Patients should be given a detailed explanation of their infestation together with clear instructions on application of treatment (printed and or recorded on patient's electronic device) {++00/W} [1], [4], [53].
After treatment, even if the criteria defining a cure have been met, post-treatment itch may persist for up to 2-4 weeks.



5. [bookmark: 5._Recommended_treatments_-_classical_sc][bookmark: _bookmark6]Recommended treatments - classical scabies

Permethrin 5% cream is effective in scabies and should be applied for 8-12 hours; then rinsed-off. The treatment must be repeated after 7-14 days {++++/S} [87], [109]. 
In family settings permethrin 5% cream proved to be superior to oral ivermectin [87], [110], sulphur or crotamiton in achieving cure [110]. 
In populations already known to have a high frequency of permethrin failure, or in countries where permethrin is not available, alternatives such as benzoyl benzoate should be considered as first line treatment.

Combination of permethrin cream 5% (2 applications: day 1 and day 7) and oral ivermectin (2 doses: day 1 and day 14) provided clinical advantages over permethrin monotherapy in pediatric patients with persistent scabies by accelerating symptom relief, yielding higher week 2/3/4 cure rates and lowering three-month recurrence [111]. A systematic review and network meta-analysis of randomized controlled trials showed that 
although the combination of permethrin cream 5% and oral Ivermectin ranked highest in terms of cure, the combination had a non-significantly higher cure rate than permethrin {+++0/S} [110].

Benzyl benzoate lotion/emulsion 10-25% should be applied as a thin layer once daily at night, for three consecutive nights, to the entire body surface (avoiding the mucous membranes) and a repetition of this cycle is recommended after one week {+++0/S} [14],  [85], [90], [112].  In adults, benzyl benzoate should be applied as a 25% formulation and in children it should be administered in reduced concentrations (10–12.5%) following the same application frequency and duration. Benzyl benzoate is considered acaricidal and ovicidal [12], [59], [113] and showed good therapeutic efficacy and tolerability in uncomplicated scabies after one cycle of three consecutive applications [46].

Oral ivermectin is administered 200 micrograms/kg of body weight/dose as two doses one week apart {++++/S} [114], [115], [116], [117], [118], [119], [120], [121]. 
[bookmark: 6._Alternative_treatments_-_classical_sc][bookmark: _bookmark7]Scabies experts recommend taking with a meal to increase bioavailability {++00/W} [1], [122], [123], [124], [125]. Ivermectin is associated with high clearance rates, with slightly lower rates of complete clearance after 1 week compared with permethrin 5% cream [126], [127]. In a large multicentre cluster‑randomised clinical trial, non‑inferiority of oral ivermectin to 5% permethrin cream was not demonstrated for achieving clinical cure at day 28 in index cases and their household contacts; 5% permethrin cream being statistically superior to oral ivermectin in this study [87].



6. Alternative treatments - classical scabies
Ivermectin 1% lotion was reported to be as effective as permethrin cream 5% in classical scabies {++00/W} [115]. Ivermectin lotion was associated with a significantly lower probability for persistent itch [110].

Malathion 0.5% aqueous lotion is reported to be an effective anti-scabietic but it is not currently available on many markets {++00/S} [128]. This treatment should not be used in children or pregnant women or breastfeeding women [129]. In comparative studies, at 3-6 weeks malathion showed lower cure rate than permethrin 5% cream [110].

Sulfur 6-10% as cream, ointment or lotion is the oldest anti-scabietic in use [130]. Sulfur is effective in the treatment of scabies and requires application on three successive days {+++0/W} [1], [130], [131]. Sulfur 10% ointment showed better efficacy than permethrin 5% cream in a small study, promoting sulfur as an alternate treatment in the case of permethrin resistance [132]. However, network meta-analysis showed permethrin 5% cream to have significantly better cure rate than sulfur [110].

Sulfiram - as medicated soap or emulsion (2%), alone or in combination with benzoyl benzoate was reported effective in scabies (including crusted scabies) {++00/W} [14], [58], [133], [134], [135].

Synergized pyrethrins are available as a foam preparation in some countries and may be are as effective as permethrin cream 5% {++00/S} [1], [136]. Synergized pyrethrins showed a significantly lower risk for adverse events and for persistent itching [110].


Spinosad 0.9% topical suspension was approved only in the USA by the FDA in 2021 for patients 4 years and older for single-dose treatment for classical scabies, as it claims ovicidal activity [137], [138], [139].

Lindane is no longer recommended because of its potential to cause neurotoxicity [1].

Topical treatments based on essential oils of tea tree (Melaleuca alternifolia) [107], lippia (Lippia multiflora) [107], neem (Azadirachta indica) [106], Eupatorium adenophorum [140] needs more tests to establish their efficacy and safety.
Fluazuron used in veterinary medicine is active on S. scabiei but confirmatory clinical tests in humans are missing [141].

Moxidectin - a macrocyclic lactone approved to treat onchocerciasis in humans has in vitro scabicidal activity, and a half-life longer than the S. scabiei life cycle, which would allow single dose treatment [142], [143]. Clinical trials are ongoing.



7. [bookmark: 7._Recommended_treatments_-_severe_scabi][bookmark: _bookmark8]Recommended treatments - severe scabies

Treatment of severe scabies (profuse scabies and crusted scabies) is often prolonged and may require admission to hospital [58], particularly in frail, immunocompromised patients or in case of a clinical necessity (e.g. severe sepsis) [4]. Topical treatments should be combinedwith oral ivermectin and the doses repeated as monotherapy is insufficient in these cases [1], [53], [58], [117].
The treatment of severe scabies (profuse scabies and crusted scabies) was demonstrated to be efficient with ivermectin 200g/kg of body weight on days 0, 7 and 14 combined with 5% permethrin cream applied on days 0 and 7 and daily application of emollient cream (with or without keratolytic agents) {++++/S} [96].
In case of crusted scabies a clinical scoring system (based on: the distribution and extent of crusting; type of crustinig; skin condition and past episodes) has been proposed by Australian dermatologists [144] to guide therapeutic decisions according to the severity. 
In severe crusted scabies the ivermectin oral treatment of 200g/kg of body weight can be extended to 5 doses on days 0, 1, 7, 8 and 14 or to 7 doses on days 0, 1, 7, 8, 14, 21 and 28 {++++/S} [1], [3], [55], [61], [62], [92], [145].
The topical treatment with permethrin 5% cream is recommended in daily applications for 7 days followed by an application every 2-3 days for 1-2 weeks [2], [3] or until cure [55].
Topical keratolytics (e.g., urea 10%, salicylic acid 5% or urea 10% and lactic acid 5% in sorbolene cream) [4], [14], [144], [146] together with regular emollients are recommended to soften and remove the hyperkeratotic crusts in crusted scabies {+++0/S} [10], [16]. Debridement with keratolytics reduces the high mite load in the stratum corneum and improves penetration of topical scabicides. The applications should continue until crusts are reduced [1], [3], [64], [86].

Alternatively, the topical treatment combined with ivermectin can be represented by: 
-10-25% benzyl benzoate (with or without 2% monosulfiram), applied for three consecutive nights, repeated weekly for three weeks [58], [59], [95] or until cure [55]; 
-10-25% benzyl benzoate with 5% tea tree oil applied second daily alternating with keratolytic cream until cure [144]. 


8. [bookmark: 8._Recommended_treatments_-_post-treatme][bookmark: _bookmark9]Recommended treatments - post-treatment itch
Post-treatment itch should be treated with repeated application of emollients{++++/S} [1], [10], [14].
Antihistamines have low effect on post-scabietic itch as it is mediated by non-histaminergic itch fibers {++00/S} [10], [147], [148].

The topical application of medium-potency corticosteroids, tacrolimus, phototherapy or systemic nemolizumab can be used to diminish itching (provided that scabies infestation has first been eliminated) {++00/S} [91], [149], [150].

With persistent pruritus and skin lesions in the absence of burrow, mite, egg, or feces identification, the diagnosis (Table 2. Differential diagnosis of classic scabies) [52] must be reconsidered and the patient referred to dermatologist.
Table 2. Differential diagnosis of classic scabies [52]
	Classic scabies
	Arthropod bites 
Folliculitis 
Impetigo
Papular urticaria
Atopic dermatitis
Contact dermatitis
Nummular eczema
Prurigo nodularis
Bullous pemphigoid (urticarial stage) Dermatitis herpetiformis
Lice infestation
Delusional parasitosis
Morgellons disease

	Infantile scabies
	Arthropod bites
Papular urticaria
Atopic dermatitis
Infantile acropustulosis
Langerhans cell histiocytosis

	Bullous scabies
	Bullous arthropod bites
Bullous impetigo
Bullous pemphigoid
Pemphigus vulgaris
Incontinentia pigmenti (inflammatory stage) 

	Crusted scabies
	Psoriasis 
Pityriasis rubra pilaris
Seborrheic dermatitis
Atopic dermatitis
Contact dermatitis
Palmoplantar keratoderma
Darier disease
Erythrodermic mycosis fungoides/ Sezary syndrome 



Post-scabietic nodules present as highly pruritic reddish-brown nodules that typically develop following adequate scabies treatment; they do not necessarily indicate active infestation and typically do not contain mites. Post-scabietic nodules can persist for weeks or even months after effective scabies treatment. For nodules, if topical corticosteroid therapy is not effective, intralesional injection of triamcinolone [151] or liquid nitrogen cryotherapy [152], [153] can be considered {++00/W}.



9. [bookmark: 9._Recommended_treatments_-_special_situ][bookmark: _bookmark10]Recommended treatments - special situations

Pregnant women
Permethrin 5% is generally safe in pregnancy {+++0/S} [122], [129], [154].

Benzyl benzoate 10% is generally safe in pregnancy {+++0/S} [1], [129].

Sulphur is considered generally safe in pregnancy {+++0/S} [1], [92], [155], [156].

Ivermectin can be prescribed off-label at a dosage of 200 micrograms /kg of body weight/dose in the second and third trimesters of pregnancy as first line-therapy and as second-line therapy in the first trimester {+++0/W} [129]. The Centers for Disease Control and Prevention USA (CDC USA) states that the potential risk of ivermectin in pregnant women is low [122].
Profuse and crusted scabies requires repeated combined treatment and hospitalization of the pregnant women is recommended {+++0/W} [129].


Breastfeeding women
Permethrin 5% and benzyl benzoate 10% can be prescribed as first-line therapy to breastfeeding women {++++/S} [122], [129], [157], [158]. During breastfeeding, topical treatment should be washed off the nipple and areolar area and reapplied after feeding.


Oral ivermectin at a dosage of 200 micrograms /kg of body weight/dose can be used off-label during breastfeeding {++00/W} [52], [129], [159]. The CDC USA states that the potential risk of ivermectin in breastfeeding is low [122].

Infants and children
Treatment of scabies in infants younger than 2 months can be challenging as standard treatments are often not approved for this age range. Expert dermatologists use permethrin 5% [129] or sulphur compounds as first-line treatment despite the variable recommended posology. Both drugs seem to be safe in this age range {+++0/S} [92], [160].

Permethrin 5% is licensed for use in infants from age 2 months onwards and in children {++++/S} [2], [128], [161]. Benzyl benzoate 10% is considered safe and may be used in infants from age 2 months onwards and in children {++++/S} [90], [92], [156].

Benzyl benzoate may be diluted at concentration of 6.25% to minimize irritations is also considered an option in infants {+++0/S} [52], [90], [162].

Sulphur is considered safe in children {++++/S} [1], [92], [155], [156], [163], [164].

Oral ivermectin is licensed at a dosage of 200 micrograms /kg of body weight/dose in children aged 5-11 years and weighing ≥15 kg [165], [166]. Reports supporting the safety and efficacy of ivermectin in children are increasing [127], [167], [168], [169] including treatment for children weighing less than 15 kg [94], [127], [170]. In children aged 2-4 years and weighing 10-14 kg a 3 mg ivermectin dose was effective and well tolerated {+++0/S} [93], [94]. Ivermectin is also formulated as syrup for children [171].

Older adults

In older adults with reduced mobility or cognitive decline, and in scabies outbreaks in long-term care facilities, topical treatment is more difficult and oral ivermectin at a dosage of 200 micrograms /kg of body weight/dose may be the preferred option due to its ease of administration and good safety profile {+++0/S} [58], [172], [173], [174]. 
Precautions should be taken in severely ill people (e.g. severe liver disease) and those being treated with warfarin{++00/W} [175], [176], [177] (ivermectin may increase warfarin’s anticoagulant effect).


Mass population treatment [109], [178], [179]
Mass population treatment is recommended for the control of scabies when prevalence is higher than 10% e.g. in endemic areas, remote communities, mass population displacements, and closed communities such as nursing homes, shelters or prisons; all individuals should be treated irrespective of symptoms {++++/S} [67], [180].
Oral ivermectin is easier to administer than traditional topical scabicides, thus facilitating treatment of large populations. Mass population treatment programmes proved strong evidence that oral ivermectin is more efficacious than topical permethrin [97]. Patients with a contra-indication to ivermectin should receive topical therapy as part of mass population treatment.
A single dose of oral ivermectin 200 micrograms/kg of body weight is effective and a second dose given after one week is recommended to increase the response as ivermectin lacks ovicidal activity {+++0/S} [109], [116], [117], [178], [181], [182], [183].  The importance of this second dose for scabies control needs to be further evaluated [181], [183].
Mass drug administration (MDA) of ivermectin (2 doses at 1-2 weeks interval) combined with azithromycin (1 dose to control trachoma) confirmed after 1 year and 3 years good and stable results in controlling scabies and also impetigo [100], [102]. MDA of ivermectin (1 dose) combined with albendazole (1 dose) demonstrated the reduction of scabies prevalence in a non-island setting (the analysis for malaria control was not finalized) [184].



10. [bookmark: 10._Follow-up][bookmark: _bookmark11]Follow-up
A follow-up visit 4 weeks after completion of treatment (two scabicide doses at 7 day apart) is recommended for a test of cure by clinical examination performed by a dermatologist {+++0/W} [87].
Dermoscopy and microscopic examination can be also performed [185] if resistance to treatment or relapsing is considered but are difficult to be executed on recovered skin [53].



11. [bookmark: 11._Partner_management][bookmark: _bookmark12]Partner management

Partners should have the same treatment as the index case. Patients should be advised to avoid close contact until they and their sexual partners have completed treatment {++00/W} [1].

Infestation in children is usually associated with close, non-sexual contact, rather than related to sexual abuse.

For classical scabies assessment and preventive treatment are recommended for all close primary contacts (sexual partners, household or institutional close contacts) over the past 2 months {++00/W} [186], [187]. For secondary contacts follow-up is advised [55]. For crusted scabies, all primary contacts should be treated and for secondary contacts, treatment should be considered [55]. Tertiary contacts should be evaluated as well in case of persistent epidemics in institutional settings.


12. [bookmark: 12._Prevention/health_promotion][bookmark: _bookmark13]Prevention/health promotion
To reduce the risk of scabies it is recommended to limit the number of sexual partners and observe strict personal hygiene when living in crowded spaces (e.g. no sharing of underwear, clothing, bedding and towels and avoidance of skin-to-skin contact). Sexual transmission is not prevented by condom use as it is transmitted by a skin-to-skin contact. No additional preventive measures have been shown to be effective {++++/S} [188].



13. [bookmark: 13._Costs][bookmark: _bookmark14]Costs
Scabies imposes a substantial economic burden across settings. In many low- and middle‑income countries the impact combines direct costs — medical consultations, diagnostic procedures, and pharmacological treatment — with indirect costs such as lost productivity, caregiver time, and extended morbidity from secondary bacterial skin and soft‑tissue infections. Rising reports of treatment failure and recurrent infestations further increase costs by driving repeated courses of scabicides, extra clinic visits, and longer periods of illness at both the household and health‑system level [6], [26], [28].
Data from high‑prevalence areas illustrate the magnitude of these expenses. A two‑dose ivermectin regimen can cost as little as €4.19 (US$4.88) per person, making mass treatment relatively inexpensive on a per‑person basis. However, routine healthcare encounters are more costly: primary care visits average €15.21 (US$17.70) per case, while hospital admissions for scabies‑related skin and soft‑tissue infections average €377.29 (US$439) per case, substantially raising aggregate expenditure [189], [190].
At the population level the financial toll can be large: annual healthcare costs attributable to scabies and associated bacterial complications in Fiji have been estimated at roughly €2,578,000 (≈US$3 million), representing a meaningful share of national health spending and highlighting the potential value of prevention and control measures [189], [190]. At the severe end of the spectrum, management of crusted scabies is particularly resource‑intensive; expected healthcare costs per patient may exceed €21,292 (AUD 35,000), with most costs incurred by hospital care because of prolonged admissions, intensive nursing needs, and repeated treatments [56].
These figures underscore that even when individual drug costs are low, the broader economic consequences of scabies — driven by healthcare use, complications, and treatment failures — can be substantial. Cost‑effective control strategies that reduce transmission, prevent secondary infections, and limit repeat treatment episodes are therefore likely to yield both health and economic benefits [6], [26], [28], [56], [189], [190].

[bookmark: 14._Auditable_outcome_measures][bookmark: _bookmark15]
14. Auditable outcome measures
All patients with suspected or confirmed scabies should receive an appropriate diagnosis code for audit purposes: target 95% [4].
Patients with diagnosed scabies should be invited for a follow-up visit: target 100%.
Suspected cases of scabies should be treated with a recommended regimen: target 95% [1].
Suspected cases of scabies should have access to free information (printed and/or recorded) about the disease and its management (correct application of treatment, hygiene measures, contacts treatment): target 95%.
Testing for other STIs when scabies is suspected to have been sexually transmitted should be performed: target 95% [4].

15. Multidisciplinarity in scabies
Scabies diagnosis, treatment, and follow‑up require the intervention of a dermato-venereologist (continental Europe) / dermatologist and GUM specialists (United Kingdom, Ireland, Cyprus, and Malta). In selected cases a coordinated input is needed from multiple specialties, reflecting regional practice, severity of disease’s manifestations and special population affected. Infectious disease physicians are frequently involved, particularly when HIV co‑infection is present.
· Obstetrics-gynecology: involved in the assessment and management of pregnant woman with scabies.
· Paediatrics, neonatology: involved in the assessment and management of neonates, infants and children with scabies.
· Internal medicine, neurology, psychiatry, geriatric medicine: collaborates in cases of severe scabies with systemic complications or intense pruritus.
· Epidemiology: involved in the contention of scabies and severe scabies out-breaks.
Effective management relies on well-defined referral pathways, prompt interdisciplinary communication, and unified protocols for diagnosis, treatment, and long-term surveillance to improve patient outcomes.
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16. [bookmark: 16._Appendices][bookmark: _bookmark17]Appendices
· Composition of editorial board available at: PENDING

· List of contributing organisations available at: PENDING

· Protocole of Production and Tables of levels of evidence and grading of recommendations available at: PENDING

Terminology and interpretation for the strength of recommendation are in concordance with EuroGuiDerm Guideline and Consensus Statement Development Manual Version 1.3, February 2020 and GRADE methodology [1], [2], [3], [4]. Recommendation development process used a modified Delphi technique.

-The Guideline is available on the Journal webpage at: PENDING

· New versions with punctual up-dates will be available at: PENDING

· A new edition of the guideline is expected in 2030.


Statement on declarations of interest: PENDING
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Resources

· PubMed (http://www.ncbi.nlm.nih.gov/pubmed)
· Biomedical Reference Collection (via EBSCO Host - http://web.ebscohost.com/ehost/)
· Medline (via EBSCO Host - http://web.ebscohost.com/ehost/)
· Cochrane Collaboration Databases (www.cochrane.org).
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Searches were performed in January 2025 – June 2026.
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