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Scabies outbreaks have been described in hospital settings, nursing
homes, and long-term care facilities, but to our knowledge an out-
break of scabies in a neonatal intensive care unit (NICU) has not
been reported previously.1–4 We report an outbreak of scabies
in the NICU of a children’s hospital, describe the diagnostic and
treatment challenges in this subset of patients, and highlight the
containment measures implemented to halt transmission.

An outbreak of scabies occurred from April through July 2016
in the 104-bed, level 4 NICU of an academic children’s hospital.
The index patient was a 35-week preterm newborn admitted to
the NICU due to complications of prematurity. On hospital day
54, the infant developed papules and pustules on his right arm.
The rash was initially thought to be contact dermatitis, but the
infant developed additional papules and pustules on the abdomen,
legs and back. Due to the progression of the lesions, dermatology
was consulted. On hospital day 61, skin scrapings revealed the
presence of a mite, confirming the diagnosis of scabies. Failure
to initially consider scabies in the differential diagnosis of the rash
resulted in a 7-day delay in diagnosis, isolation, and treatment. The
infant was placed on contact precautions upon diagnosis and
treated with 5% permethrin lotion.

A contact investigation was performed by the infection pre-
vention department, utilizing the following definitions. A “con-
firmed case” of scabies was defined as identification of mites
by skin scraping and/or clinical examination. A “probable case”
was defined as a person with an epidemiological link to a case and
signs and symptoms consistent with scabies. Healthcare person-
nel (HCP) with skin-to-skin contact or close contact on multiple
occasions to the index patient, and the neonates cared for by these
HCP were considered exposed to scabies. Incubation period was
2–8 weeks. The attack rate was calculated by dividing the number
of confirmed and probable cases by the number of exposed
individuals.

The parents of the index patient were identified as the source.
All exposed HCP and their household contacts underwent
preemptive treatment with 5% permethrin. Of the 139 exposed
neonates, 39 were ≥2 months old and 100 were <2 months old.
All 39 infants ≥2 months old were treated with 5% permethrin.
The 100 exposed infants <2 months old were not treated due to
the lack of safety data for use of 5% permethrin in this age group.
These infants were placed on contact precautions for the
remainder of their 8-week incubation period. The care areas
for the index case and exposed patients were thoroughly cleaned,

and all bed linens and clothing were washed with hot water.
Common family waiting areas were also cleaned. During the
initial contact investigation, none of the identified exposed
HCP, their household contacts, or exposed infants developed
clinical signs of scabies. We later identified 3 secondary cases of
scabies. This included 2 nurses and 1 occupational therapist
who developed scabies 6 weeks after contact with the index case.
They were not identified as exposures during the initial investiga-
tion and had not received prophylaxis. No further cases were
diagnosed during the 6-month follow-up period. This resulted
in an overall attack rate of 2%.

This outbreak highlights the challenges encountered in the
containment of a nosocomial outbreak of scabies in a NICU. In
this outbreak, lack of familiarity with the clinical presentation of
neonatal scabies led to a 7-day delay in diagnosis. Neonatal scabies
typically presents with pustules, vesicles, or papules involving the
face, scalp, palms, and soles. This presentation contrasts with that
in adults, in whom intertriginous papules and burrows are classi-
cally found. The characteristic pruritus may be absent in neonates
contributing to delayed diagnosis and ongoing transmission.5–7

Failure to consider scabies as the cause of a rash has been previ-
ously identified as a factor in the propagation of nosocomial
outbreaks.1–3 Once considered, early and rapid diagnosis can
be achieved by obtaining skin scrapings to identify the mite.8

Therefore, to facilitate prompt diagnosis and prevent spread in
the NICU, the possibility of scabies should be entertained for
any infant, HCP or visitor with an unexplained rash.9

During our investigation, we identified important gaps in our
surveillance process. We found 3 secondary cases of scabies who
had had contact to with the case patient but were not initially
treated because they were missed during the initial investigation.
Also, 1 HCP did not routinely work in the NICU, which hampered
identification or notification of the exposure. Ensuring that all
potential contacts to a case have been identified can be cha-
llenging when HCP rotate to different areas within a unit or when
non–unit-based HCP provide ancillary services. Reviewing medi-
cal records for orders placed to ancillary services may help
accurately identify exposed non–unit-based staff. Additionally,
targeted communication to key personnel, especially those respon-
sible for staffing, can assist in addressing this potential gap in
ascertainment of contacts. This is essential because continued
propagation of an outbreak can place a substantial financial burden
on an institution.10 Although we did not perform a formal cost
analysis in this outbreak, our institution incurred costs related
to environmental cleaning and disinfection, treatment of neonates
and HCP, use of isolation precautions, and hours spent on
institutional control measures.

Author for correspondence: Vini Vijayan, Email: vvijayan@uams.edu
Cite this article: Vijayan V, et al. (2019). Outbreak of scabies in a neonatal intensive care

unit. Infection Control & Hospital Epidemiology, 40: 613–614, https://doi.org/10.1017/
ice.2019.57

© 2019 by The Society for Healthcare Epidemiology of America. All rights reserved.

Infection Control & Hospital Epidemiology 613

https://doi.org/10.1017/ice.2019.57 Published online by Cambridge University Press

mailto:vvijayan@uams.edu
https://doi.org/10.1017/ice.2019.57
https://doi.org/10.1017/ice.2019.57
https://doi.org/10.1017/ice.2019.57


In summary, HCP should familiarize themselves with the
presentation of neonatal scabies and have a low threshold to
evaluate, isolate, and treat neonates with a suspicious rash. Amulti-
faceted approach involving clinicians, hospital administration,
and environmental services is essential in preventing nosocomial
scabies in the NICU setting.
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