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Section ONE: Management of Head Lice 
Introduction 
Human head lice (���������	
�����	
�������) are external parasites of man. 
They have an obligatory blood-feeding 
habit, which requires them to feed on 
their host’s blood several times a day. 
They are normally found on the scalp, 
but have also been known to occur on 
the eyebrows.  
 

The adult head louse is grey/brown in 
colour, about 1-3mm long, has six 
legs, and hook-like claws that grasp 
the strand of hair tightly, making it 
difficult to dislodge. 
 

The adult louse lives for approximately 
1 month. Throughout this time the 
female louse lays five or six eggs at 
the base of the hair shaft each night. 
The eggs are firmly attached to the 
hair and are not washed off by regular 
shampooing. Eggs hatch after 6-9 
days leaving the egg case attached to 
the hair shaft (known as a “nit”). The 
young lice (nymphs) take 9-12 days to 
become adults. In a typical infection, 
10-30 lice inhabit the head.1,2 
 

Although many people are distressed 
at having head lice, it is worth 
remembering that head lice infection is 
a minor irritation. Head lice infection 
can be unpleasant but rarely causes 
physical problems and head lice are 
not known to be vectors for other 
infectious diseases. 
 

The term infection is preferred to 
infestation because of the unpleasant 
image associated with infestation.3 
 

Who gets head lice? 
Head lice can affect all ages but 
infection is most common in children 
between the ages of 4 and 11 years. 
Head lice have no preference for hair 
type and can infect short, long, clean, 
or dirty hair. Generally, it is more 
common in girls than boys1 (probably 
because girls are more likely to have 
close contact during play - not 
because they have longer hair) and in 
those from urban rather than rural 
areas.1 Head lice can occur at any 

time of the year and do not show any 
seasonal variation. 
 

How are head lice passed from 
person to person? 
Infection is spread from one person to 
another only by relatively prolonged 
head to head contact. It has been 
estimated that it takes at least 30 
seconds for lice to move from one 
head to another,4 therefore fleeting 
contact will be insufficient for lice to be 
transferred between heads. 
 

The role of the community 
pharmacist 
Most parents will diagnose head lice 
themselves or be concerned that their 
child has head lice because of a recent 
outbreak at school. An important role 
for the pharmacist is to confirm 
self-diagnosis, dispel myths about 
head lice infection and stop 
inappropriate supply of products. 
 

Effective treatments for head lice 
infections are available, but treatment 
failure may occur if products are not 
used correctly. It is therefore 
important for the pharmacist to 
explain clearly how products should 
be used. 
 

The pharmacist has a valuable role in 
explaining how to check a child’s hair 
for lice and in discouraging 
prophylactic use of insecticides. 
Parents are often embarrassed to seek 
advice so pharmacists can reassure 
parents that the condition is common 
and does not in any way indicate a 
lack of hygiene.  
 

Features of head lice infection: 
 

Patients or parents may present 
having found a live louse, or with 
scalp itching.  
 

Live lice can be found anywhere on 
the scalp and are about the size of a 
sesame seed. Hatched lice live close 
to the scalp unless approaching death 
(after about 20 days), or if the host 
sweats (sweat drives them further out 
on the hair to avoid moisture). Nits 
(empty egg shells) are about the size 

of a pinhead. They are usually found 
above the ears and around the 
hairline. The presence of nits alone 
does not indicate active infection.5 
 

Itching is caused due to an allergic 
response of the scalp to the saliva of 
the lice and can take up to three 
months to develop.5,6 However, many 
people with head lice are 
asymptomatic,5 the lice and nits only 
being detected by careful, regular 
examination of the scalp.1 
 

As well as itch, other symptoms can be 
associated with head lice infection. 
(See complications below). Head lice 
are one of the commonest causes of 
impetigo of the scalp.7 
 

What are the possible 
complications of head lice 
infection? 
Complications include:5,8 
� Excoriation and skin infection caused 
by scratching (rare), 
� Loss of sleep caused by continuous 
itching – rarely a clinical problem, 
� Pruritic rash on the back of the neck 
and behind the ears, caused by an 
allergic reaction to louse faeces, 
� Anxiety, distress, and stigma in 
people who do not understand that the 
condition is benign and does not 
indicate lack of hygiene or adverse 
social circumstances.  
 

Alternative diagnoses to 
consider: 
 

Dandruff can cause irritation and 
itching of the scalp. However, the 
scalp should be dry and flaky. Skin 
debris may also be visible on the 
clothing. 
 

Typically, seborrhoeic dermatitis will 
affect areas other than the scalp, most 
notably the face and nappy area. If 
only scalp involvement is present then 
the person might complain of severe 
and persistent dandruff. In infants, 
seborrhoeic dermatitis presents as 
large yellow scales and crusts of the 
scalp (cradle cap). 

In This Issue: 
 Page 
Management of Head Lice 1 
  
Management of Threadworms 5 
  

 

� Successful completion of the assessment questions at the end of 
this issue will provide you with 2 hours towards your CPD/CME 
requirements. 
 

� Further copies of this and any other edition in the COMPASS 
Therapeutic Notes series along with relevant assessment questions 
can be found at: 
http://www.centralservicesagency.com/display/compass 
 

� You can complete your multiple choice assessment questions  
on-line at www.medicinesni.com 
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Diagnosing head lice: 
 

The first challenge in effectively 
managing head lice infection is 
obtaining a correct diagnosis. 
 

How do I know a person has head 
lice? 
A live louse must be found to confirm 
head lice infection. Louse specimens 
found by a parent at home can be 
attached to sticky tape and brought to 
the consultation to aid identification. 
Detection combing should be used 
to identify lice. See Box ONE for 
information on how to carry out 
detection combing. 
 

Observing live lice is the gold 
standard of diagnosis. Nits may be 
easier to spot because they are 
stationary and are generally laid within 
1cm of the scalp. The nape of the 
neck and behind the ears  good 
places to look for nits. 
 

Who else should be checked?  
Contact tracing of family and friends 
who may have had close head-to-
head contact is vital to prevent 
reinfection. Detection combing should 
be carried out on all close contacts. 
Patients or parents should contact 
anyone who has had head-to-head 
contact with an infected person within 
the previous month and advise them 
to examine their hair for live lice.9 
 
Suspected head lice infection – 
the questions to ask: 
 

What age is the person? 
Establishing whether the person is a 
baby, child or adult will influence the 
choice of treatment and whether 
referral is necessary. 
 

Have live lice been seen? 
The presence of live lice is 
diagnostic. Finding empty eggshells 
(“nits”) is not necessarily evidence of 
current infection unless live lice are 
also found. This is a common 
misconception held by the general 
public and the pharmacist must 
ensure that parents seeking treatment 
have observed live lice.  

 

What other signs of infection is the 
person showing? 
Itching may be reported but is not 
exclusively associated with head lice. 
Inspection of the scalp should be 
made to check for signs of dandruff, 
psoriasis or seborrhoeic dermatitis. 
 

Has the person had a recent head 
lice infection? 
The pharmacist should establish 
whether the child has been infected 
before. In particular, it is important to 
know whether there has been a recent 
infection, as reinfection may have 
occurred from other family members if 
the whole family was not treated. 
 

While it is possible that treatment 
failure may occur, this is unlikely if a 
recommended product has been used 
correctly (see later). Careful 
questioning will be needed to 
determine whether treatment failure 
has occurred. The identity of any 
previous treatment used and its 
method of use should be elicited. 
 
Head lice – other points: 
 

Should children with head lice be 
kept away from school? 
A child with head lice will generally 
have had them for several weeks 
before diagnosis, and keeping the 
child away from school is unlikely to 
affect transmission rates. 
 

Do clothes and bedding need to be 
washed to prevent re-infection? 
Transmission of head lice requires 
close head-to-head contact (lice 
cannot jump, fly or swim).10 There is 
no need to wash clothing or bedding 
that has been in contact with lice; 
head lice that fall off the head or 
clamber onto hats or pillows are likely 
to die quite soon because they need a 
host for warmth and to feed.10,11 
 
Managing head lice: 
 

Who should be treated? 
Different treatment approaches have 
been advocated. One approach is to 
treat only those with live lice present, 
whereas another approach is to treat 
all close contacts, usually family 
members. In an ideal situation only 
someone with live lice would be 
treated and all close contacts would 
check regularly for lice. This requires 
high levels of motivation. A more 
pragmatic approach is to treat all 

family members if the pharmacist 
thinks that the above regimen would 
not be followed. 
 

How should head lice infection be 
managed in pregnant women? 
Pregnant women with head lice 
should be advised to use dimeticone 
or to wet-comb. If an insecticide is 
necessary, the National Teratology 
Information Service currently 
recommends malathion for the 
treatment of head lice during 
pregnancy because it is poorly 
absorbed following topical 
administration and is rapidly 
metabolised by the body.12 
 

How should head lice be treated? 
The following treatment strategies can 
be considered: 

� Insecticides, or 
� Dimeticone, or 
� Wet combing. 

For any of these strategies to be 
successful, it must be used correctly, 
and all contacts with live lice must be 
treated simultaneously. 
 

Insecticides 
 

Having established that infection is 
present, the pharmacist can go on to 
recommend an appropriate treatment.  
Insecticides are the mainstay of lice 
eradication. Malathion and 
phenothrin are on the Minor Ailments 
formulary (See Table ONE). Both 
products can be used on children 
older than six months via the Minor 
Ailments Service in Northern Ireland. 
 

Malathion is an organophosphate 
insecticide and phenothrin is a 
pyrethroid insecticide.1 Malathion 
binds to and inhibits 
acetylcholinesterase, causing 

 

Box ONE: How to perform wet combing or detection combing 
 

Wet combing can be used to identify and remove live lice. It is a more effective 
method of lice detection than simple scalp inspection and is carried out as 
follows: 
 

1. Wash the hair in the normal way with ordinary shampoo. Rinse out the 
shampoo and put on lots of ordinary hair conditioner. Comb the hair with a 
normal comb to get rid of tangles. When the hair is untangled, switch to a 
detection comb. This is a special fine-toothed comb that you can buy at 
pharmacies or as part of a Bug Buster kit. 
 

2. Slot the teeth of the detection comb/Bug Buster comb into the hair at the 
roots so that it is touching the scalp. Draw it through to the tips of the hair. 
Repeat this in all directions until you have combed all the hair. Check the comb 
for lice after each stroke. If you see any lice, clean the comb by wiping it on a 
tissue or rinse it before the next stroke. Comb over a white surface such as 
white paper. This is so that any lice that are flicked out by the comb are easy to 
see. The hair at the nape of the neck and behind the ears should be thoroughly 
checked. These areas are preferred by lice. 
 

3. After the whole head has been combed, rinse out the hair conditioner. While 
the hair is still wet, use an ordinary comb to get rid of tangles. Repeat the 
combing (with a detection or Bug Buster comb) in the rinsed hair to check for 
any lice that you might have missed. 
 

Checks for infection should be carried out about once a week, and perhaps 
more often when infection is known to have occurred in other children at school 
or playgroup. 
 

are
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paralysis and death of the louse. 
Phenothrin binds to sodium channels 
of the peripheral nerves resulting in 
repetitive firing of louse synapses and, 
therefore paralysis and death. 
 

Cure (eradication) rates reported in 
clinical studies of two applications are 
around 78% for malathion13 and 75% 
for phenothrin.14 
 

Which formulation of insecticide 
should be used? 
There are two issues to consider 
when choosing a formulation: 
1. The concentration of insecticide 
that will be in contact with the scalp, 
2. The length of time the insecticide 
will be in contact with the scalp. 
 

Lotions are the preferred treatment for 
head lice. A lotion is applied to the 
scalp and the hair left to dry. The 
insecticide is therefore in contact with 
the hair for a long period of time and 
at high concentration. By contrast, a 
cream rinse or shampoo is diluted with 
water, so the concentration of the 
insecticide is lower. After shampooing, 
the hair is rinsed so that the 
insecticide is in contact with the scalp 
for only a short time. Because several 
applications of shampoo are needed, 
compliance may not be achieved and 
treatment failure can result. A cream 
rinse is left on for 10 minutes and 
foam (mousse) for 30 minutes before 
shampooing off, so the contact time is 
short. 
 

Which is preferable, an alcoholic or 
aqueous lotion? 
It has often been assumed that 
alcohol-based formulations are more 
effective than aqueous formulations 
but there is no evidence to support 
this. Alcohol-based formulations are 
generally useful but are not suitable 
for everyone because they can cause 
two types of problem: 
1. Alcohol can cause stinging when 
applied to scalps with broken skin as a 
result of scratching. Babies and 
anyone with eczema affecting the 
scalp may also experience stinging. 
 

2. In someone with asthma, it is 
thought that alcohol-based lotions are 
best avoided, as the evaporating 
alcohol might irritate the lungs and 
cause wheezing, perhaps even 

precipitating an attack of asthma. 
Such reactions are likely to be 
extremely rare, but caution is still 
advised. Aqueous lotions are 
preferred for these people and also for 
small children, to avoid alcoholic 
fumes. 
 

How should someone be advised to 
apply malathion or phenothrin 
lotions? 
The liquid should be sprinkled into dry 
hair and rubbed gently until the hair 
and scalp are soaked. Care should be 
taken to ensure that the scalp is 
thoroughly covered. The most 
effective method of application is to 
sequentially part sections of the hair 
and then apply a few drops of the 
treatment, spreading it along the 
parting into the surrounding scalp and 
along the hair. 
 

Approximately 50 to 55mls of lotion 
should be sufficient for one 
application, although people with very 
thick or long hair may need more. A 
towel or cloth can be placed over the 
eyes and face to protect them from 
the lotion. 
 

When applying the product, particular 
attention should be paid to the areas 
at the nape of the neck and behind the 
ears, where lice are often found. The 
hair should be left to dry naturally in a 
warm but well ventilated room. Hair 
driers or other heat sources should 

not be used. 
 

The minimum recommended contact 
time with the hair may vary for each 
product. See Table TWO  
 

Insecticides kill adult lice but do not 
reliably kill ova. To kill the newly 
hatched nymphs, a repeat application 
seven days after the initial treatment 
should be recommended.15  
 
 

Note: This method of using the 
insecticide a second time, 7 days after 
the first application may differ from the 
instructions in the product packaging. 
(See Table TWO) It is important that 
the pharmacist ensures that the 
patient/parent understands how to use 
the product appropriately. 
 

 

Have insecticides been associated 
with treatment failure? 
Patients and/or parents should be 
encouraged to examine the head with 
a detection comb two or three days 
after the final application of insecticide 
to check treatment success. Only if 
live lice are present should 
treatment be considered to have 
failed. Parents sometimes think that 
treatment has failed because nits can 
still be seen in the hair. It is therefore 
important for the pharmacist to explain 
that the empty shells are firmly 
attached to the hair shaft and will not 
be removed by lotion or shampoo 
used in treatment. People need to be 

 

Table TWO: Application of head lice treatments – instructions from the 
Summary of Product Characteristics 

 

Agent Formulation 
Recommended length of 
application from product 
licence. 

Licensed for 
repeated 
treatment after 7 
days? 

Dimeticone Cutaneous 
solution (Hedrin®) 

Leave on for a minimum of 
8 hours. Can be left on 
overnight. 

Yes 

Aqueous-based 
(Derbac-M®) 

Leave on for 12 hours or 
overnight. Yes 

Malathion Alcohol-based 
(Prioderm®) 

Leave on for a minimum of 
2 hours but a further 8-10 
hours is recommended. 

Yes 

Aqueous-based 
(Full Marks® 
Liquid) 

Leave on for 12 hours or 
overnight. 

Phenothrin Alcohol-based 
(Full Marks®  
Lotion) 

The hair may be washed 
with a standard shampoo 2 
hours after application. 

Should not be used 
more than once a 
week for more than 
three consecutive 
weeks. 

 

Table ONE: Agents on the Minor Ailments formulary for the treatment of head lice infection – suitable age groups, 
cautions and contraindications15 

 

Agent Suitable age 
groups Cautions Contraindications 

Malathion 

Phenothrin 

 

Avoid contact with the eyes. 
 

When using alcohol-based products keep away 
from exposed flames during application and when 
the hair is wet. Alcohol-based products may 
cause a stinging sensation on people with 
sensitive skin or wheezing in those with asthma. 
 

Broken or secondarily infected skin. 
 

Do not use more than once a week for 
3 consecutive weeks. 

Dimeticone 

 

 
Anyone over the 
age of 6 months. 
(Medical supervision 
is required for those 
aged under 6 
months). 
 
 

Avoid contact with the eyes. Broken or secondarily infected skin. 



COMPASS Therapeutic Notes Supporting the Community Pharmacy Minor Ailments Service � Part Three � Head Lice and Threadworms � April 2009 4

reassured that the presence of empty 
eggshells does not mean treatment 
failure. A fine-toothed comb can be 
used to remove the nits. 
 

The reason for any treatment failure 
should be investigated. More common 
reasons for failing to clear head lice 
include: 
� Initial misdiagnosis 
� Inadequate or incorrect application 
of treatment 
� Reinfection 
� Use of an ineffective insecticide 
formulation (e.g. shampoo) 
 

The most likely cause of treatment 
failure is emerging lice that have not 
been killed by the initial application. 
Resistance to the insecticide is 
responsible for a minority of cases of 
treatment failure. 
 
How big is the problem of 
resistance to insecticides? 
Genuine insecticide resistance is 
present where both young and adult 
live lice are seen 24 hours after 
insecticide use. 
 

In the UK, evidence of developing 
resistance to insecticides is well 
recognised.16,17 Until recently, most 
health authorities advocated a 
rotational policy on a biannual or 
triennial basis. This approach was 
abandoned as insecticides became 
more readily available and rotation 
unenforceable. The current 
recommendation is a mosaic model 
where the same product is used for a 
course of treatment (two applications, 
seven days apart). If this fails, another 
product from a different class should 
be tried. 
 
Are there any safety concerns with 
insecticides? 
Concerns have been raised in the 
past that topical insecticides (such as 
malathion and phenothrin) could 
potentially cause serious systemic 
adverse effects. However, the CSM 
has concluded that there is no 
evidence to suggest that this is the 
case.18 
 
Dimeticone (Hedrin®) lotion 
 

Hedrin® contains two ingredients, 
dimeticone and cyclomethicone. Both 
ingredients are silicones.19 
 

How does Hedrin® lotion work? 
Cyclomethicone acts as a carrier and 
evaporates leaving the dimeticone 
coating the louse. It is thought that 
louse die by reverse osmotic effects 
resulting from disruption of their ability 
to manage internal water.20 

 
Is there any evidence of resistance 
developing to dimeticone? 
There is no evidence that lice can 
become resistant to dimeticone, which 
is in keeping with its physical rather 
than chemical mode of action. 
 
How should dimeticone be used? 
Dimeticone lotion is applied to dry hair 
(from roots to tips) and the scalp. It is 
left to dry by evaporation, without the 
use of hairdryers or artificial heat, and 
washed off after a minimum of eight 
hours. It is important that both the 
scalp and all the hair are saturated 
with the product, including the full 
length of long hair. The manufacturer 
recommends two applications of 
treatment, seven days apart, in order 
to kill lice emerging from eggs, which 
might not be killed by the first 
application.21 
 
Does dimeticone have any adverse 
effects? 
Dimeticone is generally well tolerated. 
Minor adverse effects include an itchy, 
flaky scalp and dripping/irritation 
around the eyes.21  
 
Bug Busting 
 

Wet combing with hair conditioner was 
first developed as a method of 
detecting head lice and was 
subsequently advocated as a means 
of treatment (“Bug Busting”) by the UK 
charity Community Hygiene 
Concern.22 
 

“Bug Busting” aims at systematic 
removal of live lice by combing the 
hair and physically removing any lice 
found. Some parents may prefer to 
use non-insecticide treatment and 
may choose this method, which 
requires a high degree of 
commitment. The hair is combed for 
about 30 minutes every 3-4 days for a 
minimum of two weeks. This removes 

all the lice as they hatch and ensures 
that none reach maturity and lay the 
next generation of eggs. Wet-combing 
sessions should be continued every 3-
4 days until no lice have been seen for 
three consecutive sessions.11 
 
Is Bug Busting an effective strategy 
to treat head lice? 
Because of the emerging problem of 
resistance of head lice to insecticides, 
attention has focused on non-drug 
treatment options. The Bug Busting 
method has received much attention 
although evidence of its effectiveness 
is limited. (See later) 
 
Head lice treatment – the 
evidence: 
 
Is there any good evidence for head 
lice treatments? 
The published literature relating to the 
treatment of head lice includes a 
reasonable number of clinical trials. 
However, the majority of these trials 
are of poor methodological quality.23 
 

There is insufficient evidence to 
determine if Bug Busting is superior to 
using insecticides.10,24 However, the 
current pragmatic approach of using 
two applications of insecticide 7 days 
apart has been compared to wet 
combing in one RCT in the UK.13 It 
found malathion to be twice as 
effective as wet combing at 
eradicating head lice. However, 
neither treatment was 100% effective: 
the over all cure rate was 38% for 
“Bug Busting” and 78% for malathion. 
 

Dimeticone has been compared with 
aqueous phenothrin lotion. The 
efficacy of the two products was found 
to be similar.14 Dimeticone lotion has 
been suggested to be more effective 
than malathion liquid.25 
 

 
Summary – Head lice treatment in the Minor Ailments Service 

 

� Head lice infection is a minor irritation – it rarely causes physical 
problems and head lice are not know to be vectors for infectious diseases. 
 

� Head lice can affect all ages but infection is most common in children 
between the ages of 4 and 11 years. Head lice have no preference for hair 
type and can infect short, long, clean, or dirty hair. Generally, it is more 
common in girls than boys. 
 

� Infection is spread from one person to another only by relatively 
prolonged head-to-head contact. 
 

� A live louse must be found to confirm head lice infection. Itching may 
be reported but is not exclusively associated with head lice. 
 

� Malathion, phenothrin and dimeticone are on the Minor Ailments 
formulary. Bug Busting is also recommended. 
 

� In order to avoid treatment failure the instructions for application of the 
product should be strictly adhered to. 
 

� Alcohol-based lotions are best avoided in children and in anyone with 
asthma or scalp eczema. 
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Section TWO: Management of Threadworms 
Introduction 
 

Threadworm (Enterobius vermicularis) 
is the most common worm infection in 
the UK. Threadworms are a cause of 
inconvenience and embarrassment, 
rather than morbidity. However, a 
social stigma surrounds the diagnosis 
of threadworms, with many people 
believing that infection implies a lack 
of hygiene. This belief is unfounded 
and infection occurs in all social 
strata. The person might benefit from 
reassurance from the pharmacist, 
explaining that the condition is very 
common and is nothing to be 
ashamed or embarrassed about; 
infection does not indicate a lack of 
care or attention. 
 

How are threadworms transmitted? 
Eggs are transmitted to the human 
host primarily by the faecal-oral route 
but also by retroinfection or contact 
with contaminated objects.  
 

Adult female worms lay ova on the 
perianal skin which causes pruritus; 
scratching the area then leads to ova 
being transmitted on fingers to the 
mouth, often via food eaten with 
unwashed hands.26 
 

Occasionally retroinfection occurs 
where the eggs hatch on the mucosa 
and the larvae migrate back up the 
rectum into the sigmoid colon.27 
 

Threadworm eggs are highly resistant 
to environmental factors and can 
easily be transferred to clothing, bed 
linen and inanimate objects (e.g. 
toys). 
 

Once in the gastrointestinal tract, the 
eggs are exposed to duodenal fluid 
which breaks them down and releases 
larvae, which migrate into the small 
and large intestines. After mating, the 
female threadworm migrates to the 
anus, usually at night, where eggs are 
laid on the perianal skin folds, after 
which the female dies. Once laid, the 
eggs are infective almost immediately. 
Transmission back into the gut can 
then take place again via one of three 
mechanisms outlined above and so 
the cycle is perpetuated. 
 

What is the role of the community 
pharmacist in the management of 
threadworm infection? 
The community pharmacist can advise 
about hygiene measures and drug 
treatments used to manage 
threadworm infection. In addition, the 
community pharmacist can give 
advice about preventing recurrence. 
 
 
 
 
 

Features of threadworm 
infection: 
 

Usually the first sign that parents 
notice is the child scratching his or her 
bottom. Perianal itching, often worse 
at night, is a classic symptom of 
threadworm infection and is caused by 
an allergic reaction to the substances 
in and surrounding the worm’s eggs, 
which are laid around the anus. 
Sensitisation takes a while to develop 
so in someone infected for the first 
time itching will not necessarily occur. 
 

What do threadworms look like? 
The worms themselves can be easily 
seen in the faeces as white or cream-
coloured threadlike objects, about 
10mm in length and less than 0.5mm 
in width. Males are smaller than 
females. The worms can survive 
outside the body for a short time and 
hence may be seen to be moving. 
Sometimes the worms can be seen 
protruding from the anus. 
 
Alternative diagnoses to 
consider: 
 

Itching, without the confirmatory 
sighting of threadworms may be due 
to other causes, such as: 
 

1. Other worm infections such as 
roundworm and tapeworm infections 
are encountered occasionally. 
However, these infections are usually 
contracted by adults when visiting 
poor and developing countries. 
 

2. Occasionally, an allergic or irritant 
dermatitis can cause perianal itching 
especially in adults. If there is no 
recent family history of threadworm 
infection or there is no visible sign of 
threadworms on the faeces then 
dermatitis is possible. 
 

3. In some people, scabies or fungal 
infection may produce perianal itch. 
 
Suspected threadworm 
infection – the questions to ask: 
 

What age is the person? 
Establishing whether the person is a 
baby, child or adult will influence the 
choice of treatment and whether 
referral is necessary. 
 

Have threadworms been seen? 
Threadworms may be seen at night 
around the child’s anus, or 
occasionally in the child’s faeces. 
 

What other signs of infection is the 
person showing? 
A child with night-time perianal itching 
is the classic presentation of 
threadworm infection. Persistent 
scratching may lead to secondary 
bacterial infection. The parent should 
be asked if the perianal skin is broken 

or weeping. If the perianal skin is 
broken and there are signs of 
weeping, referral to the GP for 
assessment would be advisable. 
 

Loss of sleep due to itching may lead 
to tiredness and irritability during the 
day. 
 

In severe cases of infection, diarrhoea 
may be present and, in girls, vaginal 
itch.  
 

Do children with threadworms need 
to be kept off school? 
It is not necessary to exclude children 
with threadworms from school.28 This 
is because the risk of transmission in 
schools is relatively low (less than 
10%).27 
 
Management of threadworm 
infection: 
 

When recommending treatment for 
threadworms, it is important that the 
pharmacist emphasise that the 
management of threadworms has a 
two-fold approach: Firstly, strict 
hygiene measures should be 
employed and secondly, an 
anthelmintic agent can be 
recommended. 
 

1. Hygiene Measures 
 

Why are strict hygiene measures 
important? 
Anthelmintics are effective in 
threadworm infections, but their use 
needs to be combined with hygiene 
measures to break the cycle of 
autoinfection. Adult threadworms do 

 

Which people with threadworm 
infection should be referred to their 
GP? 
� Children under the age of one year 
cannot be managed under the Minor 
Ailments Service for threadworms. 
 

� Children under the age of two 
years with epilepsy and/or kidney 
disease cannot be managed under 
the Minor Ailments Service for 
threadworms. 
 

� Anyone demonstrating medication 
failure needs to be referred to their 
GP. 
 

� Anyone with secondary infection of 
the perianal skin due to scratching 
needs to be referred to their GP. 
 

� Anyone with a suspected worm 
infection who reports recent travel 
abroad needs to be referred to their 
GP. 
 

� Pregnant or breastfeeding women 
with threadworms should not be 
treated through the Minor Ailments 
service. 
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not live longer than six weeks and for 
development of fresh worms, ova 
must be swallowed and exposed to 
the action of digestive juices in the 
upper intestinal tract. 
 

It is important to continue hygiene 
measures for at least two weeks 
following drug treatment (see Table 
THREE). Drug treatment has no effect 
on threadworm eggs, which may 
remain viable for up to two weeks. To 
avoid reinfection it is essential to clear 
the living environment of viable worm 
eggs on the day that drug treatment is 
started. An initial comprehensive 
cleaning session in bedrooms and 
bathrooms followed by continued 
routine good hygiene would seem a 
sensible approach.27 
 

Can hygiene measures alone 
successfully manage threadworm 
infection? 
Threadworm infection can be treated 
solely by meticulous attention to 
hygiene measures for six weeks. The 
worms in the intestine will die within 
this time, and if no eggs are 
swallowed, no new worms will replace 
them. Hygiene measures alone may 
be considered when drug treatment is 
not wanted or is not recommended 
(e.g. during pregnancy). 
 

2. Anthelmintics 
 

Mebendazole tablets and 
suspension and piperazine sachets 
are available on the Northern Ireland 
Minor Ailments formulary for the 
treatment of threadworm infection. 
 

Who should receive drug 

treatment? 
All family members should be 
treated at the same time, even if only 
one has been shown to have 
threadworms.15 The risk of 
transmission in families is as high as 
75%, and asymptomatic infection is 
common.31 
 

How does mebendazole work? 
Mebendazole acts by inhibiting the 
uptake of glucose by the worms, 
causing immobilisation and death 
within a few days.27 
 

How should mebendazole be used? 
A single oral, 100mg dose is 
administered in adults and children 
over the age of two years. (See Table 
FOUR for additional guidance). 
 

There is some debate in the medical 
literature regarding whether a second 
dose of mebendazole should be 
routinely given 14 days after the initial 
dose. The manufacturer recommends 
that the dose can be repeated if re-
infection is suspected.27 
 

Does mebendazole have any 
adverse effects? 
Mebendazole is largely unabsorbed 
and systemic adverse effects are 
minimal. Transient abdominal pain or 
diarrhoea occasionally occurs, 
especially in people with severe 
infection.27 
 

How does piperazine work? 
Piperazine blocks the neurotransmitter 
acetylcholine in the worm, leading to 

 

Table FOUR: Guidance on using mebendazole and piperazine. 
 

Patient Minor Ailments 
Preparation Dose Notes 

Adults and 
children 
over the age 
of 2 years 

Mebendazole 
100milligram 
tablets or 
100milligram/5ml 
suspension 

100milligrams 
orally as a 
single dose. 

 
Tablets may be swallowed whole or chewed. Crush the tablet before 
giving it to a young child. Always supervise a child while they are taking 
this medicine. 
 

It is recommended that a second tablet is taken after two weeks, if 
reinfection is suspected. 
 

Concomitant use of mebendazole and metronidazole should be avoided 
because of a possible association with Stevens-Johnson syndrome. 
 

Concomitant treatment with cimetidine may inhibit the metabolism of 
mebendazole in the liver, resulting in increased plasma concentrations of 
the mebendazole. However, concurrent use need not be avoided. 
 

Mebendazole is largely unabsorbed and systemic adverse effects are 
minimal. 
 

Transient abdominal pain or diarrhoea occasionally occur, especially in 
people with severe infections.26,29 
 

Child aged 1 
to 2 years. * 

Pripsen® sachets 
(each sachet 
contains 4grams 
of piperazine and 
15.3milligrams of 
sennoside)  

One level 5ml 
spoonful in 
the morning. 
Repeat after 
14 days. 

 
Do not repeat the dose schedule within 28 days without seeking medical 
advice.30 
 

Gastrointestinal disturbances including nausea, colic, and diarrhoea are 
the most common adverse effects in people taking piperazine. Neurotoxic 
reactions resulting in convulsions may occur in people with neurological 
or renal abnormalities, and piperazine is contraindicated in people with 
epilepsy, neurological disease, or severe renal or hepatic 
impairment.26,29,30 
 

* Note: Pripsen® sachets are licensed from 3 months of age but the lower age limit of use via the Minor Ailments service is 1 year. 

 

Table THREE: Hygiene measures for eliminating threadworm 
infection (complementary to drug treatment) 

 

Nails should be kept short and clean. This prevents large numbers of eggs 
being transmitted. 
Careful hand washing and nail scrubbing prior to meals, after each visit to the 
toilet, and after changing nappies is essential. This is because hand to mouth 
transfer of eggs is common. Eggs may be transmitted from the fingers while 
eating or preparing food. 
Underwear and nightwear should be changed and washed daily. 
Bed linen should be washed frequently, ideally every day if possible. 
Avoid the use of “communal” towels. 
Close-fitting underwear should be worn underneath night-clothes to prevent 
scratching. 
Bathing or showering each morning will wash away eggs that were laid during 
the previous night. 
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paralysis. In Pripsen®, the addition of 
senna helps to expel the paralysed 
worms from the intestine by its 
laxative effect.27 
 

Does piperazine have any adverse 
effects? 
Gastrointestinal disturbances 
including abdominal pain, nausea, 
vomiting, colic, and diarrhoea are the 
most common adverse effects in 
people taking piperazine.27 
 

How should piperazine (Pripsen®) 
be used? 
Pripsen powder should be stirred into 
a small glass of milk or water and 
drunk immediately.30 It should be 
taken at bedtime by adults and in the 
morning by children.30 See Table 
FOUR for guidance on using 
piperazine. 
 
Threadworm treatments – the 
evidence: 
 

There is a large body of evidence to 
support the effectiveness of 
mebendazole in roundworm 
infections but for other worm 
infections, including threadworm, 
there is less evidence to show 
consistently high cure rates. For 
threadworm, cure rates between 60-
82% for single-dose treatment of 
mebendazole have been reported. 
 

Piperazine appears to have less 
evidence supporting its effectiveness 
than mebendazole. 
 

 
 
 

Reference List 
 

1. Anon.  Management of head louse infection.  
MeReC Bulletin 1999; 10: 17-20. 

2. Speare, R., Canyon, D. V. and Melrose, W.  
Quantification of blood intake of the head 
louse: Pediculus humanus capitis.  
Int.J.Dermatol. 2006; 45: 543-546. 

3. Aston, R, Duggal, H and Smith, J.  Head lice: 
Report for consultants in communicable 
disease control (CCDCs).  The Public Health 
Medicine Environmental Group Executive 
Committee 1998;  

4. Burgess, I. F.  Shampoos for head lice 
treatment - comparative in vitro tests.  
Pharmaceutical Journal 1996; 257: 190. 

5. Ibarra, J. and Hall, D. M.  Head lice in 
schoolchildren.  Arch Dis.Child 1996; 75: 
471-473. 

6. Maunder, J. W.  An update on headlice.  
Health Visit. 1993; 66: 317-318. 

7. Burgess, I. F.  Human lice and their 
management.  Adv.Parasitol. 1995; 36: 271-
342. 

8. Sladden, M. J. and Johnston, G. A.  More 
common skin infections in children.  BMJ 
2005; 330: 1194-1198. 

9. Anon.  Treating head lice and scabies.  
Effectiveness Matters 1999; 4:  

10. Burgess, I. F.  Human lice and their control.  
Annu.Rev.Entomol. 2004; 49: 457-481. 

11. Anon.  Head lice - Prodigy guidance.  Prodigy 
2004;  

12. National Teratology Information Service. Lice 
in pregnancy.  18-8-2006.  
Ref Type: Internet Communication 

13. Roberts, R. J., Casey, D., Morgan, D. A., et 
al.  Comparison of wet combing with 
malathion for treatment of head lice in the 
UK: a pragmatic randomised controlled trial.  
Lancet 2000; 356: 540-544. 

14. Burgess, I. F., Brown, C. M. and Lee, P. N.  
Treatment of head louse infestation with 4% 
dimeticone lotion: randomised controlled 
equivalence trial.  BMJ 2005; 330: 1423. 

15. BMA/RPSGB.  British National Formulary.  
BNF52 2006;  

16. Burgess, I. F., Brown, C. M., Peock, S., et al.  
Head lice resistant to pyrethroid insecticides 
in Britain.  BMJ 1995; 311: 752. 

17. Downs, A. M., Stafford, K. A., Hunt, L. P., et 
al.  Widespread insecticide resistance in 
head lice to the over-the-counter 
pediculocides in England, and the 
emergence of carbaryl resistance.  
Br.J.Dermatol. 2002; 146: 88-93. 

18. CSM/MHRA.  Safety of malathion for the 
treatment of louse and scabies infestation.  
Current Problems in Pharmacovigilance 
2000; 26: 2. 

19. London New Drugs Group.  Hedrin and 
Lyclear Spray Away for the treatment of 
head lice.  APC/DTC Briefing Document 
2007;  

20.  Does dimeticone clear head lice?  Drug 
Ther.Bull. 2007; 45: 52-55. 

21. Thorton and Ross Ltd.  Hedrin 4% cutaneous 
solution.  Summary of Product 
Characteristics 2006;  

22. Hill, N., Moor, G., Cameron, M. M., et al.  
Single blind, randomised, comparative study 
of the Bug Buster kit and over the counter 
pediculicide treatments against head lice in 
the United Kingdom.  BMJ 2005; 331: 384-
387. 

23. Dodd, C. S.  Interventions for treating head 
lice.  Cochrane Database Syst.Rev. 2001; 
CD001165. 

24. Nash, B.  Treating head lice.  BMJ 2003; 326: 
1256-1257. 

25. Burgess, I. F., Lee, P. N. and Matlock, G.  
Randomised, controlled, assessor blind trial 
comparing 4% dimeticone lotion with 0.5% 
malathion liquid for head louse infestation.  
PLoS.ONE. 2007; 2: e1127. 

26. Ibarra, J.  Threadworms: a starting point for 
family hygiene.  Br.J.Community Nurs. 2001; 
6: 414-420. 

27. Prodigy.  Threadworm.  Clinical Knowledge 
Summaries 2007;  

28. Health Protection Agency.  Guidelines on the 
management of communicable diseases in 
schools and nurseries: threadworms.  HPA 
2003 2003;  

29. Nathan, A.  Anthelmintics.  Pharmaceutical 
Journal 1997; 258: 770-771. 

30. Thorton and Ross Ltd.  Pripsen Piperazine 
Phosphate Powder.  Summary of Product 
Characteristics 2004;  

31. Richardson, M., Elliman, D., Maguire, H., et 
al.  Evidence base of incubation periods, 
periods of infectiousness and exclusion 
policies for the control of communicable 
diseases in schools and preschools.  
Pediatr.Infect.Dis.J. 2001; 20: 380-391. 

 
 
 

© Queen’s Printer and Controller of 
HMSO 2009 
 

This material was prepared on behalf 
of the Department of Health, Social 
Services & Public Safety by:  
Lynn Keenan 
Prescribing Information Pharmacist 
COMPASS Unit. 
Pharmaceutical Department 
HSC Business Services Organisation 
2 Franklin Street, Belfast 
BT2 8DQ 
 

You may re-use this material free of charge 
in any format or medium for private 
research / study, or for circulation within an 
organisation, provided that the source is 
appropriately acknowledged. The material 
must be re-used accurately in time and 
context, and must NOT be used for the 
purpose of advertising or promoting a 
particular product or service for personal or 
corporate gain.   
 

Please note that every effort has 
been made to ensure that the 
content of the COMPASS 
Therapeutic Notes is accurate at 
the time of publication. Readers are 
reminded that it is their 
responsibility to keep up-to-date 
with any changes in practice. 
 
 

Any queries on re-use should be 
directed to Lynn Keenan (e-mail: 
keenanl@csa.n-i.nhs.uk, telephone: 
02890 535629) 
 

With thanks to the following for kindly 
reviewing this document: 
 

• Mr J Brogan, Director of 
Pharmaceutical Services, WHSSB and 
Project Lead for community pharmacy 
minor ailments working group. 
 

• Professor GD Johnston, Department 
of Therapeutics & Pharmacology, QUB. 
 

 
The editorial panel for this edition of 
COMPASS Therapeutic Notes:  
 

Ms Kathryn Turner (Head of 
Professional Pharmacy Services, 
HCSBSO). 
 

Dr Bryan Burke (GP) 
 

Ms Joanne McDermott (Senior 
Prescribing Adviser, WHSSB) 
 

Ms Veranne Lynch (Locality Prescribing 
Adviser, EHSSB) 
 

Dr Ursula Mason (GP) 
 

Mr Ciaran Mulligan (Pharmacist) 
 

Dr Thérèse Rafferty (Prescribing 
Information Analyst, HSCBSO). 
 
 

 

Summary – Threadworm 
treatment in the Minor Ailments 

Service 
 

► Threadworms are a cause of 
inconvenience and embarrassment 
rather than morbidity. 
 

► A child with night-time perianal 
itching is the classic presentation of 
threadworm infection. 
 

► When treating for threadworms, it 
is important to emphasise a two-fold 
approach: Firstly, strict hygiene 
measures should be employed and 
secondly, an anthelmintic agent 
can be recommended.  
 

► Mebendazole tablets and 
suspension and piperazine 
sachets are available on the 
Northern Ireland Minor Ailments 
formulary for the treatment of 
threadworm infection. 
 

► All family members should be 
treated at the same time, even if 
only one has been shown to have 
threadworms. 
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1 Head lice infection is more common in:   
 a Children between the ages of 4 and 11 years. T F 
 b   
 c Those from urban rather than rural areas. T F 
 d Those with long hair. T F 
     
2 In the treatment of head lice:   
 a Children with head lice need to be kept off school. T F 
 b Alcohol-based lotions are more effective than aqueous-based lotions. T F 
 c All clothing, bedding, towels etc. need to be thoroughly disinfected.  T F 
 d Alcohol-based lotions are best avoided in anyone with asthma. T F 
     
3 Treatment of head lice infection may fail because:   
 a The product supplied was not used correctly. T F 
 b An inappropriate formulation was chosen. T F 
 c The person has been re-infected. T F 
 d The head lice are resistant to the agent chosen. T F 
    
4 Threadworms:   

 a Are a cause of inconvenience and embarrassment rather than 
morbidity. T F 

 b Are transmitted to the human host primarily by the faecal-oral route. T F 
 c May present as night-time perianal itching in a child. T F 

 d May be seen at night around the child’s anus, or occasionally in the 
child’s faeces. T F 

     
5 Anthelmintics:   

 a Mebendazole is completely absorbed from the GI tract following oral 
administration. T F 

 b Mebendazole has no reported drug interactions. T F 
 c Piperazine is co-administered with senna. T F 

 d Piperazine should be used with caution in people with epilepsy, 
neurological disease, or severe renal or hepatic impairment.  T F 

�

Girls rather than boys. T F


