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ABSTRACT
Background: Neonatal pediculosis is a problem the magnitude of which has not been estimated; however, it is
regarded as a diagnostic challenge and becomes one of the management challenges for which there are very few
managementoptions in terms of age, gestation, and the potential effects of drug toxicity.
Case report: Here, we report a case of preterm who developed pediculosis capitis in the neonatal intensive care unit
following contact with the mother during kangaroo mother care (KMC). She was successfully treated with a
combination of topical extra virgin coconut and olive oil. Other radical treatments could not be administered due to
cultural barriers.
Conclusion: Furthermore, maternal lice were treated with 1 % permethrin, and the KMC re-initiated. For a successful
outcome, the education of the mother was equally important. The neonate was found to be free of lice on follow-up.
Therefore, it is concluded that in neonatal pediculosis, topical oils are safe alternatives where drug toxicity is a
constraint.
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Introduction
Pediculosis capitis is an infestation of the scalp
by pediculosis capitis (head louse) and is the most
common ectoparasitic infestation among children
in resource-limited countries (1). Despite the
common misconception that this disease is
observed in dirty hair, pediculosiscapitis can
infest any scalp and is seen equally in clean hair
with normal scalp conditions (2). The clinical
features include erythema, pruritus, and
excoriations in the scalpdue to itching.
Complications occur when there is a
superadded secondary bacterial infection where
cervical lymphadenopathy can also be present.
There are three main modalities of treatment
available for pediculosis capitis including (a)
topical pediculicides, (b) wet combing, (c) oral
therapy (3, 4) using the medications, such as
ivermectin, co-trimoxazole, and even albendazole
which have been given toschool children.
Most of the topical medications, including
benzyl alcohol, lindane, permethrin, spinosad, and

occlusive agents have been used in this condition.
The Food and Drug Administration approves
permethrin, topical ivermectin, benzyl alcohol,
and spinosad for the treatment of pediculosis
capitisin children (5); however, none of these
drugsare approved for infants and young children.
The same challenging situation is present when a
preterm neonate in the neonatal intensive care
unit (NICU) developed pediculosis capitis from
her motherand the treatment of this condition
proved to be a diagnostic dilemma.

Case report

We report the case of a preterm female
neonate with a gestational age of 35 weeks
weighing 1.1kg at birth (small for gestational age)
who was delivered by emergency lower segment
caesarean section because of severe intrauterine
growth restriction and oligohydramnios. Though
the neonate cried soon after birth, she developed
respiratory distress due to hyaline membrane
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Figures 1 and 2. Nits and louse in the scalp of the preterm neonate (Pediculosis Capitis)

disease requiring surfactant therapy along with
mechanical ventilation and supportive preterm
care in the NICU. Over the next 3 days, the
neonatewas gradually weaned off the ventilator
support and later extubated. We initiated feeding
with expressed breast milk, and kangaroo mother
care (KMC) was graduallystarted. Over the next
few weeks, the neonate continued to receive KMC
for 6-8 h/day and expressed breast milk through
pallada feeds followed by the supplement
initiation.
On day 25 of life, we were informed by the
nursing staff that the neonate had lice on the
scalpand the louse was seen crawling on the
baby's swaddling sheet. Upon identification of the
head louse, a detaile dexamination of the scalp
was done that showed head lice with nits along
with few areas of erythema (Figures 1 and 2). The
mother was subsequently examined, and she was
found to have pediculosis capitis.
Our dilemma began when we had to plan
treatment for the pediculosis capitis in the
neonate whichhad been transmitted from the
mother by close contact during KMC. The mother’s
pediculosis capitis was treated usingpermethrin
1% topical crème rinse. We reviewed the
literature for the approved drug therapy for
neonatal pediculosis capitis and found almost no
specific studies on itsmanagement. Our case was
even more challenging as this was a preterm
neonate whose skin wasmuch more permeable
than a term neonate; therefore, topical drug
therapy could result in systemic toxicity of the
drug.
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The medications, such as permethrin and
lindane are known to be absorbed through the
skin and can result in neurological side effects;
accordingly, these pediculicides were deferred.
Finally, aconservative approach was adopted
using extra virgin coconut and olive oil application
to the scalp of the neonateand the lice were
manually removed using a fine soft comb over 3
days. The scalp was inspected daily for the next 7
days and she was discharged once the neonate
was found to be free of lice. The mother was
educated about hygiene as well as the care of her
preterm and neonatal scalp care. On the follow-up,
the infant showed adequate weight gain, and the
scalp was found healthy.

Discussion

Neonatal pediculosis in the NICU is an
uncommon clinical scenario that is diagnosed
clinically. The main challenge was not the
diagnosis of the condition but its management.
When the various options in the management
were reviewed, the application of topical
pediculicides, topical oils, occlusive agents, and
other physical therapies were the common
modalities used in the literature. Among the
topical pediculicides, permethrin, ivermectin, and
pyrethrinhave an excellent safety profile in
children; however, no evidence is available in the
literature regarding their safety profile in infants,
especially preterm neonates (6). These drugs have
been known to have neurological toxicity and
organophosphate like toxic effects with systemic
absorption even from skin. This case was a
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preterm neonate whose skin was thin with a
relatively poorly developed stratum corneum
(7).Therefore, this modality of treatment was
deferred and occlusive physical therapies were
reviewed.
Few studies have reported the use of topical
herbal oils (1), such as tea tree and lavender oil
for the treatment of pediculosis capitis in infants
(2). However, their safety has not been
established in preterm infants and the side effects,
including local burning, erythema, allergic
reactions and even hormonal effects has been
reported with their use (8). Newer medications,
such as spinosad also have local effects on burning
and redness (9).
In view of these concerns, a combination of
locally accepted safe oils, such as olive and extra
virgin coconut oil, which are routinely applied
tonew-borns was used for our case. Few other
studies conducted in Israel showed the efficacy of
such herbal oils in the treatment of head lice;
however, this was in school children, and a
combination of coconut, ylang-ylang, and anise oil
was used in this study (6).Isolated manual
extraction using a fine-toothed comb is another
treatment that has been discussed in the
literature; however, in a preterm neonate, the
scalp is very tender; therefore, frequent combing
and manual extraction could result in abrasive
trauma to the scalp and was not performed. Other
treatments (10), such as topicalivermectin, oral
co-trimoxazole, and radical treatments, including
the shaving of scalp was notadministered to this
case owing to the prematurity and local cultural
practices, respectively. For a successful outcome
and to prevent reinfection, treatment of the source
needs to be conducted, and therefore, the mother
was treated as well as educated about scalp
hygiene. Retreatment of the neonate and her
mother was carried out after 7 days to ensure
complete removal of the eggs. The KMC was
continued after the successful treatment of the
mother. It is worth mentioning that the mother
and her neonate were discharged after being free
from the pediculosis. This case is one of the few
cases in the literature explaining the challenges in
the management of pediculosis in a preterm
neonatal scalp. Moreover, this study confirmed a
new therapy of locally available safe oil as a
successful outcome.

Conclusion

Neonatal pediculosis is a simple clinical
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diagnosis; however, it presents a challenge
concerning the management options. Conventional
medication therapy and other physical occlusive
therapies have side effects, especially in infants and
preterm neonates. Therefore, topical treatment
with extra virgin coconut and olive oil, as well as
gentle removalis recommended in the case of
neonatal pediculosis. Mothers have to be screened
for pediculosis of scalp before initiating KMC for
their preterm neonates to avoid infestation. It is
concluded that a combination of culturally accepted
topical safe oils can be used to treat neonatal
pediculosis.
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