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Pediculosis capitis is an infection of the hair and skin caused
by the Pediculus humanus capitis [1].
Head-lice infestation is widely endemic, especially in children,
are generally spread through direct head-to-head contact with an
infected person [2].
Females get head lice twice more often than males and
infestation in persons of Afro-Caribbean or other black descent
is rare because of hair consistency [3].
The head lice infestation is Pediculus capitis scalp. 7-10 female
eggs produced per day, the maximum number of eggs produced
by female throughout its cycle is 110-140; this adheres their
host eggs to hair by a water insoluble substance and glue-like.
The live eggs (with embryo) are gray gelatinous and are located
close to the scalp at 3-4 mm [4].
Scalp pruritus is the most common and characteristic
manifestation of the head louse infection localized in
retroauricular region, occiput and nape. Secondary bacterial
infection (impetigo) may occur as a result of scratching with
painful regional lymphadenitis [5].
The empty egg cases or nits can be identified, adult lice and
nymphs may be seen in heavy infection [6].
The diagnosed is done by the presence of lice or eggs in the hair,
trough using a magnifying glass or running a comb through the
child’s hair, dermatoscope and microscope [7].
There are different types of topical treatments available: chemical
insecticides such as malathion or pyrethrins, physical acting

products such as silicones (dimethicone) and so-called natural
oils and essences type [8]. Ivermectin It should be administered
at 200 mg / kg, single dose. Some studies recommend repeat the
dose at 7, 10 or 15 days [9].

Case 1

Female patient 40 years old hospitalized due to
cholecystectomy, during her clinical examination head louse
was seen, dermatological examination showed the presence of
lice and nits (Fig. 1a, b). Rest of the physical exam was normal.

Case 2

Female patient 50 years old hospitalized due to
appendectomy, during her clinical examination head louse was
seen, dermatological examination showed the presen ce of nits
(Fig. 2a, b) and lice (Fig. 3 a, b), histopathology showed the
morphology of an adult louse, head comprising an antenna and
eye traces (Fig. 4) is also observed part of the chest showing
fragments of the legs and abdomen of seven segments where
you can see remains of the spiracles where respiration occurs
(Fig. 5), at the bottom remains anus and genitalia (Fig. 6). Rest
of the physical exam was normal.

Both patient received ivermectin 200 mg/kg one single dose and
cured of their pediculosis capitis.
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Figures 1a, b. Nits on hair in female patients (case 1).
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Figures 3a. Microscopic views of the lice. b. close up of the louse.

Figures 4. Histopathology showed the morphology of an adult louse, head comprising an antenna and eye traces.

Figures 5. It is also observed part of the chest showing fragments of the legs and abdomen of seven segments where you can
see remains of the spiracles where respiration occurs.
Figures 6. At the bottom was observed remains anus and genitalia.
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