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Summary 
A prospective survey on scabies in Ghent, Belgium was performed in 2004. Sixty-four 

individual cases were reported, corresponding to a crude incidence rate of 28 per 100.000 

inhabitants. The incidence was higher in the elderly (51 per 100.000 in persons over 75) and 

a higher incidence was also found in immigrants (88 per 100.000). More than 40 % of the 

registered scabies patients had symptoms for more than 4 weeks at the time of presentation. 

In 54% of the consultations, the patient had already consulted a physician for his/her skin 

problem. Of this group, 44% had not yet received any scabicidal treatment, indicating that 

scabies was not yet diagnosed or that an inappropriate treatment was prescribed. The 

observations suggest that the diagnosis and/or treatment of scabies in this region can still be 

improved. 
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SHORT REPORT 

Incidence of scabies in Belgium 

 

Scabies is an infectious skin disease caused by S. scabiei var. hominis. According to the 

WHO approximately 300 million persons per year develop scabies worldwide [1]. 

Some reports on the epidemiology of scabies are based on nationwide reporting systems [2-

5]. Other resources such as army databases [6, 7], sentinel practice networks [8, 9] or patient 

files [10-12] have also been used. Few countries have an obligatory reporting system. In 

Belgium, the reporting of scabies to the Health Inspection is mandatory since 1995. These 

data are published quarterly on the website of the Health inspection [13] and seem to 

suggest that there has been a resurgence of scabies in Belgium. The incidence has 

increased from125 individual cases (or a relative incidence of  2.1 per 100.000 inhabitants) in 

1995 to 449 cases (7.5 per 100.000) in 2001. Since then, the incidence has decreased again 

to 231 cases (3.8 per 100.000) in 2005. However, it is suspected that these data are 

incomplete because of underreporting by physicians to the Health Inspection.  

Insight in the epidemiological and clinical profile of scabies patients can be helpful to adapt 

the management of scabies to the current needs. The information in many of the 

epidemiological studies mentioned above is not applicable because these reports are often 

outdated [2, 10, 11, 14, 15] and/or based on a specific population [7]. The current survey 

presents data on the incidence of scabies and the socio-demographic and clinical profile of 

scabies patients in Ghent. This industrialized city in the northern part of Belgium has 229.377 

inhabitants of which 6.9% are of a non-Belgian origin [16]. Demographic characteristics, 

patient history and clinical information on all new scabies patients that consulted a physician 

in Ghent between January 1st 2004 and December 31st 2004 was collected by means of a 

prospective survey. The survey was conducted using a self developed questionnaire that 

contained questions about demographic characteristics (sex, age, nationality) and patient 

history (was the patient referred, since when did he have symptoms, had the patient already 

consulted another physician before). The physician was asked which elements were 

suggestive for the diagnosis of scabies in each patient (contact persons with scabies, 

nocturnal itch, family members or contacts with itch, scabies burrows, papules, erythema, 

flakes, crusts, scratch lesions, impetigo). Finally the survey contained questions about which 

treatment was prescribed and how many contacts of the index patient were treated. Approval 

for this project was obtained from the Ethics Committee of the Ghent University Hospital 

(2003/295). 

All dermatologists (n= 32), GP’s (n=344) and pediatricians (n=75) in Ghent were invited to 
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participate in this survey. The questionnaire and an accompanying letter were sent by mail in 

December 2003. The survey was also promoted during a local press conference in June 

2004. 

Eighteen different physicians returned sixty-nine completed forms, reporting 64 scabies 

patients. Twenty-four (38%) cases were registered by physicians working at the dermatology 

department of the University hospital, 27 (42%) cases by other dermatologists and the 

remaining 13 (20%) cases by GP’s. 

The recorded 64 cases correspond to a crude incidence rate of scabies in Ghent of 28 per 

100.000 inhabitants (95% CI 22/100.000 – 36/100.000). An equal number of men and 

women were reported. The highest incidence rates were found in children less than 5 years 

of age (5 cases corresponding to 50 per 100.000, 95% CI 22/100.000 – 116/100.000 ), in 

young adults between 15 and 24 (9 cases corresponding to 35 per 100.000, 95% CI 

19/100.000 – 67/100.000) and in the elderly (11 cases in persons over 75 corresponding to 

51 per 100.000, 95 % CI 29/100.000 – 91/100.000). (Table 1) 

Incidence rates were almost 4 times higher in immigrants (14 cases or 88 per 100.000, 95% 

CI 53/100.000 – 148/100.000) than in persons with a Belgian nationality (50 cases 

corresponding to 23 per 100.000,  95% CI 18/100.000 – 31/100.000) (P< 0.001, Fisher’s 

exact test). About 70% (95% CI 59% - 81%) of the reported scabies patients lived in a family, 

16% (95% CI 9% - 26%) lived alone and 14% (95% CI 8% -25%) was residing in different 

institutions.  

In 43% (95% CI 31% - 52%) of the consultations, the patient had symptoms since 1 to 4 

weeks. In 12% (95% CI 4% -20%) of the consultations, symptoms were present since 1 to 2 

months and in 31% (95% CI 20% - 42%) for more than 2 months. In 54% (95% CI  42% -

66%) of the consultations, the patient had already consulted a physician for their skin 

problem. Of this group, 36% (95% CI 20% - 52%) (or 19% of the total group) had received a 

scabicide treatment and 44% (95% CI 22% - 56%) (or 25% of the total group) had received 

another type of treatment.  

Nocturnal itching was the most frequently cited element in the patient history and was 

present in 87 % (95% CI 79% - 95%) of the patients. In 27% (95% CI 16% - 38%) of the 

cases scabies was diagnosed in contact persons of the patients and in 48% (95% CI 36% - 

60%) itching was present in household members or other contactpersons. 

Scratch lesions were the most frequent clinical finding (in 72%, 95% CI 61% - 83%). 

Burrows, erythema, papules and scaling were present in respectively 66% (95% CI 55% - 

77%), 64% (95% CI 53% - 75%), 67% (95% CI 56% - 78%) and 61% (95% CI 49% - 73%) of 

the patients.  

Skin scrapings were performed in 64% (95% CI 53% - 75%) of the patients and 

demonstrated mites, eggs or scybala in 70% (95% CI 56% - 84%). Permethrin cream was 
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prescribed for 53 patients. Six patients received ivermectin (in two cases combined with 

permethrin cream) and one patient benzyl benzoate emulsion. The treatment was not 

specified in 7 subjects. 

 

This survey was performed using a self-developed questionnaire sent by mail. Several forms 

of bias could have an influence on the results of this type of survey and need to be taken into 

account. For instance, longstanding, “difficult” cases may be overrepresented because 38% 

of all cases were recorded at the University Hospital, leading to a referral bias. On the other 

hand, patients with difficulties to access health care might be underrepresented causing a 

diagnostic access bias. A spectrum bias is possible if only clear, definite cases of scabies 

were reported [17]. 

In 2004 we received information from 64 individual patients. During the same period, 39 

scabies patients in this region were reported to the Health Inspection. These results suggest 

a possible under-registration by the Health Inspection. In a recent survey of knowledge and 

management of scabies in Belgium, respectively 40% and 55% of the participating 

dermatologists and GP’s admitted they rarely or never reported a patient with scabies to the 

Health Inspection [18]. Perhaps the obligation to report scabies is not sufficiently known or 

physicians might not value the notification of a disease which is not life threatening [19].  

Even though a higher number of cases were reported in the current survey, the actual 

incidence could still be higher. Low response rates to physician surveys are common and 

might lead to a response bias if the characteristics of the reported patients differ from those 

that were not reported [20].  

The completeness of registration can be assessed by comparing the collected data to other 

registries such as pathology reports, patient records, laboratories for clinical biology, 

morbidity databases, information from sentinel practice networks or sales figures of disease 

specific medication. However, biopsies are seldom taken if scabies is suspected and this 

diagnosis is not recorded in sentinel practice networks in Belgium. Samples are not sent to 

laboratories for clinical biology and the standard treatment for scabies, permethrin cream, is 

not only prescribed for scabies patients but also to treat asymptomatic contactpersons.  

In this survey no difference in incidence of scabies was found between men and women. 

Reports on sex differences in the incidence or prevalence of scabies are inconsistent [14].  

Some authors observed that scabies occurs equally in men and women [2, 4] while others 

reported a higher incidence in men [11, 12] or in women [8-10]. 

The incidence of scabies in this region is comparable to crude incidence rates reported in 

Poland but is much lower than the incidence in the UK which was 233/100000 in 2003 [4, 8]. 

The age distribution for scabies in Ghent is similar to that observed in the UK where there is 

also a peak in children under 5 and young adults between 15 and 24 [8]. These incidence 
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rates are however difficult to compare because they are crude rates, not adjusted for age 

distribution and demographic profile of the populations. 

We observed a remarkable high incidence in persons over 65 which is in contrast to the 

lower incidence usually found in the elderly [2, 4, 9, 12]. In a recent survey in the UK an 

increase in persons over 75 compared to persons between 65 and 74 was observed [8]. 

Older persons frequently require ambulant health care and are more often hospitalized or 

residing in institutions. Their multiple intense contacts with health care workers and fellow 

residents could predispose them to a higher risk of infection. Elderly patients with scabies 

require extra attention because they often have an atypical presentation and are at a higher 

risk of developing crusted scabies [21]. 

The incidence was almost four times higher in immigrants than in native Belgians. Nationality 

could be an indicator of socio-economic status or living conditions with a non-Belgian 

nationality reflecting a lower status or worse living conditions. Studies in Poland have shown 

a higher incidence of scabies in areas with a high level of unemployment and worse sanitary 

conditions [3, 4]. In a study in Italy the incidence of skin diseases in immigrants between 20 

and 29 years of age was compared to the incidence in matched natives. The incidence of 

scabies was four times higher in immigrants than in native Italians. However, there was no 

difference when only the subpopulation of employed persons was analyzed. The level of 

unemployment was much higher in immigrants than in natives. This study illustrates that not 

nationality by itself but the associated different socio-economic status can contribute to the 

risk of getting scabies [22]. Another contributing factor could be a language barrier causing 

difficulties to access health care services [23, 24]. 

In 25% of the consultations, patients had already consulted a physician for their skin problem 

but were not yet treated with a scabicide, suggesting that the diagnosis of scabies was not 

yet established or that the patient was ineffectively treated. A recent survey on knowledge 

and management of scabies in the region showed that knowledge of GP’s and 

dermatologists was of an acceptable level [18].  However, the performance status of the 

participating physicians could have been biased with an over-representation of physicians 

who are interested in scabies. On the other hand, it is also possible that physicians do have 

sufficient basic knowledge but that they have difficulties to put their knowledge into practice. 

The current survey is perhaps a more realistic reflection of daily practice. 

Skin scrapings were performed in 2 out of 3 consultations and were positive in only 70%. 

This diagnostic procedure is currently considered the gold standard for the diagnosis of 

scabies but has low sensitivity. Epiluminiscence microscopy has been advocated as a 

diagnostic aid [25]. The sensitivity of this technique also depends on the skills of the 

observer. Recently an ELISA has been developed to detect anti-bodies to the mite in the 

serum of scabies patients but the performance of this test was disappointing [26]. There is a 
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high need for diagnostic tests with a high performance because delay in diagnosis has been 

identified as a factor contributing to the development of epidemics [21]. 

The current survey suggests that there is still room to improve diagnosis and adequate 

treatment of scabies. In the management of scabies, extra attention should go out to 

vulnerable groups, especially immigrants, children and the elderly.  
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Figure 1: Reported cases of scabies in Ghent in 2004 and crude incidence rates. (n = 63). 

Age category Number of cases Crude incidence rate per 

100.000 inhabitants 

< 4 years 5 50 

5 – 14 years 5 21 

15 – 24 years 9 35 

25 – 34 years 6 16 

35 – 44 years 8 24 

45 – 54 years 9 30 

55 – 64 years 4 17 

65 – 74 years 6 27 

> 75 years 11 51 

Total 63 28 
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geleerd dat alles net iets vlotter gaat als je wat opruimt, klasseert en organiseert. Met 

je luisterend oor en je medeleven, heb je me meer gesteund dan je denkt. 

 

Ik wil van de gelegenheid gebruik maken om ook mijn ouders te bedanken. Ik besef 

dat ik dit alles niet zou bereikt hebben dankzij hun jarenlange steun en 

aanmoediging. Zij hebben stevige fundamenten gelegd waar ik mocht op verder 

bouwen. 

 

Tot slot wil ik mijn echtgenoot Bert bedanken. Lieveke, jij hebt me gesteund op alle 

mogelijke vlakken, van praktische dingen zoals het maken van illustraties tot een 

troostende schouder als het allemaal niet meer ging. Jij hebt me gemotiveerd om 

door te bijten en dit werk tot een goed einde te brengen. Vanaf morgen begint een 

nieuw leven waarin we het weekend niet meer systematisch achter de PC zullen 

doorbrengen… 
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