
manage less severe cases of acne vulgaris of the 

face by lopical means exclusively. Other erythro­

mycin derivatives and other antibiotics should be 

examined. We see erythromycin base as a proto­

type illustrating the feasibility of externa! antibiotic 
treatment. Many of the good and excellent clinical 
results seen with topically applied erythromycin 

occurred in patients who could be characterized as 

being '"fair complexioned ". Also, in general, it 

has been our experience that the more severe cases 

of acne vulgaris frequently require full dosages of 

oral antibiotics. 
It is perhaps fortunate lhal erythromycin should 

be the first topically effective antibiotic in acne. 

Erythromycin ointment has been on the market for 

many years. Adverse reactions are exceedingly un­

common. Erythromycin is not an irritant, a contact 
allergen, or a photosensitizer. So far, after many 
tests, we have not encountered resistant strains of 
P. acnes; this parallels our experience with oral

tetracyclines. The usual objections to topical
antibiotics which are also used systemically do not 

apply to acne vulgaris. P. acnes is not a pathogen in 

the usual sense and it would be of little consequence

if it did acquire resistance. Pathogens such as S.

aureus and b-hemolytic streptococci are not part of 
the acne microflora (7) nor of the normal cutaneous
biotica (6). Hence, there is little danger of inducing
resistant strains of virulent bacteria. Unlike P.

acnes, the resident aerobes do become resistant to

erythromycin but it is difficult to imagine what harm
can come from that.

In contrast to oral use of erythromycin, we have 

obtained no proof that topical application substan­

tially decreases the P. acnes population (4, 9). The 

FFA, however, undergo a significant reduction (1, 

4) and follicular porphyrin fluorescence also <lisap­
pears (4). These are signs which unmistakably indi­

cate an effect on the metabolic activities of P.

acnes. 
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Abstract. 454 patients were treated with quassia tincture 
for head lice. Al examination one week later only three 
patients had hatched lice. There was firm evidence that 
these patients had been reinfested. The treatrnent proce­
dure was acceptable both to patients and to staff and no 
side-effects were observed. As resistance to clopheno­
thane has appeared, alternative cures are needed. This 
study confirms earlier reports on the effectiveness of 
quassia tincture, which seems to be a useful a.lternative to 
clophenothane. At present the recornmended treatment 
is two applications with an interval of one week. 

Key words: Pediculosis capitis; Quassia tincture 

During recent years we have noticed increasing 

numbers of patients with head lice and, among 

these, a !arge proportion who were not cured by our 
then current treatment with preparations of clo­
phenothane. 

Therefore a change of treatment was considered. 

We decided to resume the treatment with quassia 

tincture, which was introduced for the treatment of 
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Pig. I. Basic structure of quassinoid� 
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head lice in Denmark in 1932 and was at that time 

found effective (2, 4). Quassia, earlier used in bit­

ters and in enemas against threa<lworm (5), seems 

to be atoxic and easily decomposed. 

CHEMISTRY 

Quassia is a member of the plant family Simaroubaceae, 
which is widespread in the tropics. Only two species are 
of interest in this connection, viz. Q11assia amara known 
as Surinam quassia, and Picrasma exelsa known a� 
Jamaica quassia. Surinam quassia is a small bush and 
Jamaica quassia a tall tree. 

Quassia wood contains a bitter principle earlier known 
as '"quassin". Further chemical analysis has shown that 
"quassin" consists of several substances, known as quas­
sinoids (9) (Fig. I). It is not yet known which of the 
quassinoids are of importance for killing lice. 

A 1incIure is prepared by maceration in 86% alcohol for 
5 days (8). Filtration gives a yellow liquid with a bit1er 
taste and a peculiar. not unpleasant smell. It has the fol­
lowing composition: Lignum quassia minutum concisum 
150 g, Spiritus concentratus I 000 g. In this study the 
tincture was prepared mainly from Jamaica quassia. 

MATERIAL AND METHODS 

During the period 1.8. 75-31.12. 76 a total of 454 patients 
were treated and followed up after treatment. 

The patients either visited the clinic of their own accord 
or were referred by general practitioners, schools or 
kindergartens. All were examined twice, at the initial eon• 
sultation by doctor and nurse and, one week later, by the 
nurse only. Patients who did not return for the second 
examination were excluded from this study. lndication for 
treatment was the presence of live lice or eggs, but 
persons in close contact with patients infested with live 
lice or eggs were also treated. 

The treatment was carried out at the clinic and eon• 
sisted in a thorough rinsing of the hair with the tincture, 
followed by air drying. Hair wash was not allowed during 
the first 18 hours. One week later a careful inspection for 
live lice was made, and thereafter all patients received a 
second treatment. 
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RESULTS 

Table l shows the distribution of the patients ac­

cording to thc findings at the initial examination. 

Among the 160 patient� with live lice there were a 

con:.iderable number (65 =41 %) who had been 

treated with clophenothane preparations within the 

previous 14 days. Most of these patients had treated 

lhemselves al home. 

Al the follow-up examination one week later, 

only 3 patients had living lice. and for all 3 patients 

we have good reason lo assume that they had been 

reinfested. 

No side-effects were noted by the patients and 

apart from slight discomfort from the alcoholic vap­
our. the staff had no complainb and prefer quassia 

tincture to the alcoholic solutions of clophenothane 

previously u�ed. Blood alcohol levels were meas­

ured in 2 mcmbers of the staff after 12 and 16 

applications in one morning. In neither case could 

alcohol be demonstraled in the blood. 

DISCUSSIO 

The high proportion of patients not cured by clo­

phenothane confirms our initial observation. These 

failures may be due to inaccurate treatment or 

reinfections. but the great number of failures may 

also support the assumption that clophenothane­

resistant lice have been present. 
The first report on head lice resistant to clo­

phenothane appeared in 1971 (7). and. in 1974. re­

sistance was found among head lice in Denmark 

(10). 

A number of alternative treatments exist. Gamma 

benzene hexachloride. an organochlorine insec­

ticide similar to clophenothane, has proved effec­

tive ( 12), but resistance has already been reported 

(7). and probably a cross-resistance to any other 

organochlorine insecticide exists (7). 

Table r. Distribution of the patients according to 

the findings at the initial examination 

Number % 

Patient� with live lice 160 35 

Patients with eggs but 
without live lice 191 42 

Close contacts without 
live lice or eggs 103 23 

Total 454 100 



Malathion, which is ovicidal, in contrast to thc 

organochlorine insecticides, is effective (I, 6). In 

England it is considered the treatmcnt of choice in 
areas where clophenothane resistance has de­
veloped (3). However, railures or even this treat­
ment have already been reported ( 11). 

Our investigation have confirmcd that quassia 
tincture is highly cffcctive again�t head licc. It is 
cosmetically acceptable and no side effects were 
seen. 
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