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Introduction to the Study

This study is about introducing and evaluating a change in public health

nursing practice in the treatment and prevention of head lice in primary school

children in Ireland. A small group of conscientious public health nurses in

2006, supported by the Director and Assistant Director of Public Health

Nursing together with two University Researchers and two local Primary School

Principals, initiated a new approach to the treatment and prevention of head

lice called ‘bug busting’1. The health care goal of this multi-disciplinary team

was to introduce a safer non chemical approach to the treatment of head lice

as well as giving another choice in available treatments to the

parents/guardians2. This bug busting approach was already in use in the

United Kingdom (UK).

Some public health nurses had previously introduced the ‘bug busting’

approach in another community setting in Ireland and had collected informal

evaluation feedback from the children, parents and the teachers. This informal

feedback indicated that the new bug-busting approach had worked well.

Hence, the public health nurses and the teachers were very keen to extend

this ‘bug busting’ approach into other areas of the community and to make

these new treatment kits available to parents on a more national level.

However, as these accounts were mainly anecdotal and haphazard, a more

systematic approach to introducing the new bug busting treatment and

collecting evidence based actionable knowledge in order to underpin a

rationale for the change in practice and public health policy in the area of head

lice treatment was required.

Changing the existing public health nursing policy on the preferred

treatment of head lice is within the remit of the Directors of Public Health

Nursing, and although in the long term, these kits would be more cost

effective there would be initial costs of making these ‘bug busting’ kits

available to each family. Moreover, there would be ongoing costs of education

to parents, children and teachers and this would warrant additional human

1 The bug busting approach is based on the use of fine tooth combs on the child’ hair at regular intervals and
does not require the application of any specific hair lotion treatments.
2 The term parent/guardian is used to refer to parent or legal guardian of the child who was also the study
respondents.
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resources allocated to the public health nursing budget. Therefore it would be

necessary to get financial support for the ‘bug busting’ kits from the

Department of Health and Children to effectively support the change on all

levels.

Literature data bases CINAHL and Pub Med were searched using the

terms ‘head lice; and ‘pediculus capitis’. No Irish studies were located and a

lot of the information was sourced from the reference list of previous studies

in this area. A Cochrane review had been undertaken by Dodd in 2002,

however this had been removed from public access just as this current study

commenced.

The next chapter presents the literature on the topic of head lice. The

second chapter presents an account of the selected research methodology and

outlines the research design. Chapter 3 presents the findings of the study.

Chapter 4 provides a discussion of the findings makes recommendations for

best practice in child health in relation to hair care.
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Chapter 1 The Literature on Head Lice

Introduction

This chapter presents the substantive, theoretical and methodological

literature on the subject of head lice. At the outset the context of head lice as

a health issue is discussed and health issues associated with head lice are then

outlined. This section incorporates a description of the life cycle of the head

louse, an overview of the spread, incidence and prevalence of head lice and

also focuses on the importance of making an accurate diagnosis of head lice

infestation. The next section deals particularly with the treatment options

available for head lice and provides a critique and synthesis of the research

based evidence available. This is followed by a synthesis of the literature on

the current management approaches to head lice infestation including the ‘bug

busting’ approach. The next section contextualises the management of head

lice and explores issue on how the prevention and treatment of head lice may

be improved appropriate education and health promotion frameworks. A

particular focus is given to an exploration of a theoretical model for coping in

relation to management and prevention of head lice. As there is a need to

develop new public health policies and change the current practice for the

treatment and prevention of head lice, literature on introducing change and

managing change effectively is then presented and a particular focus is given

to action research as applied to the context of prevention and treatment of

head lice. Finally a summary and conclusion to the literature is presented.

The Context Of Head Lice As A Health Issue

Head lice (pediculus humanus capitis), are one of the most prevalent parasites

found on the heads of humans (Monsen and Keller 2002, Centre for Disease

Control (CDC) 2005).Head lice can affect all socio-economic groups (Ibarra et

al. 2007). Head lice mainly affect children with 80% of cases occurring in

children aged between three and twelve years (Vander Stickle et al 1995,

Frankowski and Weiner 2002, Vander Stickle et al. 2002) and infestation is

more prevalent in Caucasian female children. According to Pollack et al.

(2000), head lice have been associated with humans for thousands of years



11

and have been in evidence on prehistoric mummies. Reed et al. (2004) also

suggest that head lice belong to two ancient lineages who originated in excess

of 1.18 million years ago (predating modern Homo Sapiens). They have been

described in ancient Greek and Egyptian medical books and considered a

“source of irritation and disgust for thousands of years” (Dawes 2005:362).

In 1918 the United Kingdom (UK) introduced free treatment clinics in

less well off districts where nurses ‘cleansed’ children affected by head lice

(Ibarra et al. 2007). Families in receipt of welfare payments in the UK have

been able to avail of free insecticides on National Health System (NHS)

prescriptions since 1946 (Ibarra et al. 2007). Head lice treatment clinics were

phased out in the 1980s and the health charity Community Hygiene Concern

(CHC) was established in the UK in 1988 to support families with the ongoing

problem of head lice infestation (Ibarra et al. 2007). The situation in Ireland is

much different and there is a general lack health care policies in Irish primary

schools dealing specifically which head lice. The most of the school policies

focus on healthy eating policies and some reference to parents informing the

school if their child has lice so that other parents can be notified check their

own children.

The absence of a national policy on the management of head lice for

children places the onus firmly in the hands of the parents/guardians without

any structure, guidelines or recommendations from which to draw upon.

Hence when the problem is not monitored or noticed the primary school

environment becomes the playground for these parasites to spread with

unbounded speed. In turn the school inherits the problem but has no officially

recognised responsibility for the management of this problem, save to notify

all parents when an infestation is observed. An information leaflet introduced

by the Health Promotion Unit (2006) states that “responsibility for the

prevention of head lice lies with parents” on the basis that “90% of head lice

are discovered by parents”. This leaflet recommends brushing with a bristle

hair brush which it states, “will damage the louse and it will die” (Health

Promotion Unit 2006). No other method of treatment or prevention of head

lice is referred to in the leaflet. A corollary of this is that information website of

the Department of Health and Children (www.dohc.ie) does not list a policy on
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head lice. Various hair lotions continue to be the implicitly preferred option of

treatment by the Department of Health and Children as evidenced by the fact

that these lotions are available free of charge on medical prescription to

parents/guardians in receipt of a medical assistance. Therefore other

treatment options have to be personally paid for by the family.

In Ireland, there are few school inspections undertaken nowadays and

the position of the school nurse no longer formally exists. The emphasis in

more recent times for general health education and promotion has been to

place greater responsibility on the parent/guardian. Until recent years

pesticides were administered by public health nurses (PHN’s) in the local

health centres. These lotions are advertised as being a quick and easy

approach to the treatment and prevention of head lice and few evaluation

studies have been undertaken to test this assumption. Ironically the use of

chemicals in the eradication of the lice may be more potentially harmful to

health as the head lice themselves do not cause harm to the host (Pollack et

al. 2000). The Health Promotion Unit (2006) stresses the non use of lotions

unless you find a moving, live louse. Nevertheless, there is also a tendency for

parents to use chemicals as a preventative measure where no actual

infestation is obvious and despite evidence that no known preventative

mechanism exists (Counihan et al. 2007). Ineffective techniques, resistance to

treatments (particularly over the counter remedies) and the overuse of

pediculicides when no infestation is present, have all led to the increase in

treatment failure (Hansen and O’ Haver 2004).

Health Issues Associated With Head Lice

Head lice is one of the most common communicable diseases affecting the

general public (Monsen and Olson Keller 2002). Head lice are not dangerous to

life and are not associated with any major long term effects (Pollack et al.

2000, Plastow et al. 2001, Monsen and Keller 2002, Counihan et al. 2007).

Nevertheless, they have the capacity to cause immense distress and anxiety

to children, their families and the wider population (Frankowski and Weiner

2002). According to Aston et al. (1998), it is society’s reaction to the organism

as well as the organism itself that causes the difficulties, for example the
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perception that head lice are due to lack of hygiene. Female children from

urban areas are most likely affected and this can be attributed to close contact

and interaction (Plastow et al. 2001) and the fact that female children are

more likely to share combs, hats and other items through the type of

recreational games they play (Koch et al. 2001).

Head lice need the warmth and protection of longer hair in order to

survive and other types of lice infestations, such as body lice, have been

associated with such diseases as trench fever, typhus and louse borne

relapsing fever (Pollack et al. 2000). However, head lice infestation does not

transmit disease though it can cause itching of the scalp in an infested

individual (Pollack et al. 2000, Frankowski and Weiner 2005) and this can,

though rarely, lead to impetigo and local adenopathy (Frankowski and Weiner

2002). Itching occurs as a result of sensitivity to the saliva of the louse which

is injected into the scalp of the host, however itching may not occur for up to

4 to 6 weeks as it takes time to develop sensitivity to the saliva (Frankowski

and Weiner 2002). This can result in the initial infestation being missed, thus

delaying treatment. As head lice infestation does not cause serious physical

harm it has been a problem which has not attracted large amounts of time or

resources (Monsen and Keller 2002; Counihan et al. 2007). However, the

management of this problem does account for a large share of public health

nurse’s time and resources (Monsen and Keller 2002) and the level of

involvement needed in the management of this highly adapted head parasite

is often underestimated (Counihan et al. 2007).

The Life Cycle Of The Head Louse

The adult louse is tan or greyish-white in colour. The female louse is generally

larger than the male (CDC 2005). Head lice are wingless, six legged insects

that cannot fly, jump or swim (Pollack et al. 2000; Plastow et al. 2001,

Frankowski and Weiner 2002). They have a life cycle of 25-30 days and each

female lays approximately 10 eggs per day (Ressel 2003). These eggs are

called nits are the size of a knot of thread or a sesame seed (Frankowski and

Weiner 2002) and can be difficult to see with the naked eye. They are laid

approximately 0.5cm from the scalp where they are incubated by body heat
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(Frankowski and Weiner 2002) and hatch after an incubation period of 7-10

days (Plastow et al. 2001). The eggs are attached to the hair shaft with a

substance resembling glue or cement (Plastow et al. 2001) which is produced

by the mother louse. In this environment the louse has food, shelter, warmth

and moisture (Nash 2003) and they are particularly easy to identify at the

nape of the neck or behind the host’s ears (Frankowski and Weiner 2002). The

eggs are firmly attached to the hair-shaft and each egg has a small hole

through which it receives air. As the hair grows the egg moves with it, eggs

more than one half inch away from the scalp are generally hatched and not

suggestive of infestation (Pollack et al. 2000). After hatching, the resultant

nymph is reported to take anything from 7 to 12 days to reach maturity. Once

maturity is reached the lice mate and the female lays eggs and when hatched

can live for up to 30 days (Frankowski and Weiner 2002, CDC 2005). The

female louse has two ovaries, each with 5 ovarioles, which each carry 2 to 3

developed oocytes. It is not surprising therefore that the female louse lays 6-8

eggs daily (Health Promotion Unit 2006). The female has the ability to store

sperm so that she only needs to mate once in her lifetime and can therefore

start a new population by herself (Burkhart and Burkhart 2007). The survival

of the head louse is dependant on its ability to feed on human blood every

three to six hours (Nash 2003). It does this by injecting small amounts of

saliva and removing small amounts of blood from the scalp (Frankowski and

Weiner 2002). Consequently if the louse becomes separated from the human

host it dies within two days (Burkhart et al. 1998).

Overview Of The Spread, Incidence And Prevalence Of Head Lice

The spread of head lice is by direct contact and if the infestation is not treated

a new generation of head lice emerge every three weeks (Frankowski and

Weiner 2002). Spere et al. (2003) investigated the potential spread of head

lice onto inanimate objects such as bedding. They undertook a study live lice

(n=1845) collected from the heads of 48 individuals and found that head lice

are transferred onto pillow cases at night however, the incidence of transfer

was low (one nymph on each of two pillow cases out of 48). They concluded
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therefore that the incidence of transfer of head lice from inanimate objects is

low.

In a review of fomite transmission in head lice (Burkhart and Burkhart

2007:1046) claim that lice, while preferring to lay eggs on human hair, will in

fact lay on some other loose fibres e.g. faux fur and wool fibre as it has “an

open structure with a great many loose fibres being available for oviposition

sites”. The egg (in its incubation) can survive for up to ten days and hatch on

these inanimate objects, whereas the louse will die within two days as

previously mentioned. According to Burkhart and Burkhart (2007) screening

should occur for all individuals in contact with the infested person as well as

laundering or quarantining bedding for ten days and all upholstery and carpets

thoroughly vacuumed. In a non research based account O’ Shea (2005:22)

recommended that in order to prevent resistance “treatment should not be

initiated until there is a positive diagnosis” and that all those within contact

with an infested person be screened and only those with live lice and nits

within one centimetre of the scalp should be treated and all objects such as

bedding should be laundered.

Spere et al. (2003) also found that lice were killed by a wash in water

higher than 60 degrees or 15 minutes in a tumble dryer. While head lice can

survive immersion in water (less than 60 degrees) e.g. during hair washing or

swimming, they are unlikely to be transmitted through water as they have the

ability to protect themselves by grasping firmly to the hair shaft for the

duration of the immersion period (Canyon and Speare 2007). These authors

undertook a study to determine the potential of head lice to spread in

swimming pools. They tested head lice in aqueous solutions at 25 +/-1 degree

celsius in: deionised water, sea water, salt solutions as well as chlorinated

water. In all situations, the head lice on the cut hair became immobile until

rescued from submersion. Following a period of 0 to 1 minute these head lice

recovered fully from the effects of submersion and began to feed.

Furthermore, four infested individuals swam in chlorinated water for 30

minutes and the head lice remained attached to the hair of the individual.

Hence the authors concluded that transmission in swimming pool is unlikely to

occur.
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The number of individuals infested annually in the United States (US) is

thought to be between 6 and 12 million people (Frankowski and Weiner 2002,

Hanson and O’ Havier 2004, West 2004). This is out of a total population in

excess of 299 million people, of which approximately 82.5 million are aged 19

years and under (US Census Bureau 2006). Individuals of African-American

descent are less likely to be infested with head lice (Burkhart et al. 1998),

possibly due to the fact that the hair shaft is oval-shaped making it more

difficult to grasp (Frankowski and Weiner 2002). However Downs (2001) found

no significant difference in infestation rates between black and non-black

children in the UK with no anatomical differences between the head lice in

either population. Downs (2001) suggests that the perceived low incidence of

head lice among black children could be because the diagnosis is difficult due

to problems combing very curly hair. Furthermore, many black children use

hair gel which may kill emerging lice by blocking the air hole of the eggs.

The true prevalence of head lice is likely to be less than public or

professional perception due to an over use of treatments and high levels of

anxiety among parents (Aston et al. 1998). Plastow et al. (2001) report that in

the UK the exact number of individuals affected is difficult to quantify as

routine school inspections have been discontinued and hence published figures

are estimated. In general an infested individual has less than a dozen live lice

but may have hundreds of viable, dead and hatched eggs (Pollack et al.

2000). Prevalence rates of 8% in primary school children are considered

typical in the UK (Thomas et al. 2006). West (2004) asserts that patients self-

treat up to five times before seeking medical advice, thus making accurate

statistics difficult to obtain. Hansen and O’ Haver (2004) undertook an

economic cost analysis and suggest that the head lice infestations are over

treated and when treated, the treatment can fail due to the misuse of

pediculicides. Incidence and prevalence rates for Ireland are not available. The

corollary of this is that not only is the accuracy of prevalence and incidence of

head lice questionable but also the cost to the health service can only be

estimated. Hence, the true cost of effectively treating and managing head lice

infestation is relatively unknown. However, on the basis of many cultural,

economic and demographic similarities it is reasonable to suggest that Irish
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statistics would be similar to the 8% of primary school children akin to the

figures in the UK.

The Importance Of An Accurate Diagnosis Of Head Lice Infestation

The criteria for diagnosing head lice is to find a live louse on the head

(Frankowski and Weiner 2002, Nash 2003), this however can be difficult as

lice can crawl 6cm to 30cm per minute. Keoki Williams et al. (2001)

investigated if children with nits alone went on to become infested with lice. A

population of 2049 children from kindergarten to 5th grade agreed to

participate. The final sample consisted of 1729 children who were screened for

the presence of head lice. Keoki Williams et al. (2001) found that 1.6%

(n=28) had lice, while 3.6% (n=63) had nits. Of the 63 children with nits

alone, 79% (n=50) children completed follow up, and of these 18% (n=9)

subsequently developed lice. Therefore Keoki Williams et al. (2001) concluded

that children with nits alone do not always develop head lice infestation.

However, the study showed that if the child had greater than 5 nits within one

fourth of an inch of his/her scalp, this was a risk factor for head lice

infestation. On this basis the authors concluded that a ‘no nits policy’ in

schools where children were excluded from attending schools are excessive

measures. This highlights the importance of an accurate diagnosis and regular

checking for live head lice. Accurate diagnosis is also difficult without

magnification. as lice may be difficult to distinguish from other materials such

as dandruff, hairspray droplets, scabs, dirt, and other insects (Pollack et al.

2000). Therefore treatment should only be offered when active lice or viable

eggs are found. Like lice, nits are often confused with other matter as

indentified above but the nits are more difficult to remove as they are firmly

attached to the hair. The presence of empty egg shells indicates past

infestations and should not be used as a means of diagnosis (Mumcuoglu et al.

2001; Ibarra et al. 2007).

Aston et al. (1998) and Annells (2004) attest that members of the

primary care team (general practitioners, public health nurses, practice

nurses, etc) have a professional responsibility to diagnose, treat and control

head lice and should be available to guide parents in the use of detection
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combs and to offer advice on treatment options. Both Roberts et al. (2000)

and Plastow et al. (2001) attribute some of their success rates in their studies

to the fact that qualified personnel applied the chosen treatments. All of these

authors support the need for an accurate diagnosis of head lice before

initiating any type of treatment option. The importance of an accurate

diagnosis is also highlighted by Pollack et al. (2000) who reported that from

over 600 samples of ‘lice and nits’ submitted to them, less than 400 indicated

infestation. On a similar vein, Hansen and O’ Haver (2004) suggest that both

health care professionals and non professionals over-diagnose infestation. The

latter recommend that head lice should be diagnosed by appropriately

qualified personnel to prevent misdiagnosis and subsequent over use of

chemical treatments leading to resistance. Misdiagnosis of head lice can have

far reaching consequences including treatment failure due to the misuse of

pediculicides, treatment resistance and increased costs (Hansen and O’ Haver

2004). They recommend that those professionals treating head lice should

have specialist training to allow for accurate diagnosis and a reduction in

treatment costs. According to Mumcuoglu et al. (2001) the recommended way

of diagnosing head lice is the use of a louse comb, which they found to be four

times more effective than visual examination. Furthermore Mumcuoglu et al.

(2006), recommend that the hair should be examined daily for a number of

days and again a week later to allow for eggs to hatch, if no lice are found, the

child must be considered not to have an infestation.

Treatments For Head Lice

Head lice are an issue for parents as soon as their child comes in contact with

other children (Ibarra et al. 2007). Treatment of head lice should ideally take

place after an accurate diagnosis of head lice infestation has been made and

hence refers to how the infestation of head lice is eliminated. Parents need

adequate training and the support of professionals in order for this process to

be successful. According to Aston et al. (1998) parents see this as possibly

being included in the role of the school nurse, primary care health

professionals and pharmacists. The aim of treatment is successful self-care

(Ibarra et al. 2007), but the rate of reinfestation causes confusion and
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frustration amongst parents (Community Hygiene Concern 2002). The onus is

often on parents to identify, treat and prevent head lice (Aston et al. 1998,

Counihan et al. 2007), with health professionals in a supporting role

(Community Hygiene Concern 2002) but parents alone should not be expected

to diagnose infestation or differentiate between current or previous

infestations (Aston et al. 1998). Intolerance of the problem by the wider

community (other parents, teachers, peers, hairdressers etc) often leads to

frustration among parents, mostly mothers, when repeated treatments fail

(Annells 2002). However, some sources of information are not always accurate

(e.g. other parents or well meaning friends) or ‘free from commercial bias’

(e.g. pharmacies, retailers).

Treatment options would appear to be a personal choice in many

instances and varying degrees of effectiveness are reported, with all

treatments displaying some degree of failure (Monsen and Keller 2002).

Pollack et al. (2000) suggests that people may resort to the use of toxic or

flammable substances in a bid to get rid of the infestation where individuals

believe there is infestation present, despite no evidence to suggest it. Hansen

and O’ Haver (2004) purport that both health care personnel and non

professionals over diagnose infestation with as little as 53% of reported cases

being genuine. In support of these claims, Counihan et al. (2007) also found

that over 10% (n=134) of parents mistakenly believed that head lice can be

prevented and used dangerous insecticides on a regular basis even when no

lice are present thus highlighting the lack of parental knowledge on the

effective management of head lice. Therefore a more strategic evidence based

approach to the treatment of head lice is required. Although many traditional

chemical treatments have been found to decrease in their efficacy after a

period of time due to head lice developing resistance (Hensel 2000, Hanson

and O’ Haver 2002, Community Hygiene Concern 2002), nevertheless, the

chemical approach to the treatment of head lice infestation continues to be

publicly sanctioned in the current Irish public health practice.

Chemical treatments have been widely used to treat infestations since

the early 19th century (Oliveira et al. 2007). Chemical treatments to eradicate

lice are called pediculicides, those that eradicate the embryo within the egg
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are called ovicides (Pollack et al. 2000). Pediculicides are more common than

ovicides and need to be applied twice, 7 days apart, to ensure they target all

live lice. As far back as the 1960s, head lice were thought to have become

resistant to treatments such as Lindane and Dichlorodiphenyl Trichlorothane

(DDT) following 10 years exposure (Ibarra et al. 2007) and Downes et al.

(2002) report resistance to Malathion and Permethrin in 1998 and also

Phenothrin in 2002. Aston et al. (1998) recommend that all chemical head lice

treatments should be available only on prescription due to reported side

effects and possible over use of the products, thus acknowledging that

chemicals are only used in genuine, professionally diagnosed cases. The

prophylactic use of pediculides increases the opportunity for resistance to

develop (Mumcoglu et al. 2006). Resistance would appear to be more

prevalent in some geographical areas than others and knowledge of local

resistance patterns could become necessary to the improvement of treatment

outcomes (Tebruegge and Runnacles 2007).

Research Based Evidence On The Treatment Of Head Lice

Research studies on chemical treatments have been undertaken in a few

countries. In the US, Hipilito et al. (2001) comparing 3 chemical treatments

using a randomised control trial. In the study, 39 children used 1% Permethrin

Crème Rinse (Lyclear), 36 children were prescribed oral trimethoprim/

sulphametoxazole (Septrin) and 40 children used a combination of both. The

results at 4 weeks showed that those in the Permethrin group had an

eradication rate of 72% (n=28), those in the oral treatment

(trimethoprim/sulphametoxazole) group showed an eradication rate of 78%

(n=28) and those using a combination had a success rate of 92.5% (n=37).

However, they recommend that the combination therapy should only be

employed in treatment resistant cases.

In the UK, Burgess et al. (2005) undertook a randomised controlled

equivalence trial to evaluate the efficacy and safety of 4% Dimethicone lotion

(Hedrin) versus Phenothrin (Full Marks). They included 214 children in the 4-

18 age group and 39 adults, all of whom were infested with head lice and split

them into two groups. While the cure rates were similar for both groups (70%
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with Dimethicone versus 75% with Phenothrin), Dimethicone was found to be

less irritant than Phenothrin.

More recently, in a Welsh study, Thomas et al. (2006) undertook a

cross sectional survey of insecticide resistance affecting primary school

children. These authors identified that there were three types of insecticides

used in the UK. They were ogranophosphates (malathion) and pyrethoids

(permethrin and phenothrin). These are available to buy over the counter.

However a third class of insecticide carbamates (carbaryl) is available on

prescription. The study included 31 schools which represented a 3% random

selection with a total population of N=2793 children screened. Out of these,

8.3% (n=231) were positive for lice. The lice were removed and tested for

resistance to treatments containing pyrethroids and organophosphates in

laboratory conditions. Biochemical assays were carried out on 339 head lice to

assess the activity associated with primary DDT and pyrethroid resistance

They found evidence of resistance to DDT and pyrethroids but not to

organophosphates and therefore, Thomas et al. (2006) recommend that

organophosphates be used as first line treatment.

An observational study by De Maeseneer et al. (2000) was undertaken

in Belgium involving 260 children in the 2-12 year age group to compare

detection levels using traditional scalp inspection with wet combing. Of those

screened (N=224), 22% (n=49) were found to have lice with the wet combing

method (of whom 8% (n=17) had been found not to have lice using traditional

scalp inspection). In the same sample, 78% (n=175) were found not to have

head lice (of whom 6% (n=14) were thought to have lice using traditional

inspection). They found the traditional scalp inspection is a poor technique for

detecting head lice. In this study 30% of the positive results (claiming to have

identified lice) were false and 10% of those deemed not to have head lice by

the traditional scalp inspection were in fact false negatives (thought not to

have lice but were infested) when checked using the wet combing technique

(De Maeseneer et al. 2000). Therefore from an epidemiological point of view

the scalp method of inspection does not meet the required standards for an

effective and efficient screening method.
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A UK survey on the prevalence of head lice by Downes et al. (2002)

involving primary schools in four areas, Exmouth, Loughborough, Leeds and

South Sheilds. The purpose of this study was to establish the prevalence of

insecticide resistance in head lice and acetylcholinesterase activity in the

presence of carbaryl in head lice. The sample involved 4620 children in 14

schools and averaged 330 pupils per school. Downes et al. (2002) found that

between 4% (n=13) and 22% (n=72) of pupils assessed were infested with

head lice. They also found resistance to current chemical treatments in all of

the four areas surveyed, however in the South Shields School head lice

infestation was less than in the other schools. This was considered to be due

to proactive education of pupils and parents and encouraging parents to

regularly use fine combs.

Non chemical treatments, such as head shaving, is considered one of

only two 100% effective ways to get rid of head lice (the other being removal

of live lice with a comb according to Takano-Lee et al. 2004) but this is a

severe approach to treatment which can have traumatic effects on the child

such as name calling and ridicule. Takano-Lee et al. (2004) compared six of

the more popular home remedies in the treatment of head lice, i.e. melted

butter, vinegar, isopropyl alcohol, olive oil, mayonnaise and petroleum jelly.

They used deionised water as a control as they considered it a ‘harmless

wetting agent’. Tanko-Lee et al.’s (2004) study was carried out using lice from

human reared colonies and hair tufts in a petri dish as opposed to a ‘live’ host

thus possibly distorting the results but nonetheless eliminating the risk of

reinfestation during the course of the study. They had two different

experiment groups, female adult lice in one group and eggs in the other

group. Hair was submerged in the chosen product and the effects were studied

afterwards. The results showed that no home remedy killed 100% of the lice,

however petroleum jelly killed more than any other treatment. Similarly, most

home remedies, while slowing down hatching, failed to kill eggs despite

prolonged (up to 10 days) use of the chosen product. Petroleum jelly was

found to be most likely to kill the nits. The authors advise against the use of

any of the above products due to their inefficacy and impracticality of use.

These products are however non-toxic, low cost and easily accessible.
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Goates et al. (2006) compared 6 different types of ‘hot air’ applications

to children with head lice infestations involving 169 infested children in the US.

These hot air applications were:(1) bonnet-style hair dryer; (2) a hand held

blow dryer with diffused heat; (3) a hand held blow dryer with directed heat;

(4) a wall mounted dryer; (5) a louse buster with sections;(6) a louse buster3

with hand piece. The purpose of the study was to evaluate how well the hot air

treatments killed head lice and their eggs. The most effective treatment was

the louse buster with hand piece giving 80.1% louse mortality and a 98% egg

mortality. The least effective being the bonnet style hair dryer which yielded a

10.1% louse mortality and 88.8% egg mortality. These authors advocate the

use of the louse buster by health care institutions and schools as an effective

method to address the problem of head lice. Other home or natural treatments

have been reported but there is a lack of supporting literature in this area

(Pollack et al. 2000).

Management Of Head Lice And The Bug Busting Approach

Approaches to effective management of head lice could be generally described

as a reactive approach which is in stark contrast to the recommended

approach that information should be ongoing and included in other health

topics and not an isolated response to an outbreak (Aston et al.1998). Head

lice are a community-based problem as they occur largely within the school

and family systems, therefore management of the health problem also rests

within the school system (Aston et al. 1998). This necessitates the

development of a policy of best-practice to be established in all primary

schools (Koch et al. 2001). In support of this Ibarra et al (2007) state that

schools are ideally placed to provide education surrounding head lice

treatment ensuring a coordinated approach to the problem. However, in

Ireland and in the UK the management of head lice is no longer considered the

duty of schools since the discontinuation of routine school inspections. This

has led the myriad of approaches not only to the treatment of head lice, as

previously outlined, but also to a variety of management approaches.

Moreover, there is a variety of personnel included in the management process

3 A louse buster is a specially designed high volume, hot air blower which delivers hot air
through a flexible hose at twice the volume of a regular blow dryer.
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from parents and schools teachers, pubic health nurses, to the local general

practitioners and there is the concomitant over use of chemically based head

lice lotions as a result of misdiagnosis of head lice infestation.

In some schools, particularly in Australia and the US, policy guidelines

insist that children infested with head lice be immediately sent home from the

school and not allowed to return until they are clear of lice and nits. The ‘no

nit policy’ is based on the assumption that all eggs or nits are viable when in

fact many of them can be empty eggs and the products of previous

infestations (Mumcuoglu et al. 2006). This policy can lead to undue exposure

to pesticides, unnecessary absence from school and parents missing work

(Keoki Williams et al. 2001). As a result of this ‘no nits policy’, children suffer

embarrassment when sent home (Hansen and O’ Haver 2004), and parents

often face difficulties which are both practical and economic when a child is

sent home from school at short notice. In addition there is a further

complication in that these children may have prolonged absences from school

due to head lice which may attract the attention of child protection workers

due to perceived truancy (Monsen and Olson Keller 2002). Plastow et al.

(2001) state that the stigma of head lice is more of an issue for parents than

children. There is no evidence such as a reduction in the incidence or

prevalence of head lice in those schools where the policy of sending children

home was enforced. Hence it is recommended that this practice should be

discontinued (Pollack et al. 2000, Frankowski and Weiner 2002, Counihan et

al. 2007). Furthermore, the ‘no nit policy’ makes no provision for the

education of school personnel or indeed parents on the viability of nits and the

nits’ ability or not to cause reinfestation (Koch et al. 2001). Mass screenings to

identify infested children are described as ‘misguided’ by Pollack et al. (2000).

The latter highlight that treatment is unwarranted if an infestation is not

active, describing ‘no nit policies’ as unwise as they are based on intolerance,

hysteria and misinformation rather than good science.

According to Frankowski and Weiner (2002) the parents of a child found

to have head lice should be notified and it may be practical to send a note to

all parents of the children in the class so they can check their own child at

home and treat them appropriately. In contrast, Aston et al. (1998) had
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previously recommended the immediate discontinuation of the practice of

sending ‘alert letters’ to parents when lice become apparent in schools, but

they do recognise the important role school health services have to play in the

management of head lice. This includes the provision of advice to parents,

staff and children and the formulation of local policies and protocols.

In a review of the literature, Koch et al. (2001) suggest that it is timely

for health care professionals to prioritise head lice as a community health

problem. This encompasses collaborative interdisciplinary work and research

towards the eradication of head lice. Frankowski and Weiner (2002) caution

against universal school screening for nits alone. They claim that such

screening is not cost effective and not proven to have a significant effect on

the incidence of head lice in a school community over time. The role of the

school nurse in the effective management of head lice is emphasised by Price

et al. (1999) and Frankowski and Weiner (2002) as they possess many of the

skills needed to deal with head lice infestations. The latter suggest education

for parents in diagnosing and managing head lice and also emphasise other

trained persons in screening in symptomatic children.

In the US Price et al. (1999), using a randomised postal survey

questionnaire, explored schools nurses’ perceptions and experiences with head

lice head lice. The survey involved 500 school nurses with a total of 78%

(n=382) of a possible 488 responded (12 were undeliverable). The findings

indicated that the ‘no nit policy’ was supported by 60% (n=230). They also

found that 65% (n=247) never referred the children to a physician, 66%

(n=251) believed over the counter treatments to be effective while 9% (n=36)

believed over the counter treatments to be ineffective. In terms of self

efficacy, 69% (n=244) of school nurses agreed that elimination of head lice is

one of the many important roles of the school nurse. However, Price et al.

(1999) found that 72% (n=273) of the school nurses stated they did not find

the treatment and elimination of head lice to be a professionally gratifying

component of their job. Hence it was concluded that the nurses did not value

this component of their job and that school nurses need more support in this

activity in order to address the problem of head lice in school children.
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More recently, Counihan et al. (2007) conducted a survey in Victoria

and Northern Queensland to examine parental attitudes and practices

surrounding the management of head lice. They found that parental

knowledge was poor and that out of a possible 10 questions examining the

knowledge of parents about head lice, requiring yes/no answers, most parents

surveyed answered 5 or less correctly. While is noteworthy that only 7.1%

(n=93) of parents answered all questions correctly, the authors do

acknowledge that the response rate was low with only 1338 completed

questionnaires returned out of a possible 3941. In addition Counihan et al.

(2007) explained that due to the anonymous nature of the questionnaires they

could not fully establish if more parental knowledge led to improved treatment

outcomes i.e. if parents answered more questions correctly their children were

less likely to have lice.

Bug Busting Compared To Other Methods Managing Head Lice

The practice of bug-busting was born out of parents’ reluctance to apply

chemicals to the heads of their children in the treatment of head lice (Roberts

et al. 2000, Plastow et al. 2001). Although fine combing was far from a new

concept, the ‘bug busting’ approach recommends wet combing using the

combs supplied in a ‘bug busting kit’ in order to increase effectiveness. The

bug buster kit contains 4 combs; a bug buster which removes lice, 2 mini bug

busters which are designed for younger children, a nit buster which removes

nits and a wide tooth comb which untangles the hair before the other combs

are used. The kit also contains a waterproof cape, an explanatory booklet and

illustrated instructions.

The process involves combing the child’s hair following regular washing

and application of regular conditioner. The conditioner is not washed out until

after the combing is complete. The conditioner enables the hair to be combed

first using a wide tooth comb thus easing the use, and increasing the efficacy

of a fine tooth comb (Ibarra et al. 2007). The manufacturers of the bug

busting kit claim that the bevel-edged teeth of the specially developed bug-

buster comb comfortably pick up the lice which the more rounded teeth of

other fine tooth combs miss (Community Health Concern 2007). The teeth of
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the comb are close enough to trap newly hatched lice but far apart enough to

comfortably pass through the hair. Because of the technique used it is

unnecessary to remove the nits which can be difficult and time consuming.

Once the conditioner has been applied and the initial combing complete the

bug buster fine comb is used from roots to tips (Ibarra et al. 2007) section by

section (De Maeseneer et al. 2007) to remove any lice. Between each section

the comb is wiped on a piece of tissue paper (Ibarra et al. 2007). Authorities

in Belgium have modified the recommended bug busting technique by using

water as a wetting agent rather than conditioner to facilitate mass screening in

Belgian schools (De Maesneer et al. 2000). While this method is considered

more effective than dry combing it is unlikely to be as successful as using

conditioner which essentially transports moisture to the roots of the hair

where the lice live (Ibarra et al. 2007).

Success of the combing is further enhanced by repeating the process

after the conditioner has been rinsed off (Ibarra et al. 2007). Bug busting

involves wet combing with a fine tooth comb every 3-4 days for a period of 2

weeks to remove all lice as they hatch, thus preventing them from reaching

maturity (Roberts et al. 2000, Plastow et al. 2001). The idea is to remove all

live lice on day one, and by continuing the process every 4 days the emerging

lice can be removed as they hatch and are too immature to reproduce. Thus

by removing all young lice in this way, the life cycle should be broken thus

leading to successful eradication since incubation period of the head louse is 7-

10 days. Immature lice (nymphs) are unlikely to transfer head to head before

maturity (at 6 days), further emphasising the importance of removal while

they are young (Ibarra et al. 2007). Lice are known to move rapidly through

dry hair making removal difficult but are thought to be stunned temporarily

when conditioner is applied thus making their removal easier (Ibarra and

Wickenden2005). Applying conditioner without first wetting and shampooing

the hair was found to be ineffective and using oil was inefficient and messy

and needed several shampoos to remove it (Ibarra and Wickenden 2005).

In 1988 ‘Bug Busting Days’ were introduced nationally in the UK. This

involves children giving their parents information on bug busting on a pre-

arranged day which is organised by their school. This information was to
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prompt parents to check the family for head lice at home. The first such day

occurred in the UK on 31st October 1988 followed by 31st January 1992 and

15th June 2002 (Ibarra et al. 2007). Today in the UK bug busting days

continue on 31st January, 15th June and 31st October each year. Initially those

who found lice on the bug busting day were advised to use Malathion lotion as

a first line treatment as literature at the time reported it to have the most

successful outcome (Community Hygiene Concern 1990). However by 1995

the bug busting wet combing (BBWC) technique became another option

(Ibarra et al 2007). From 2002 onwards the ‘bug buster kits’ were available on

both medical and nurse prescriptions in the UK. This approach guaranteed the

availability of the kits to low income families who previously could only receive

chemical treatments free of charge (Ibarra et al. 2007).

Being able to distinguish the difference between young and mature lice

(through comparison using life size illustrations included in the bug buster kit)

families can establish primary or re-infestation (Ibarra et al. 2007). Coupled

with this, Plastow et al. (2001) recommend that parents be persuaded to use

bug busting on a weekly basis to discover head lice in the early stages and

have a greater chance of eradicating the problem. The original bug busting

comb was modified in 1998 and was designed to slide under the lice close to

the scalp to remove the newly hatched nymphs (Ibarra 1998). This resulted in

the increased effectiveness of this method with an eradication rate of 100%

reported in all families using it by day 24 (Hill et al. 2005). The improved

comb has bevelled edged teeth and a slim back which make it easy to insert at

the hair roots and under the lice (Ibarra 2005). This arrangement also

facilitates the removal of lice from the comb using kitchen paper between each

stroke, thus preventing live lice being combed back into the hair.

The use of the bug busting method versus Malathion lotion was

compared by Roberts et al. (2000). They discovered that 38% (n=12) of the

children in the bug busting cohort and 78% (n=31) of those in the malathion

lotion cohort were lice free after the 2 week trial period. Roberts et al. (2000)

did however report a 50% drop out rate during the study and a significant

number (86%) (n=62) deviated from the recommendations by 1 to 3 days by

using the treatments for 1-3 days more or 1-3 days less than recommended.
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In contrast a randomised controlled trial involving a sample of 30 children

aged between 4 and 16 years yielded very different results (Plastow et al.

2001). The sample was split into two groups and 15 children were randomly

assigned to each group and there were no drop outs. Of the 15 children in the

bug busting group, total eradication of the lice had occurred by day 14 while in

the malathion group total eradication had only occurred in two of the children

in the same period. It must be noted that in this study the bug busting was

carried out by nurses. Children who took part in this study and continued the

bug busting technique on a weekly basis after the study ended remained free

of head lice, suggesting the usefulness of the technique as a preventative

measure.

Vander Stichele et al. (2002) used a non-controlled intervention within

an epidemiological prevalence study in Belgium and reported poor results in

both bug busting and chemical treatments. The study involved the screening

of 566 children in the 3-11 year age group in 3 schools. Of these 154 were

positive for infestation and included in the study. Following positive diagnosis

their parents were given the following treatment options: Permethrine 1%,

Malathion 0.5%, synergised Pyrethrine, wet combing or a combination of one

of the chemical treatments with wet combing. Wet combing alone was chosen

by 29% (n=44), chemical treatment was chosen by 19% (n=29) and a

combination of both was chosen by 15% (n=23). Following the study, half of

the children remained positive for head lice infestation regardless of the

treatment option employed.

More recently, Hill et al. (2005) undertook a single blind, randomised

study comparing bug buster kits with either permethrin or malatoin. The study

involved a total of 133 children in the 2-15 years age group in Scotland and

England. A total of 56 children were allocated the bug buster kit and the

remaining 70 children used the pediculide. They concluded that bug busting

was four times (57% versus 13%) as effective as the current over the counter

pediculides. Not withstanding this they only had an eradication rate of 57%

using the bug buster kit which could not be considered an ideal outcome.

According to Ibarra et al. (2007) the process of bug busting wet combing

(BBWC) was found to be effective in the eradication of head lice without the



30

use of chemicals. These authors also state that nurses, together with school

personnel can help families with repeated infestations by assessing their level

of comprehension or motivation surrounding treatment (Ibarra et al. 2007). It

is this aspect of health policy and the motivation to change practice which is

embodied within the ‘bug busting’ approach to head lice.

Contextualising The Management Of Head Lice

The treatment of head lice can be a stressful event in the lives of most parents

and coping with the diagnosis and treatment of an infestation is often

influenced by a person’s sense of self esteem (Bandura 1994). Perceived self-

efficacy is defined as ‘people’s beliefs about their capabilities to produce

designated levels of performance that exercise influence over events that

affect their lives. Self-efficacy beliefs determine how people feel, think,

motivate themselves and behave. Such beliefs produce these diverse effects

through four major processes called cognitive, motivational, affective and

selection processes (Bandura 1994). Cognitive processes refer to a person’s

actions which are guided by their thoughts. Hence a person’s belief in his/her

capabilities guide the possible outcomes he/she imagine and rehearse. Those

with a high sense of efficacy imagine successful outcomes, which guide and

support their performance. Motivational processes refer to the influence of

motivation on self-efficacy by shaping goal setting and thus influencing the

level of effort and perseverance and generating resilience to failure. Those

with a strong sense of self-efficacy blame failure on lack of effort and are likely

to overcome this by increasing their commitment to a task. On the other hand

those with a low sense of self-efficacy blame failure on lack of ability.

Affective processes refer to mood, which can have a direct effect on self-

efficacy. A positive mood can enhance belief in self-efficacy while anxiety can

erode it. Finally selection processes refers to the propensity of individuals to

avoid tasks which they consider themselves incapable of but a tendency to

embrace challenges which they deem themselves capable of. successfully

completing. Individuals with a high sense of self efficacy view difficult tasks as

challenges to be embraced rather than obstacles to be avoided and even when

threatened with failure this belief encourages them to increase their efforts



31

and they promptly recover their sense of efficacy following failure. Conversely,

those with low self efficacy and confidence in their abilities avoid difficult

tasks, relax their efforts and quit easily. This is because they equate poor

performance with poor skill and they quickly loose confidence in their own

abilities. Bandura (1994) also suggests that if individuals come to achieve

success quickly and without difficulty they are easily put off by failure.

Therefore, a person’s sense of efficacy affects life choices, motivation,

quality of performance, resilience to failure and susceptibility to stress.

Bandura highlighted the importance of vicarious learning and learning through

observation as patterns of behaviours and their consequences are observed

through a ‘modeling’ perspective. Bandura’s (1994) model suggests that many

of our behaviours are learned from watching others perform certain tasks.

When individuals learn by watching an experienced model they can perfect a

skill much more quickly than if left to accomplish the same skill without

guidance (Shaffer 1988). It is the anticipated consequences of the behaviour

rather than any ‘drive like’ properties which underpin the selected activity, to

some degree therefore, the results of focused action on the eradication of

head lice stimulate the repeated behaviour of checking the child’s hair

regularly as a matter of routine. It also follows therefore that if parents and

children are taught head lice eradication techniques under the guidance and

supervision of professionals such as school nurses or public health nurses,

success is much more likely. This is particularly pertinent to the bug busting

technique as parents are the people most involved in the physical act of head

lice treatment. It is important therefore that professionals recognise and

acknowledge each person’s coping abilities and to provide any support

required to enable them to improve on their skills of managing head lice

infestation effectively. This is particularly pertinent in the area of ‘bug busting’,

which requires commitment, skill and dedication. Therefore Bandura’s (1994)

self efficacy model can be a useful tool in the area of head lice treatment by

firstly emphasising the important role of self efficacy and secondly by helping

to determine the level of efficacy people possess and using it as a means by

which success can be enhanced. Increasing an individual’s sense of self-
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efficacy could improve the likelihood of successful outcomes in the treatment

and management of head lice.

Compliance with the bug busting approach results from a belief that the

method will be successful due in part, at least, to the skills and ability of the

parent/guardian which are reinforced by success and approval by others. At

the outset therefore, in terms of promoting healthy hair care, parents need to

be assured of their abilities, and through perseverance can learn to quickly

recover from setbacks. This can be achieved through education and skills

training in the use of the bug busting technique. Moreover fostering and

reinforcing a sense of self-ability through the experiences of others, otherwise

known as “social modelling” is also very helpful. Models can be in the form of

health professionals or more ideally peers such as other parents/guardians.

The more similarities that exist between the individual and the model, the

greater the likelihood of success for the individual. Application of this to the

context of ‘bug busting’, is that social models could be deployed when an ‘out

break’ occurs. Other parents/guardians skilled in using the bug busting

approach could be used as a resource, possibly on a voluntary basis and

accessed through the school system. There are other useful techniques to

assist with the process of helping parents to cope and eradicate the problem of

head lice include social persuasion. This is where the social model such as the

public health nurse, teacher or other parent provides a validation of a person’s

capabilities through appropriate verbal feedback. The persuading element

must be carefully measured as inappropriate praise is quickly discounted if

failure results. In other words, if praise is given for successful head lice

eradication where none actually exists, it can lead to further lack of self-

efficacy. As previously mentioned, mood plays a major role in dealing with

emotional states and the perception of a person’s capability and therefore his

or her sense of self efficacy is directly influenced. Increased levels of stress

surrounding all aspects of head lice management can have a negative effect

on self efficacy and therefore influence outcome. Stress may emerge from a

number of different elements such as the physical existence of the lice,

repeated infestations, social or personal stigma, time constraints, financial
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problems and having to take time off work particularly if the child is sent home

from school as a consequence of a ‘no nit policies’.

This model provides a suitable framework for health promotion,

however it may not always be possible due to practical or budgetary

constraints such as lack of trained personnel and lack of available funds

through schools or the public health system. A successful undertaking would

require a number of individuals skilled in not only bug busting or the

application of topical treatments, but also those with the necessary

motivational skills to increase self-efficacy among all the parents as prevention

of the problem is an important step in the overall plan. While this would put an

increased demand on healthcare professionals’ time and resources, in the

long-term, the advantages would be improved such as reduced cost through

the elimination of expensive hair lotions, the provision of safer approach to

health hair and an increase in the self worth and self appreciation of the

parent and family. Giving the families a range of treatment options allows for

an informed choice regarding treatment. However, it is important to stress

that a families’ willingness to manage head lice detection and treatment

should not be considered as an opportunity for health services to withdraw,

but rather a means by which policy and guidelines can be evidence based and

supportive of the parents efforts leading towards a common goal of complete

eradication of head lice.

The Need To Develop A Policy On Head Lice

Health education increases knowledge relating to the improvement of health

on an individual or on a community basis. While head lice are seen as a

community management issue, currently there are no national strategies in

place in Ireland to support the effective community management of the

problem. Hence the problem remains elusive because of the lack of

cohesiveness among school and health personnel as well as

parents/guardians. The health status of each community must be assessed

and the existing policy of that community or the absence of an evidence based

policy in that community needs to be appraised, before any change initiative

can be initiated. According to Monsen and Olson Keller (2002) there should be
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one set of guidelines regarding the management of head lice and this policy

should be suitable for families, epidemiologists, public health nurses and

community providers etc. This raises the need for more effective health

promotion as part of the overall national health strategy.

Health promotion focuses on the provision of information and education of

individuals, families or communities. It is a relatively recent concept in the

world wide arena highlighted by the Declaration of Alma Ata. (WHO Geneva

1978). Eight years later the Ottawa Charter for Health Promotion (1986)

issued recommendations arising from the Alma Ata which are still relevant in

today’s climate in the context of treatment and prevention of head lice. These

recommendations include the need to build a healthy public policy, a need to

re-orientate the health services and create supportive environments, a need to

strengthen community action while simultaneously developing personal skills

(WHO 1986). All of these recommendations could be applied to the area of

head lice prevention, treatment and education, by highlighting head lice as a

major public concern, developing a strategy to deal with the issue and re-

orientating the focus on prevention of head lice rather than on treatment.

Facilitating adequate support and education for all those affected would be

addressing the recommendation on creating supportive environments, while

strengthening community action and developing personal skills all fall within

the gambit of introducing the ‘bug busting’ approach’.

The National Health Promotion Strategy (DOHC 2000) emphasises the

importance of supporting parents/guardians to foster the well being of children

and to develop partnerships with families, and relevant bodies to promote a

holistic approach to the physical and mental wellbeing of children. This is

pertinent to the management of head lice and appropriate on all levels as

implementation to allow for a targeted approach between families, schools and

primary care. Although this health promotion strategy acknowledges the

emotional as well as the physical effects on children, the issue of head lice is

not mentioned. Ironically, the World health Organisation’s (WHO) collaborative

survey (Currie et al. 2004) on the Health Behaviour of School-aged Children

(HBSC) (2000) does not address the issue of head lice either despite being a

European-wide survey to examine the attitudes and health concerns of school
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going children, aged 7-16. Nevertheless the Health Strategy (DOHC 2001)

acknowledges there are multiple dimensions to positive health outcomes which

should be supported by inter-sectorial collaboration and involvement of all

stakeholders including the participation of health services staff, communities,

voluntary organisations, patients, clients and users in progressing the reforms

set out.

Although there are many models of health promotion, this study focuses

on health promotion and empowerment as its central objective is enabling

parents to become empowered to make informed choices regarding head lice

treatment and to offer a realistic alternative to the chemical treatment of head

lice. Making informed choices is beneficial as individuals become self-confident

due to an active involvement in taking control over their lives (Ewles &

Simnett 1999) Central components in this model are: the reciprocal

relationships between the environment and the individual, the individual and

community empowerment, healthy public policy and empowerment and the

facilitation of the environment to make healthy choices easier (Tones & Tilford

2001). An empowered approach is focused on the development of an active,

empowered community. As such, by facilitating the use of the ‘bug-Busting’

programme, parents awareness is raised and education is focused on

empowerment to both screen and treat head lice. The empowerment approach

enables parents/guardians to take control over the management of head lice

combing the principles of healthy public policy, health education and health

promotion (Naidoo & Wills 2000).

Change in community norms result from interventions and affect

awareness, attitudes, practices and behaviours within individuals or groups.

Systems-focused initiatives provide for change in organisation, policies, laws

and structures (Monsen and Olson Keller 2002). In the case of head lice this

would include; the child, parents, other family members, teachers, public

health nurses, general practitioners, pharmacists and primary care personnel.

On a wider scale, the Department of Health and Children as well as the

Department of Education and Science as well as pharmacies and voluntary

organisations would need to be consulted and included in order to provide a

cohesive approach in the area of planning, policymaking and implementation
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of a policy on the effective management of head lice in the community. Action

research is one way of development of an evidence based head lice policy to

underpin the practice and implementing such a change.

Action Research To Introduce Evidence Based Practice On Head Lice

Action research is described as having a two-fold objective. One objective is to

generate knowledge and action, which is directly valuable to a group of people

through research, through adult education, and through socio-political action.

The second objective is to empower individuals and foster understanding and

awareness (Reason 2001). Coghlan and Rashford (2006 p.xviii) identified six

steps of action research and these can be applied to the management of head

lice as follows:-

1. Articulating an initial setting of the context and purpose. In the case of

head lice, this means researching the problem and diagnosing the

current situation and recording and measuring the extent of the

problem where appropriate using a sample population from primary

schools.

2. Working with other members and engaging in collaborative action to

address the problem. As head lice is an issue which affects a number of

different individuals and organisations such as schools and hospital

environments, these major stakeholders need to get together to

develop a strategy to deal with the problem.

3. Deciding together what needs to be worked on in order to change the

system in the desired direction. This involves taking a collaborative

approach to this problem to ensure consistency and reduce unnecessary

expenditure. All stakeholders need to be consulted and included in

decision-making processes.

4. Making planned interventions collaboratively in the system on the basis

of a planned action to achieve those desired changes. Interdepartmental

communication between the Department of Health and Children and the

Department of Education and Science, and clear policy formulation is

vital to this stage of the process of developing an evidenced based

policy on the management of head lice.
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5. Evaluating both intended and unintended outcomes and reviewing to

see what needs to be done next, and so repeating the cycle. An

important element of action research is consistent evaluation of

outcomes. The implementation of the newly developed head lice policy

should not be seen as the end of the process, but rather an opportunity

to continuously evaluate the intervention and make any necessary

improvements or modifications. It is important to ensure that any policy

is achievable not only for professionals but more importantly for the

children and their families.

6. Standing back to reflect on steps 1 to 5, and reviewing what learning is

taking place and what knowledge is being generated. This can be

achieved through ongoing monitoring outbreaks of head lice and

constant reflection on the effectiveness of the treatment and

management processes. It also emphasizes the need for continuing

education programmes even in the absence of head lice infestations.

There are many approaches to implementing change though most have built

on the initial work of Lewin’s (1958) model of unfreezing, moving and

refreezing. This model suggests that a system must unfreeze before it can

change, then initiate movement towards the desired change and finally

integrate the change into the system. In relation to the current study involving

the development of an evidence based hair care policy, the unfreezing element

is when stakeholders need to decide if change is needed, by looking at current

practices and being guided by research on head lice. This unfreezing stage

also involves gathering data and accurately diagnosing the problem. All

stakeholders need to be made aware of the need for change by holding

information sessions. This is also an opportunity to introduce current research

studies and best practice guidelines thereby ensuring others can appreciate

the need for change. The second stage of Lewin’s model refers to a moving

process. In the context of the head lice project this is where a research plan is

developed, and goals and objectives are set. This is achieved by identifying

what needs to be organised for the change to be successful. Everyone who is

involved in the change and its planning needs to be included. Finally, the third

phase which is the refreezing phase, places the emphasis on the provision of
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continued support so that the new method of treatment for head lice becomes

the usual practice. This would involve regular updates on the new practice of

head lice treatment for all relevant personnel such as children, parents, school

personnel and members of the primary care team.

In the area of head lice management this could lead to difficulties

between the roles of parents, teachers and primary care personnel. All of

these individuals are approaching the issue from a different perspective and

there is a need for strong leadership to help them reach a common goal. Areas

that cause conflict during the change process include miscommunication, role

ambiguity, decision making, cultural resistance, dealing with difficult problems

and team player problems (Hyrkas and Appelqvist-Schmidlechner 2003).

However, effective communication systems are essential in ensuring clarity of

purpose, identifying common understanding and ensuring individuals and

teams understand how their actions contribute to set goals (Borril and West

2003). Information should be available to all those involved from the very

beginning of the process. Sheil (2002) asserts that many organisations

concentrate on holding information sessions at a stage too advanced in the

process when it may directly affect staff roles. Marquis and Huston (2003)

highlight that at the outset the organisational structure must be understood to

identify who will be affected by decision-making. They continue to emphasise

that all stakeholders must be considered and feedback encouraged and that

information should be clear, concise, relevant, easily understood and timely.

In relation to developing and implementing a policy on the management and

treatment of head lice, it is clear that communication surrounding a change in

policy regarding head lice management, must concise and accurate. Relevant

stakeholders such as primary care, public health nurses, school personnel,

children and their families must be consulted and included in all decision

making. According to Marquis and Huston (2003) a good change plan should

incorporate evaluation at different times in the process to allow for changes if

necessary. Evaluation should encourage feedback from stakeholders and a

final evaluation should occur when the plan is fully implemented and any lack

of success is identified and examined to help future planning.
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Summary And Conclusion To The Literature

Head lice have long been acknowledged a cause of immense stress,

embarrassment and nuisance for parents, children, school personnel and

health care professionals. Infestation is a world wide problem with little

difference between countries in the problems encountered and in their

attempts to address the problem. The studies included in this review span a

geographical area from the UK, Wales, Scotland, Australia, Belgium, and USA.

There was no research based study from an Irish perspective. Major efforts

have been made to manage the problem of head lice, from the UK clinics of a

century ago to the ‘no nit policies’, chemical treatments, home remedies and

bug busting approach of today’s culture. Most of the treatment options are

impractical due to physical (adverse reactions, resistance), psychological

(embarrassment) or practical (time, lack of training, cost) reasons. Although

head lice are one of the most common communicable diseases in existence in

children, the fact that head lice do not cause serious physical harm has

resulted in a lack of appropriate research into efficient and effective methods

of treatment. This is because the problem of head lice is seen as self limiting

and a local school or family issue. Hence it has not attracted large amounts of

attention or resources which is manifest in a distinct absence of clear

guidelines or policies on the effective treatment and management of head lice.

This has contributed to misdiagnosis, ineffective treatment, overuse of

chemicals and resistance to a variety of chemically based treatment lotions.

Hence there are no precise infestation rates available in most countries.

Nevertheless, while the exact infestation rate is difficult to assess it is thought

that prevalence rates of 8% of primary school children is considered typical in

Ireland akin to the UK statistics.

Based on the literature, it is recommended that treatment should only

be offered when active lice or viable eggs are found and this should be

confirmed with the use of a magnifying glass and a louse comb. While the

onus is most often put on parents to diagnose and treat an infestation, it is

recommended that members of the primary care team and schools also take

responsibility for the diagnosis, treatment and also for developing and

implementing policy. Although there is no treatment which is completely
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effective, the literature suggests that chemical treatments are ineffective,

dangerous and lead to resistance. Home remedies would appear impractical

and messy, while head shaving is distressing for the child.

In summary, the literature indicated there were two treatments worthy

of further exploration. These are ‘bug busting’ and the ‘hot air’ approaches.

Both treatments are non-toxic, non invasive, cheap, safe and neither will lead

to resistance. The bug busting approach to the management of head lice

facilitates interdependency and collaboration between all interested parties,

whilst also fostering a greater sense of empowerment and safety in hair care.

Undoubtedly the bug busting approach has merit particularly as head lice have

become resistant to most chemical treatments on offer. However, head lice

cannot develop immunity to the bug busting technique, nor is bug busting

associated with side effects and is therefore more popular with parents than

treatments containing chemicals. A bug busting routine can be developed

around regular hair washing thus facilitating early detection/treatment and

most parents become skilled in the use of the bug busting kit by following the

instructions. The kits are reusable and can be used to treat the entire family,

making treatment cost effective for both individuals and health services.

Effective wet combing (even without conditioner) is more likely to produce an

accurate diagnosis thus preventing the unnecessary use of chemicals where no

infestation exists while teaching entire communities about the bug busting

technique is also socially inclusive. The major limitations of the bug busting

technique is the time and commitment required by the child affected and the

person carrying out the treatment. Each combing session usually takes 30 to

45 minutes. This is in direct contrast to the chemical treatments which require

one or two applications to complete the required treatment regimen. Bug

busting requires skill, perseverance and patient commitment over a two week

period. The hard work of families in the use of the bug buster can be further

supported by community health and school personnel by including bug busting

as part of the curriculum and organising specific bug busting days.

The key steps involved in the action research process provide for

effective diagnosis of the situation with regard to the head lice problem. It

facilitates effective planning in relation to developing an evidenced based
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policy and provides a sound basis of implementing change. In the final

analysis, its appropriateness as a process mechanism is ideal as action

research provides a mechanism to reflect and evaluate a newly developed

head lice treatment and policy on an ongoing basis. Hence, the policy is

always active and the head lice problem is always under review and not

episodic or related to the beginning of each primary school year.

In conclusion, there is a paucity of research upon which to base

evidence to develop an effective and efficient policy on the management of

head lice in an Irish context. Moreover, this is further complicated by the

growing resistance to available chemical treatments and the fact that some of

these chemicals may have adverse side effects if misused or overused by

zealous parents/guardians. Thus research needs to be undertaken to address

this policy deficit in order to provide appropriate evidence for safe practice. All

stakeholders need to be involved in these developments to promote health

and ensure implementation of the emerging policy. The consultative process

should include children, parents, school personnel, primary care and the

departments of both health and education.

To help parents take responsibility for the maintenance of their child’s

healthy hair, education and support must be made available for all. In

particular assistance could be focused in helping parents to identify their own

level of self efficacy and therefore assistance could be directed to promote self

confidence. This would result in a more long term positive community

outcomes which could result in the transference of the improved parental skills

to other areas of health promotion such as smoking cessation programmes.

Finally, the treatment of head lice is costly to both individuals and

health services and can result in absenteeism of children from school and their

parents from work. Over the counter and prescription only chemical

treatments have many potentially uncomfortable and dangerous side effects

including, irritation, sensitivity, flammability, carcinogenic, toxicity, seizures

and foetal abnormalities. There is a lack of research into the problem of head

lice and an absence of any available evidence based hair care policies or

guidelines on head lice aimed at schools or individuals. In addition there is a

lack of qualitative literature involving not only children, but also their parents,



42

teachers and primary care individuals should be addressed.

Although head lice effects many children, there were no studies found

that explored the opinions or experiences of head lice infestation from either

the child’s, parent’s or teacher’s perspective on any aspect of head lice. The

perspective of those engaged with managing the problem of head lice on a

daily basis would provide invaluable information on how best to develop an

appropriate public health policy. However, the methodologies employed in the

studies included are mostly randomised control trials. Some are marred by a

poor response rate or a small sample and nearly all focus on the chemical

approaches to the treatment and management of head lice. However,

regardless of context, method of treatment or geographical boundary, there is

a real need therefore not only to undertake research to investigate the extent

of the problem in an Irish setting, but also at some later stage, there is a need

to ascertain the perspective of those most affected by this unsociable parasite.

The next chapter outlines the methodology and research design of the study.
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Chapter 2 Research Design and Methodology

Introduction

Given the potential health benefits of the ‘bug busting’ approach and the

potential risks associated with the existing chemically-based methods of

treatment for head lice as evidenced in the literature, it was important to

undertake research into the possibility of introducing a safer and cheaper

method to treat and manage head lice in children, and at the very least

provide parents/guardians with an alternative choice of treatment. This

chapter outlines the rationale for undertaking the study and provides an

overview of the research approach used in the study.

Rationale For The Study

The social distress associated with head lice, the difficulties in accurately

diagnosing and treating the problem effectively all highlight that head lice is a

public health issue and worthy of research and support (Koch et al. 2007). As

indicated in the previous chapter, undertaking research in an Irish context is

particularly important as no previous research as been published. The impetus

for this study arose from the lack of up to date evidence on the extent of the

problem of head lice in the community and on the lack of evidence to support

the continued use of the current treatments on offer to parents. The public

health nurses approached the university to undertake this research as the

necessary preliminary step to developing a change in health policy and

subsequently introducing ‘the bug busting’ approach.

Purpose Of The Study

The purpose of the study was to introduce and evaluate a new method of

treating and preventing head lice called ‘bug busting’ in primary school

children in the community setting in Ireland

Research Questions

1. To diagnose the current situation with regard to the treatment practices

involved in treating head lice in primary school children
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2. To introduce the bug busting intervention and teach parents and children

the skills of this new approach

3. To evaluate the bug busting intervention as a way of treating and managing

head lice.

Epistemological Considerations

The philosophical premise underpinning this study is based on a belief that the

social world in which we co-habit is a creation of our own perceptions. Hence

the epistemological consideration is that knowledge and the understanding of

meanings attached to the nature of knowledge and reality are based on

people’s perceptions. Therefore social reality is constantly recreated and

reframed through the relationships and interactions and our connectedness

with people. Therefore reality is not static. This viewpoint, acknowledges that

the researcher interacts with and is integral to what is being studied. A key

component of the current study would be the introduction of a change in the

practice of treating head lice in children. This would involve consulting with the

various stakeholders, designing and implementing a parental educational

programme and evaluating the results of the programme. Therefore a

collaborative approach was required at the outset to secure input from those

individuals who are involved in dealing with the problem of head lice.

Moreover, research efforts should reflect the complexities of change and

therefore a process approach to the study offers the opportunity to shape the

research both in terms of educational input and outcome evaluation to

accommodate change and new learning as it manifest. Therefore action

research provides a suitable methodology.

Research Methodology

Due to the emphasis on the parental role in the treatment and management of

head lice, a research methodology to facilitate participation of the key

stakeholders at all levels and stages was paramount. This would include

stakeholder participation in the research design and implementation. This calls

for a research methodology which is dynamic and flexible and which captures

the rich complexity of the reality of finding a solution to a practical problem
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whilst simultaneously contributing to knowledge on the treatment and

prevention of head lice in the community

Rationale For Action Research

The main researchers’ epistemological principles outlined above concerning

participation, consultation and process are embodied in action research

methodologies. Aligning the researchers’ epistemological considerations with

an appropriate research methodology is essential to the conduct of sound

coherent research. “The epistemology of action research “rejects the notion

that knowledge can be de-contextualised from its context of practice”

(Somekh 1994:367). Moreover, its strength rests in “its integration of the

discipline of theory with the different but equally rigorous discipline of

practice” (Winter 1993:315). Hence, practitioners are essential to the process

of knowledge construction because they can confirm or refute de-

contextualised theories the second an attempt is made to implement them

(Somekh 1994). The idea of engagement with participants and users in the

research process is recommended by Fitzgerald and Dopson (2005) and as a

result there is “more of an emphasis on thinking of services as being parts of

systems, in which coordination and collaboration are of paramount importance

if service users are to receive care appropriate to their specific needs" (Reed

et al. 2002:36). These considerations provide justification for the selection of

action research. Furthermore, action research is about decentralising the

production of knowledge, removing the monopoly of universities, governments

and scientific research establishments and giving a voice to practitioners and

to community members” (Winter 1998b:54). Finally the outcome value of

research knowledge, “…is in its descriptive richness, explanatory utility, and

conceptual robustness, rather than in its situational independence, ability to

prove a general fact, and generalisability of results” (Weissberg and Greenberg

1998:485).
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The steps of the action research cycle have been identified as

diagnosing, planning, taking action and evaluation. Figure 1 provides an

overview of the process involved.

Figure 1 – Steps in the Action Research Cycle

Step 2. Plan the action

Step 3. Implement the action

Step 4. Evaluate the result of
action Taken

Step 1. Diagnose the need for
action

The action research cycle begins with reconnaissance (Lewin 1946) as a

specific fact finding process that involves a systematic exploration of a specific

situation in order to provide an informed basis for correctly planning the next

step. However, reconnaissance is only as good as the researcher’s

understanding of the issues (Winter 1998a) and should involve analysis as well

as fact-finding and should constantly reoccur in the spiral of activities rather

than occur only at the beginning (Elliott 1991). Diagnosing corresponds to the

identification of the primary problems that are the underlying cause of the

organisation's desire for change and this involves self-interpretation not in a

reductionist sense but in a holistic fashion (Baskerville and Pries-Heje 1999).

The planning step is the prospective aspect of the action research cycle (Tripp

1990) and is followed by the implementation step. Evaluation leads to

diagnosing the situation anew based on learning from the previous activities

and involves reflecting on the intended and unintended outcomes of the

action. Evaluation also provides a review of the process in order that the next
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cycle of planning and action may benefit from the experience of the cycle

completed. "Evaluation is the key to learning. Without evaluation, actions can

go on and on regardless of success or failure; errors are proliferated and

ineffectiveness and frustration increased” (Coughlan and Coghlan 2002:233).

The cyclic, dynamic nature of action research, alongside its collaborative

philosophy, ensures that the strategy changes and evolves according to both

the researchers' and the participants’ priorities.

“For action research the overriding philosophy is enhanced efficiency

and effectiveness” (Ellis and Kiely 2000:86). As a methodology action research

“accommodates a process approach and enables the process to be studied

while the process is still ongoing (Waterman 1995:18) Action research merges

research and praxis4 thus producing exceedingly relevant research findings”

(Baskerville and Wood-Harper 1996:235). In relation to knowledge generation

and action research, Earl-Slater (2002:133) suggests “action research is a

family of methodologies which jointly pursues action (or change) and research

(or understanding) at the same time”, it is “an interventionist approach to the

acquisition of scientific knowledge that has sound foundations in the post-

positivist tradition” (Baskerville and Wood-Harper 1996:237). Hence, action

research is very much in-keeping with the philosophy of participation,

consultation and the process element to monitoring a change in practice such

as the development of a head lice management policy for public health.

Research Design

The study design is essentially based around the steps of the action research

process. There are a multitude of various definitions of action research and in

view of this and the consequent semantic arguments which may arise it is

probably better to "call projects action research if they are democratic,

collaborative and use both quantitative and qualitative evaluation methods"

(Webb, Turton and Pontin 1999:292). Figure 2 provides an overview of the

steps involved in the action research process in relation to the study on head

lice.

4 The art of acting upon circumstances one faces in order to change them.
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Diagnosing

1. Collect data on the
prevalence of head
lice in school children

Planning Action

2. Identify ways of gaining access and
ethical approval and consent from
parents and potential problems that
may develop during the course of the
study

3. Plan the bug busting education
programme

4. Develop a planned schedule for the
introduction of the education
programme in the respective schools

Taking Action

5. Administer
Questionnaire

6. Implement parental
education on the bug
busting approach

Evaluating Action

7. Establish how far the goals
that were originally set have
achieved

8. Consider ways of monitoring
the change in practice such
as designing another
questionnaire

Repeated Spirals of Action Research

Figure 2. Action Research Spirals in the Introduction of Bug Bus ting

The first step involved diagnosing the extent of the head lice problem and this

involved designing a questionnaire. The next step involved planning how to

collect the data and also educating the parents on the bug busting approach.

Implementing the parental educational programme constituted the third action

research step of taking action and also included undertaking an analysis of the

findings based on the questionnaire. Evaluating action involved designing

another questionnaire to evaluate any changes that have occurred since the

introduction of the new ‘bug busting’ method of treatment.

Coughlan and Coghlan (2002) refer to another key activity termed

‘monitoring’. This is seen as a ‘meta-step in that it occurs through all the

cycles. Tripp (1990) refers to the action and monitoring phases of the cycle as

taking place in the present tense, whereas the analysis and evaluation of the

action and the data are more retrospective. He suggests the retrospective
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aspect is important to distinguish the action research cycle from the every day

common sense approach to planning, action and re-planning. Monitoring each

of the six main steps is important in terms of inquiring into what is taking

place, how the whole process is being conducted and checking out with the

group what underlying assumptions are operative (Coughlan and Coghlan

2002). In a similar viewpoint, Malterud (1995:479) suggests the “purpose of

evaluation in action research is to establish a knowledge producing activity

which contributes to reflection upon, and to theory building”. Evaluation

provides the basis for determining whether the project is ready to proceed to

the next sequence or whether further emphasis is required in the present

phase (Israel, Schurman and House 1989).

Population And Sample

As head lice effect young children of all ages, gender and social class, the Irish

indeed international population of primary school children are the target

population. Furthermore, as seen in the literature, head lice, are very adept at

cross contamination and reproduction. Hence, the last louse in the child’s hair

is capable of reproducing a colony of lice with a short timeframe (1month).

Therefore to introduce a new system of treating and managing head lice in the

community, it was important to take a whole school approach in order to make

a deliberate attempt of eradicating the possibility of cross contamination from

any child excluded from the study.

Two large primary schools in close proximity to a large city in Ireland

participated in the study. One national school had requested assistance from

the public health nursing service to deal with the problem of an outbreak of

head lice infestation. The parents/guardians of all the children in these two

schools were asked to participate in the study.

Ethical Considerations And Gaining Access

As the problem of head lice had been identified as an ongoing problem by the

schools, the research was undertaken at the invitation of the public health

nurses, parents and teachers of the respective schools in the area. All were

willing to co-operate with the research project in whatever way they could and



50

an information sheet explaining the purpose was complied for circulation to all

concerned. Maintaining the anonymity of the participants of the school was

agreed and the information provided from individual parents was kept

confidential. Thus while all those participating in the study from the schools

were aware of their own involvement, there was no way individual responses

could be linked with individual families or children as all identifying details

were rendered anonymous.

As there was a keen interest expressed by all the stakeholders in

providing assistance to help identify and alleviate the head lice problem in the

immediate and long term, access to the particular population of the parents of

children attending the schools was secured with support from the parents and

teachers of the respective schools. A letter was given to parents of children

attending the two national schools. This letter explained the purpose of the

research and asked the respondent (parent) to participate in the study by

completing the attached questionnaire. The letter explained the background of

the researchers, who was sponsoring the research, the aims of the research

and how long it would take to complete. It emphasised that participation in

the research was entirely voluntary and individual responses would be treated

in confidence. Parents were also made verbally aware that the results would

be compiled into a report for use at a later stage to make the case for

initiating a change in hair care policy at a national level and also to provide an

alternative method of treatment for the parents from the traditional

lotions/foams and shampoos.

Pilot Study And Developing The Questionnaire(s)

All members of the project steering group were asked for input into both

questionnaires in terms of the language, wording and clarity of understanding

and also the inclusion of any particular questions which they felt needed to be

included. Following this consultative process, there were some minimal

changes in both questionnaires. Class lists of pupil numbers were obtained in

order to determine the number of questionnaires to be circulated in relation to

each child. Therefore if a parent had more that one child attending the school,

a questionnaire was required to be completed from each child. Both
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questionnaires were then pilot tested on four English –speaking parents, who

had experience of treating their child for head lice, but who would not be part

of the main study. The questionnaires were also translated into five non

English languages to enable reliable data to be collected from the parents who

were non-English speaking or to avoid the possibility of misinterpretation of

meaning.

Data Collection And Data Analysis

Data were collected using structured questionnaires based on the literature

and on the experience of nurses, teachers’ and parents’ previous experience

dealing with the problem of head lice in children. The first round of data

collection took place in the end of January 2007 to ascertain the prevalence of

head lice in both schools. Following the completion of the first questionnaire in

February 2007, a focused teaching session on the bug busting approach

provided by the public health nurses to the parents in both schools who

wished to attend the session. Attendance to at these sessions was entirely

voluntary on the part of the parents and took place for two evenings in both

schools after the questionnaires had been returned. A ‘Bug busting pack’ was

distributed to each family who had a child in both schools. Parents/guardians

were invited to review the information on using the packs at an opportunistic

time. The bug busting DVD was available for viewing as parents/guardians

waited to meet their child’s teacher at the teacher parent meeting in February

2007. Parents were also offered support from both teachers and named public

health nurses, who were assigned to each particular school. In addition to the

parent education process, children engaged in pedagogical learning which

focused on the bug busting programme. This encompassed discussions on

areas such as the bug busting combing frequency and the reason behind the

process through age appropriate learning. Children produced posters, poems

and rap songs which reflected the ethos of the bug busting programme.

Finally, both children and parent/guardians were given an incentive to conduct

the combing technique. On the selected days when combing occurred, children

did not receive homework.
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In May 2007, three months following the introduction of the bug busting

programme, a second questionnaire was distributed to parents of the children.

This questionnaire examined the influence and continued use to the bug

busting programme. Some of the questions for the second questionnaire

followed up on questions asked in the first questionnaire to see if there was

any change in the number of episodes of infestation or any change in the

pattern of treatments provide by the parents/guardians. Other questions were

underpinned by Bandura’s self efficacy model in terms of exploring what

parents believed to be the best method of treating head lice and what they

actually used in practice. The second round of data collection was timed to

allow sufficient time for the incubation of head lice to manifest prior to

undertaking an evaluation. This timeframe was also much influenced by the

school year in terms of holiday breaks and convenience of access.

The Questionnaires

The first questionnaire consisted of fourteen questions with a range of

predetermined options for each answer. The language used in the questionnaire

was user friendly, clear and logical pattern moving from demographic data to

determining the parents’ pattern of checking and treatment for head lice and a

particular focus was given to ascertaining the prevalence and the frequency of

checking for head lice. In addition, parents were asked to identify the best

method of treatment and where they would find most convenient to get

information on head lice and finally they were asked if the parent themselves

had ever experienced head lice themselves either as a child or an adult. Five of

the fourteen questions were open ended. Parents/guardians of each child

completed a questionnaire. The teachers facilitated the provision of school time

for a parent teaching programme which was taught by the public health nurses.

The second questionnaire sought to evaluate the parents’ evaluation of using

the bug busting approach. There were 18 items on the second questionnaire

which focused on incidences of head lice since the bug busting programme,

continued use of the bug busting programme, perceived efficacy of the

intervention, continued implementation, screening of the child’s head, previous

economic outlay on head lice products, viewing of the bug busting DVD and the
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translation of the bug busting programme to national policy. The results of

these questionnaires were analysed using the SPSS. The qualitative element

was manually analysed and is included with the findings.
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Chapter 3 Findings Phase 1: Pre The Educational Intervention

Introduction

The findings of phase 1 of the study are presented in this chapter. The various

content areas within the questionnaire are used as subheadings to present the

findings in a logical manner. Where a relevant relationship between the

variables is explored, these results are presented in relation to that section.

The section begins with a description of the sample.

Section 1 Description Of The Sample

The number of children in each school and the number of completed

questionnaires returned is indicates below in Table 1. A total of 764

respondents (Parents/Guardians) responded to this survey of each child’s hair

care in each of the two schools.

Table 1: Number Of Pupils In Each School And Response Rate

School Administered

Questionnaires

Response Rate per School

School A 100% (n=690) 84.9% (n=587)

School B 100% (n=262) 67.6% (n=177)

Total 100% (N=952) 80% (N=764)

The overall number of questionnaires administered was N=952. According to

class lists there are a total of N=690 registered pupils in School A and N=262

registered pupils in School B and questionnaires were administered to all of

these pupils. Out of the total of all the questionnaires N=690 administered in

School A, 85% approximately (n=587) were returned. This compares with

68% (n=177) returned from School B. This response rate is somewhat ironic

and disappointing as School B had identified head lice infestation as a major

problem within the school in the September immediately proceeding the data

collection phase of this study and had sought assistance from their teachers

and local public health nurses at the start of the term to alleviate the problem.

An overall response of 80 % (n=764) provided the basis for the study.
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The total number of pupils available from each school is presented in

Table 2 and it demonstrates that School A was the larger School and that each

class size was also larger in pupil numbers than School B.

Table 2: Pupils In Each Class According To Class List

Class School A School B Total in both Schools

Junior N=87 N=34 N=121

Senior Inf. N=88 N=50 N=138

First N=92 N=32 N=124

Second N=91 N=39 N=130

Third N=86 N=23 N=109

Fourth N=69 N=21 N=90

Fifth N=87 N=33 N=120

Sixth N=90 N=30 N=120

Total 100% (N=690) 100% (N=262) 100% (N=952)

From Table 2 it can be seen that Senior Infants class was the largest class

(n=138). Approximately 54 % (n=513) of the pupils were between junior

infants and second class (inclusive). It was also important to determine the

returns from each class, in order to provide reliable information based on

accurate representation from each class. This information is presented in Table

3 which shows there that there was a higher number of returns from School A at

Junior infants 10.9% (n=64) than School B, at 8.5% (n=15). Senior infants

provided a high percentage returns 18.6% (n=33) in school B. The returns of

the remaining class are relatively similar in both schools.
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Table 3: Percentage Returns For Each Class For Each School

Class Returns per class in

relation to overall total

of School A

Returns per class in

relation to overall total

of School B

Infants 10.9% (n=64) 8.5% (n=15)

Senior Inf. 9.2% (n=54) 18.6% (n=33)

First 9.9% (n=58) 9.6% (n=17)

Second 10.1% (n=59) 14.1% (n=25)

Third 10.7% (n=63) 10.2% (n=18)

Fourth 10.2% (n=60) 7.9% (n=14)

Fifth 9.5% (n=56) 12.4% (n=22)

Sixth 9.7% (n=57) 13.6% (n=24)

Total 471 168

Missing 19.8% (n=116) 5.1% (n=9)

Total 100% (N=587) 100% (N=177)

Figure 1, gives the frequency of class returns for both schools in relation the

total population that responded for both schools (n=764).
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Figure 3. Bar Chart of Frequency of Returns from Each Class in Both

Schools
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Table 4 indicates the overall response for each class. The response rate from

Junior Infants’ Class included in the study was 65% (n=79) out of the overall

total of (N=121) from both schools. The class with the lowest overall response

rate was First Class 60% (n=75) from a total of 124 pupils.

Table 4 Response Rate For Each Class For Both Schools

Class Total per Class in Both
Schools according to
Class List

Response Rate for Each
Class in relation to
overall total per class in
both school

Junior Inf. N=121 65% (n=79)

Senior Inf. N=138 63% (n=87)

First N=124 60% (n=75)

Second N=130 64.6% (n=84)

Third N=109 74.3% (n=81)

Fourth N=90 82.2% (n=74)

Fifth N=120 65% (n=78)

Sixth N=120 67.5% (n=81)

Missing 16.4%(n=125)

Total 100% (N=952) (N=764)

Table 4 shows that approximately 62.8% (n=480) respondents were from

Junior Infants’ Class up-to and including Fourth Class.

Both primary schools catered for the educational needs of boys and

girls. Table 5 shows there are slightly more girls 52.5% (n=308) than boys,

47.5% (n=279) in School A.

Table 5 Distribution Of Gender

School A School B Schools A and B

Boys 47.5% (n=279) 50.3% (n=89) 48.2% (N=368)

Girls 52.5% (n=308) 49.7% (n=88) 51.8% (N=396)

Total 100% (N=587) 100% (N=177) 100% (N=764)
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A more detailed picture of the gender distribution is presented in Table

6. Second class has the greatest number of girls at 7.1% (n=54) and senior

infants has the greatest number of boys 5.9% (n=45).

Table 6. Gender In Each Class From Both Schools

Class Boy Girl Total

Junior Inf. 4.5% (n=34) 5.9% (n=45) 10.4% (n=79)

Senior Inf. 5.9% (n=45) 5.5% (n=42) 11.4% (n=87)

First 5.4% (n=41) 4.5% (n=34) 9.9% (n=75)

Second 3.9% (n=30) 7.1% (n=54) 11% (n=84)

Third 4.3% (n=33) 6.3% (n=48) 10.6% (n=81)

Fourth 5.5% (n=42) 4.2% (n=32) 9.7% (n=74)

Fifth 5.6% (n=43) 4.6% (n=35) 10.2% (n=78)

Sixth 4.6% (n=35) 6% (n=46) 10.6% (n=81)

Missing 8.5% (n=65) 7.9% (n=60) 16.4% (n=125)

Overall Total 48.2% (N=368) 51.8% (N=396) 100% (N=764)

There was a relatively even distribution of gender in each class from both

schools as indicated in the bar chart hereunder.

1 2 3 4 5 6 7 8 9

class

0

10

20

30

40

50

60

70

Co
un

t

gender
1

2

Figure 4 Bar Chart of Gender Distribution within in Each Class

Gender Key
Dark Colour = boys
Light Colour = girls

Key 1=First Class, 2=Second Class, 3=Third Class, 4=Fourth Class, 5 =Fifth Class, 6 =sixth Class,

7 =Junior infants, 8=Senior infants, 9 =Missing data



59

The age group distribution in each school is presented in Table 7. The

most frequent age group was the 7-9 years age group in both schools with

35.6% (n=209) in School A and 33.9% (n=60) in School B. giving an overall

total of 35.2% (n=269). The next frequent age group in the overall context

was the 10-12 years age group at 31.8% (n=243) followed by the 4-6 years

age group at 30.8% (n=235). Just two pupils, one from each school were

aged 13 years or above.

Table 7: Age Group Distribution In Each School

Age of Child School A School B Schools A and B
4-6 Years 30.2% (n=177) 32.8% (n=58) 30.8% (n=235)
7-9 Years 35.6% (n=209) 33.9% (n=60) 35.2% (n=269)
10-12 Years 32% (n=188) 31.1% (n=55) 31.8% (n=243)
13 Years or above 0.2% (n=1) 0.6% (n=1) 0.3% (n=2)
Missing 2% (n=12) 1.7% (n=3) 2% (n=15)
Total 100% (N=587) 100% (N=177) 100%(N=764)

Due to the nature of head lice infestation, children in the more junior classes

are most at risk of transferring the parasite through human contact. Therefore

the four age group categories were re-grouped on the basis of increased

likelihood that a younger age group of 4 – 9 years old would require greater

parental supervision with hair care and would be more susceptible to head lice

infestation. This resulted in two age group categories of 4-9 years age and

those aged 10 years as detailed in table 8 which indicates that 66% (n=504)

children were in the 4–9 years age group. The remainder 32.7% (n=245)

were aged 10 years and it is more likely the later group could be more capable

of giving more attention to their own hair care and personal hygiene and more

generally conscious of their general physical appearance.

Table 8 Number Of Pupils In Each Age Group

Age Group Number of Pupils

4-9 years 66% (n=504)

10 years and above 32% (n=245)

Missing 2% (n=15)

Total 100% (n=764)
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Section 2 Checking For Head Lice:

This section deals with questions C, D and E of the questionnaire and also

looks at the relationship between the regularity of checking of the child’s hair

for head lice in relation to the age group of the child. Details of the individual

parental pattern for checking for head lice in each school are revealed in Table

9. Most parents/guardians 79% (n=464) in School A check their child regularly

for head lice and this figure is higher at 88% (n=156) in School B. This may

be reflective of the ongoing problem of head lice in School B.

Table 9: Regularly Checking For Head Lice

Regular

Checking

School A School B Both Schools

Yes 79% (n=464) 88% (n=156) 81.2% (n=620)

No 19% (n=111) 11% (n=19) 17% (n=130)

Missing 2% (n=12) 1% (n=2) 1.8% (n=14)
Total 100% (N=587) 100% (N=177) 100% (N=764)

Approximately 19% (n=111) did not regularly check their child for head lice in

School A and 11% (n=19) did not check their child for head lice at School B.

Overall, 17% (n=130) of parents/guardians did not regularly check their

child’s hair for head lice.

Table 10 shows that out of the overall total who reported that they

regularly check their child’s hair for head lice (N=620), about 30.8% (n=191)

were in the 4 - 6 years age group. The highest percentage of regular checking

was in the 7 – 9 years age group at 36.3% (n=225).

Table 10 Checking For Head Lice And Age Group Of Child

Regular
Checking 4-6 yrs 7-9 yrs 10-12 yrs Missing Total
Yes 30.8%

(n=191)
36.3%
(n=225)

32.4%
(n=201)

0.5%
(n=3)

100%
(n=620)

No 33.8%
(n=44)

33.8%
(n=44)

31.5 %
(n=41)

0.8%
(n=1)

100%
(n=130)

Missing 0% 0% 7.1%
(n=1)

92.9%
(n=13)

100%
(n=14)

Total 30.8%
(n=235)

35.2%
(n=269)

31.7%
(n=243)

2.3%
(n=27)

100%
(N=764)
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Approximately, 32.4% (n=201) were in the 10 to 12 years age group which

supports the previous finding that parents would be more inclined to check the

4 -9 age group due to their susceptibility to infestation of head lice. To

determine the importance of the relationship between the child’s age group

and the regularity of checking, the newly recoded groups 4 – 9 years and 10

years and greater were crosstabulated. Chi Square indicates χ2 = 2.067, df =

2 and p=.356, hence there is no difference between regular checking in

relation to the age group of the child between 4 -9 years and 10 years and

above. It would appear therefore that the age of the child did not have an

impact on whether they were checked regularly for head lice. It may be that

parents/guardian checked their child’s hair regardless of age or did not check

their child’s hair regardless of age. Further investigation of this pattern is

presented in Table 11 hereunder.

Table 11 Frequency Of Checking For Head Lice

Frequency of

Checking

School A School B Both Schools

Weekly 34.2%(n=201) 54.8% (n=97) 39% (n=298)

Monthly 29% (n=170) 20.3% (n=36) 27% (n=206)

If Child’s Head is

Itchy

25.2% (n=148) 19.2% (n=34) 23.8% (n=182)

As advised by

school/health

professional/other

9.2% (n=54) 3.4% (n=6) 7.9% (n=60)

Missing 2.4% (n=14) 2.3% (n=4) 2.3% (n=18)

Total 100% (587) 100% (N=177) 100% (N=746

Table 11 indicates that the most frequent pattern of checking the child’s hair

for the presence of head lice in both schools is weekly at 39% (n=298). The

next most frequent pattern is monthly at 27% (n=206). Approximately 7.9%

(n=60) checked their child’s hair for head lice only in the light of advice of

either a school/health professional. In relation to checking the child’ hair when

the child’s head is itchy, which is a manifestation of infestation, only 23.8%
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(n=182) stated that they would check their child’s hair. When the results of

both schools are compared the parents/guardians of children in School A

stated that they were more likely to check on a weekly basis 34.2% (n=201)

in School A whereas this increases to 54.8% (n=97) in School B. This finding

is in keeping with the fact that School B had identified a problem with head

lice infestation and had asked for assistance and therefore more likely to check

weekly in order to eliminate the problem of head lice in their school. The

frequency of checking is somewhat reversed in relation to monthly checking

where 29% (n=170) of the parents/guardians check their child’s hair in School

A in comparison to 20.3% (n=36) of parents who check their child’s hair

monthly in School B. There appears to be a significant difference between the

pattern of parental checking for head lice in the two schools in relation to

checking weekly (p=0.00), monthly (p=0.023) and when advised by a

school/health professional (p=0.012). However, there is no significant

difference in the pattern of parental checking of child’s hair when the child’s

head is itchy (0.100).

These results of regularly checking for head lice were explored in

relation to the gender of the child to see if the girls were checked more

frequently than the boys are indicated in table 12.

Table 12 Regular Checking For Head Lice And Gender Of Child

Regular CheckingGender

Yes No * Total

Boy 46.9% (n=291) 53.5% (n=77) 48.2% (n=368)

Girl 53.1% (n=329) 46.5% (n=67) 51.8% (n=396)

Total 100% (N=620) 100% (N=130) 100% (n=764)

(* 14 Missing data 14 included as ‘No’)

This is probably because young girls may have longer hair and therefore

more difficult and more time consuming for the parent/guardian to check their

hair regularly. The total population in this context is only those who answered

yes to regularly checking (N=620). Chi Square tests χ2 = 2.0, df = 1 and 

p=0.157 indicates there is no significant difference between checking for head

lice and the gender of the child. Hence, parents checked their child’s hair for

head lice regardless of gender.
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Table 13 indicates the response of the parents/guardians on their

pattern for checking all family members (including adults) if head lice are

found. Most respondents 67.1% (n=394) in School A always check other

family members if head lice are found compared with a small minority of

10.9% (n=64) who would never check other family members’ hair for head

lice.

Table 13 Checking All Family Members For Head Lice

Frequency School A School B Response from
Schools A & B

Always 67.1% (n=394) 77.4% (n=137) 69.5% (n=531)
Never 10.9% (n=64) 4% (n=7) 9.3% (n=71)
Other 18.1% (106) 14.6% (n=26) 17.3% (n=132)
Missing 3.9% (n=23) 4% (n=7) 3.9% (n=30)
Total 100% (N=587) 100% (N=177) 100% (N=764)

A higher percentage always check family members’ hair for head lice once lice

are found in one child in School B at 77.4% (n=137), which may reflect the

ongoing awareness of the problem of head lice among the parents/guardians.

Overall 69.5% (n=531) always check all family members if head lice are

detected in a child.

Section 3 Pattern Of Treating For Head Lice

This section presents the findings in relation to questions F, G, H and I, which

relate to whether a child was ever treated for head lice, treatment patterns for

head lice during the previous year and the number of episodes of head lice

each child experienced during the previous year. The final question focused on

absenteeism from school due to a head lice related concern. It can be seen

from table 14, that a greater percentage of children were treated for head lice

in School B at 54.8% (n=97) than in School A at 41.9% (n=246) which is in

keeping with the increased reporting of head lice within School B.

Table 14: If Child Was Ever Treated For Head Lice

Child treated
for Head Lice

School A School B Schools A & B

Yes 41.9%(n=246) 54.8%(n=97) 44.9% (n=343)
No 58.1%(n=341) 45.2%(n=80) 55.1% (n=421)
Overall Total 100% (n=587) 100% (N=177) 100% (N=764)
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More than half 58.1% (n=341) stated no when asked if their child was ever

treated for head lice in School A as opposed to 45.2% (n=80) in School B. In

both schools, approximately 55.1% (n=421) of parents/guardians reported

never having to treat their child’s hair for head lice.

Table 15 demonstrates, that in the past year 80.9% (n=475) of the

respondents in School A reported no episode of head lice in their children

while this figure dropped to 61.6% (n=108) in school B in the past year.

Table 15: Pattern Of Treatment For Head Lice And Time Of Year

Time of Year School A School B Both Schools
September -
December

4.9% (n=29) 19.2% (n=34) 8.2% (n=63)

January - March 3.7% (n=22) 7.3% (n=13) 4.6% (n=35)
March - June 3.1% (n=18) 5.1% (n=9) 3.5% (n=27)
Summer Break 1.9% (n=11) 4% (n=7) 2.4% (n=18)
No Episode of
Head Lice

80.9% (n=475) 61.6% (n=109) 76.4% (n=584)

Missing 5.5%(n=32) 2.8% (n=5) 4.8% (n=37)
Total 100% (N=587) 100% (N=177) 100% (N=764)

According to Table 15, the most frequent time for treating head lice appears to

be between the months of September to December at 8.2% (n=63) in both

schools. In School B there is a higher incidence of treating the child for head

lice between September and December at 19.2% (n=34) than any other time

period either within that school or in comparison to School A. This finding

possibly reflects the request from this school for assistance with the problem

of head lice around September. September to December is also the highest

level of frequency of infestation in both schools with School A reporting 4.9%

(n=29) and School B reporting that 19.2% (n=34) had to treat their child at

this time. However it is noteworthy that overall there were just 11.7% (n=69)

episodes during the school year from September to June (excluding Summer

break) in School A in comparison to 31.6% (n=56) episodes in School B

during the same period.

Table 16 suggests that 76.4% (n=584) of respondents reported no

need to treat their child for head lice in the past year. Approximately 8.2%

(n=63) of parents had to treat their child for head lice between September
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and December and this was exactly the same for the term January to June.

Hence there is no difference between the need to treat head lice between the

two schools for the September and December and January to June periods.

Table 16 Treatment Pattern Of Head Lice In Relation To School Term

Time of Year School A School B Both Schools
September -
December

4.9% (n=29) 19.2% (n=34) 8.2% (n=63)

January - June 6.8% (n=40) 12.4% (n=22) 8.2% (n=62)
Summer Break 1.9% (n=11) 4% (n=7) 2.4% (n=18)
No Episode of
Head Lice

80.9% (n=475) 61.6% (n=109) 76.4%
(n=584)

Missing 5.5%(n=32) 2.8% (n=5) 4.8% (n=37)
Total 100% (N=587) 100% (N=177) 100% (N=764)

Only 2.4% (n=18) indicated that they had to treat their child’s hair over

the summer period. This could be due to the possibility of a reduction in the

child’s scope of mixing with other children or perhaps the parents/guardians

did not think of checking once their child was not attending school as there

was a reduced risk of contagion for school mates.

Table 17 indicates the overall number of episodes of head lice in the

past year and shows that 83.1% (n=635) stated their child had no episode of

head lice in the past year. This corresponds to some degree with the finding in

the previous table 16 that 76.4% (n=584) had no episode of head lice in the

past year. Approximately 15.3% (n=27) had one episode of head lice in the

past year in School B in comparison to School A which had twice as many at

7.3% (n=43) during the same period.

Table 17 Episodes Of Head Lice In The Past Year

Time of Year School A School B Both Schools

No Episode 87.6% (n=514 ) 68.4% (n=121) 83.1% (n=635)
One Episode 7.3% (n=43) 15.3% (n=27) 9.2% (n=70)
2 – 4 episodes 1.7% (n=10) 10.2% (n=18) 3.7% (n=28)
5 + episodes 0.5% (n=3) 2.8% (n=5) 1% (n=8)
Missing 2.9% (n=17) 3.4% (n=6) 3% (n=23)
Total 100% (N=587) 100% (N=177) 100% (N=764)
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Approximately 10.2% (n=18) reported having between two and four episodes

of head lice in the past year in School B, whilst the same incidence was much

lower in School A at 1.7% (n=10) during the same period. Again this reflects

that School B had identified an ongoing problem with head lice infestation

during the first term of the school year.

A small percentage 2.8% (n=5) stated their child had more than five episodes

of head lice infestation in the past year in School B. This was very much

reduced in School A which reported just 0.5% (n=3). However, in the overall

context, this frequency of five episodes or more drops to 1% (n=8) in relation

to both schools.

Table 18 shows that a very small minority of children in School A 1.2%

(n=7) missed school as a result of a head lice related concern within the past

year. However, in School B, this incidence is increased to 4.5% (n=8). In total

therefore, approximately 2% (n=15) of pupils missed attending school

because of a head lice related problem.

Table 18 Absence From School Due To A Head Lice Concern

School A School B Both Schools
Yes 1.2% (n=7) 4.5% (n=8) 2% (n=15)
No 98.8% (n=580) 95.5% (n=169) 98% (n=749)
Total 100% (n=587) 100% (N=177) 100% (N=764)

This gives rise for concern in relation to how a preventable and

treatable health care condition can cause 15 pupils to miss attending school.

Parents/Guardians were asked to indicate the reasons for missing school but

little information was given in this section. The duration of the child’s absence

was not assessed in this questionnaire. The impact of a child’s unplanned

absence from school on family life coupled with the need perhaps to seek child

minding facilities or for the parent/guardian to take unplanned work leave is

also worthy of consideration by both teachers, parents and health care

professionals. In addition the broader context of stigma for the child as well as

the economic perspective related to possible financial loss due to worker

absenteeism merits some discussion in relation to the development of more

effective methods of prevention and treatment of head lice
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Section 4 Method Used For Treating Head Lice

This section provides the results of questions J and K relating to the actual

method used to treat head lice and the perceived best method of treatment

used by the parents/guardians.

Table 19 presents the results of the question on what method the

parents/guardians used to treat head lice in their child. While 44.4% (n=339)

stated they never had to treat their child, it can be seen from Table 19 that

38.7% (n=296) used Lotion/foam/special shampoo recommended by Chemist

to treat head lice. It is worth noting the central role of the chemist particularly

in relation to health promotion and giving advice to parents. The next method

used was Fine Combing of Hair (not using electric combs) at 27.2% (n=208).

Approximately 4.1% (n=31) stated that they used lotions/foam/special

shampoos recommended by a General Practitioner (GP). This result could be

influenced if the parents/guardians had no access to a medical card as they

would have to pay for the visit to the GP in addition to the cost of treatment.

Table 19: Method Used To Treat Head Lice

Method Used to Treat Child for
Head Lice

School A School
B

Both
Schools

Lotion /foam/special shampoo
recommended by Doctor

3.2%
(n=19)

6.8%
(n=12)

4.1% (n=31)

Lotion /foam/special shampoo
recommended by Chemist

37.6%
(n=221)

42.4%
(n=75)

38.7%
(n=296)

Fine Combing of Hair (not
using electric combs)

27.3%
(n=160)

27.1%
(n=48)

27.2%
(n=208)

Never had to Treat 47.9%
(n=281)

32.8%
(n=58)

44.4%
(n=339)

Other (e.g. Tea Tree oil, lots of
conditioner)

5.5%
(n=32)

10.2%
(n=18)

6.5% (n=50)

However, as those parents in possession of a medical card could get their

treatment free of charge if it was medically prescribed from the chemist. It

could also be an over the counter recommendation by the doctor and just

bought at the chemist shop, which are usually in close proximity to a medical

centre. Respondents had the opportunity to tick more that one answer, hence

there is a degree of overlap between the options selected. The more important
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question therefore was what method was actually used by the

parents/guardians. These results are presented in Table 20.

Table 20: Method Used To Treat Head Lice (Reconfigured)

Method Used to Treat
Child for Head Lice

School A School B Both Schools

Lotion /foam/special
shampoo
recommended by
Doctor/Chemist

18.9% (n=111) 27.5%
(n=49)

20.9% (n=160)

Fine Combing of Hair
(not using electric
combs)

5.8% (n=34)) 8.5%
(n=15)

6.4% (n=49)

Lotion and Fine
Combing

21.5% (n=126) 18.6%
(n=33)

20.8% (n=159)

Never had to Treat 46.7% (n=274) 32.8%
(n=58)

43.5% (n=332)

Other (e.g. Tea Tree
oil, lots of conditioner)

2% (n=12) 5.6%
(n=10)

2.9% (n=22)

Missing 5.1% (n=30) 6.8%
(n=12)

5.5% (n=42)

Total 100% (n=587) 100%
(N=177)

100% (N=764)

Table 20 reveals that the slightly more popular method used by the

parents/guardians from both schools to treat head lice in their child was the

lotion/foam/special shampoo from the doctor/chemist at 20.9% (n=160). A

combination of using lotion and fine combing accounted to 20.8% (n=159) of

parental/guardian preferred method of treatment for head lice. Fine combing

of the hair without the use of electric combs was the next most popular

method in both schools of 6.4% (n=49). Other methods were recommended

by a small number of parents/guardians and included using electric combs,

keeping hair very short, tea tree oil, using hair conditioner only, applying

Vaseline on the child’s head with a cap over the hair. Three respondents

commented that they could not find an effective method to treat head lice in

their child.

The respondents were asked to evaluate what was the best method that

they had used to treat head lice. There is a similar pattern of selecting the

best method for treating head lice by the parents/guardians of the children

from both schools as indicated in Table 21 below. Table 21 highlights that
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approximately one third of the respondents in both schools 34.9% (n=267)

reported that using lotions, foams and special shampoos was the best method

they had used to treat head lice. This relates with the previous finding that the

actual method used in practice as previously seen previously in Table 20

(lotions, foams and special shampoos recommended by Doctor/Chemist).

Table 21 Best Method Used To Treat Head Lice

Best Method Used to
Treat Head Lice

School A School B Both Schools

Lotion /foam/special
shampoo

34.1%
(n=200)

37.9%
(n=67)

34.9% (n=267)

Fine Combing of Hair
(not using electric
combs)

24.5%
(n=144)

24.3%
(n=43)

24.5% (n=187)

Never had to Treat 48.7%
(n=286)

36.7%
(n=65)

45.9% (n=351)

Other (e.g. Tea Tree
oil, lots of
conditioner)

2.6%
(n=15)

6.2% (n=11) 3.4% (n=26)

Approximately a quarter of respondents from each school stated that

fine combing of the child’s hair was the next best method at 24.5% (n=187)

that they had used to treat head lice. As respondents had an opportunity to

indicate more than one answer, a more discerning result could be identified by

recoding the options which were ticked as being the only method and to then

identify the combinations of options selected by the parents/guardians Hence,

lotions, foams and special shampoos was combined with fine combing as these

were found to be the most popular methods of treating head lice and the

question as to whether this combination would also seen as the best method

was worth pursuing.

Table 22 provides the results of this recombination of the available

methods and reveals again that the majority of parents in both schools 45.4%

(n=347) did not have to treat their child for head lice. Lotions, foams and

special shampoos were found to be the best method used to treat head lice at

19.4% (n=148). Following this method the parents/guardians indicated that

they found a combination of lotions, foams /special shampoos in conjunction

with fine combing to be the best method of treatment 15.6% (n=119).
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Table 22: Best Method Used To Treat Head Lice And Combined
Response Categories

Best Method Used to Treat
Head Lice

School A School B Both
Schools

Used only Lotion
/foam/special shampoo

17.7%
(n=104)

24.9%
(n=44)

19.4%
(n=148)

Used only Fine Combing of
Hair (not using electric combs)

8.2%
(n=48)

11.3%
(n=20)

8.9% (n=68)

Used Lotion /foam/special
shampoo and Fine Combing of
Hair (not using electric combs

16.4%
(n=96)

13% (n=23) 15.6%
(n=119)

Never had to Treat 48%
(n=282)

36.7%
(n=65)

45.4%
(n=347)

Other (e.g. Tea Tree oil, lots of
conditioner)

3.2%
(n=19)

6.2%
(n=11)

3.9% (n=30)

Missing 6.5%
(n=38)

7.9%
(n=14)

6.8% (n=52)

Total 100%
(N=587)

100%
(N=177)

100% (764)

Approximately 3.9% (n=30) parents found other methods such as Tea Tree

oil, lots of conditioner apart from combing or special lotions/shampoos to be

the best method.

Table 23 reveals the relationship between the actual method used and

the best method used to treat head lice as perceived by the

parents/guardians. The source of the lotions was not an important

consideration. Of those who indicated that fine combing was the best method

(N=68), 41.2% (n=28) stated they actually used it. However, another 41.2%

(n=28) respondents who indicated that fine combing was the best method also

stated that they used fine combing in combination with lotions, foams and

special shampoos. In reality therefore approximately 82.4% (n=56) who

suggested that fine combing was the best method actually did use it in

practice.
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Table 23. Actual Method Used And Best Method Used To Treat Lice

Best Method Used To Treat Health Lice

Actual Method Used

to Treat Head Lice

Lotion

/foam/special

shampoos

Fine

Combing

Lotion

/foam/special

shampoos & Fine

combing

Lotion /foam/special

shampoos

83.8% (n=124) 10.3%

(n=7)

12.6% (n=15)

Fine Combing of Hair

(not using electric

combs)

0% 41.2%

(n=28)

0%

Lotion /foam/special

shampoos and Fine

Combing

14.2% (n=21) 41.2%

(n=28)

86.6% (n=103)

Miscellaneous (other,

never had to treat)

2% (n=3) 7.3%

(n=5)

.8% (n=1)

Total N=148 N=68 N=119

Finally, of those who combined lotions, foams and special shampoos with fine

combing (N=119), 86.6% (n=103) stated it was the method they used in

practice. Overall it appears that there is some correlation between what the

respondents state is the best method to treat head lice and the method they

used in practice. The variation of dry fine combing was not assessed in this

questionnaire.
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Section 5 Most Convenient Source Of Information On Head Lice

This section addresses the final two questions L and M, of the questionnaire in

relation to the most convenient source of information on head lice and

whether the parents/guardians had contracted head lice. The most convenient

source of information was also investigated in relation to the perceived best

method of treatment used.

Table 24 reveals that the doctor is the least convenient source,

according to School A at 4.4% (n=26) and School B at 7.3% (n=13) giving an

overall total of only 5.1% (n=39) stating the doctors as the most convenient

source of information from both schools.

Table 24: Most Convenient Source Of Information On Head Lice

Most Convenient Source for
Information

School A School B Both
Schools

Doctor 4.4%
(n=26)

7.3 %
(n=13)

5.1% (n=39)

Public Health Nurse/Health
Centre

4.6%
(n=27)

9.6%
(n=17)

5.8% (n=44)

Chemist/Pharmacist 74.8%
(n=439)

63.4%
(n=112)

72.1%
(n=551)

Internet/magazines/television 10.2%
(n=60)

12.4%
(n=22)

10.7%
(n=82)

Other 1.7%
(n=10)

2.8% (n=5) 2% (n=15)

Missing 4.3%
(n=25)

4.5% (n=8) 4.3% (n=33)

Total 100%
(N=587)

100%
(N=177

100%
(N=764)

The higher percentage of identifying the doctor by the parents/guardians of

the children in School B could have been influenced by the problem of head

lice infestation in this school as previously mentioned The most frequently

attended source of getting information on head lice for parents/guardians from

both schools was the chemist at 72.1% (n=551). Market forces alone as well

as demand for healthy hair products could explain the popularity of the local

pharmacy/chemist. It could also be explained that the pharmacy/chemist

promote the specialist products as well as also stocking them. Also those

respondents without a medical card would more easily visit the local chemist
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shop before engaging the costly professional services of the General

Practitioner

The public health nurse/local health centre was the next most

convenient source of information on head lice at 5.8% (n=44) and this was

slightly more convenient source for School B at 9.6% (n=17) than School A at

4.6% (n=27). Again this could be because School B had an ongoing problem

and therefore the parents/guardians tried any available sources of information

available and indeed the public health nurses had been contacted. Other

sources of information 2% (n=15) identified by respondents included other

family members, good friends, phoning the company that produces the

lotions, older parents and hairdresser.

In both schools, the internet, magazines and television were more

convenient sources to get information than the doctor at 10.7% (n=82). In

some respects this could be related to family finances, level of education and

access to a medical card. This finding these could be influenced by a number

of factors, such as occupation, level of education, social class and whether

many of these families had a medical card as well as the facility to access the

family doctor (GP) after working hours and having local child care

arrangements..

The most convenient source of information as related to the best

method of treatment is indicated in Table 25 which indicates that of those

(N=39) who stated that the doctor was the most convenient source of

information, 25.6% (n=10) stated that the best method of treatment was

lotion, forms or special shampoos. The results are only just slightly higher in

relation to those who found the public health nurses and the health centre

(N=44) as the most convenient source of information at 27.3% (n=12) stated

lotions, foams and special shampoos as the best method. However another

25% (n=11) who found the public health nurses and the health centre (N=44)

as the most convenient source of information stated that they found lotion,

foams and special shampoos in addition to fine combing as the best method.
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Table 25 Convenience Of Sources Of Information In Relation To The

Best Method Of Treatment For Head Lice

Convenient Sources of InformationBest Method to

Treat Head Lice Doctor PHN/

Health

Centre

Chemist/

Pharmaci

st

Internet/

magazines

/TV

Other

Lotion

/foam/special

shampoos

25.6%

(n=10)

27.3%

(n=12)

20.5%

(n=113)

15.9%

(n=13)

Fine Combing 5.1%

(n=2)

15.9%

(n=7)

8%

(n=44)

14.6%

(n=12)

6.7%

(n=1)

Lotion

/foam/special

shampoos & Fine

combing

10.3%

(n=4)

25%

(n=11)

17.1%

(n=94)

6.1% (n=5) 33.3%

(n=5)

Miscellaneous

(Other and Missing

and Never had to

treat)

59%

(n=23)

31.8%

(n=14)

54.5%

(n=300)

63.5%

(n=52)

60%

(n=9)

Total N=39 N=44 N=551 N=82 N=15

Out of the total who identified the pharmacy/chemist (N=551) as the

most convenient source of information, 20.5% (n=113) stated that lotion,

foam and special shampoo were the best method, another 17.1% (n=94)

stated that lotions, foam and special shampoo as well as fine combing was the

best method. Finally, 6.1% (n=5) of those who found the internet, magazines

and television as the most convenient source of information (N=82) also

stated that the best method was the lotion, foam and special shampoo with

fine combing, while approximately 14.6% (n=12) also stated that the best

method was fine combing.
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Table 26 shows that just under half the parents/guardians 43.3%

(n=254) reported having head lice themselves as a child under 18 years of

age in School A. In relation to School B, 52.5% (n=93) reported having head

lice themselves as a child under 18 years.

Table 26: Respondents Experience Of Having Head Lice

School A School B Both Schools

As a Child

(up to 18 yrs)

43.3% (n=254) 52.5% (n=93) 45.4% (n=347)

As an Adult

(over 18 yrs)

8.0% (n=47) 15.8% (n=28) 9.8% (n=75)

Never 46.8% (n=275) 32.3% (n=57) 43.5% (n=275)

As a Adult and

as a Child

29.8% (n=14) 32.1% (n=9) 6.6% (n=23)

In relation to experiencing head lice as an adult, 15.8% (n=28) of the

parents/guardians of the children in School B reported having the problem. In

comparison, 8% (n=47) of parents/guardians in School A reported having

contracted head lice as an adult. A possible explanation of this finding could be

that as School B had an increased episodes of head lice in the past year (Table

17) and also had a greater tendency to check all family members (Table 13)

when head lice were detected hence the parents themselves may have got

infested from their children and hence a higher incidence of head lice

infestation experienced as an adult was reported.

However, when the relationship between the respondents having

experience of head lice both as a child and as an adult was crosstabulated it

emerges that approximately 6.6% (n=23) stated they had head lice as a child

and adult, this total accounted for 32.1% (n=9) from School B and 29.8%

(n=14) from School A. Therefore there is little difference between the

respondents from the two schools.
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Chapter 4 Findings Phase 2 Post The Educational Intervention

Introduction

The second questionnaire explored the influence and perceived parental

effectiveness of the Bug busting intervention.

Section 1 Description Of The Sample

The same number of questionnaires as distributed in phase 1 were circulated

for the second phase of the research (n=952). However the response rate for

the second questionnaire was lower than the first questionnaire. Table 27

shows that a total of 486 questionnaires were returned in phase 2 of the

study.

Table 27. Number Of Respondents From Each School

School

Administered

Questionnaires

Response Rate

per School.

Response rate as
% of returned
questionnaires

A 100% (n=690) 56.3% (n=389) 80%(n=389)

B 100% (n=263) 37% (n=97) 20%(n=97)

Total 100% (n=952) 52% (n=486) 100% (n=486)

The response rate was 56.3% (n=389) from School A and 37% from School B

(n=97). Of the total response rate, 80% (n=389) were from school A and

20% were from school B (n=97). This gives a response rate of 52% from the

total number of questionnaires (n=952) distributed in School A and School B.

Table 28 shows that the highest response rate was from senior infants

at 14.4% (n=70) and the lowest response rate was from third class at 7.8%

(n=38). 50 responses were received which did not detail the child’s class.

Table 28 shows that school A had the highest number of responses per class in

Junior infants at 22.7% (n=22) whilst School B’s highest response rate was for

Senior infants at 13.1% (n=51). The lowest response rate for School A was for

third class at 7.7% (n=30) whilst the lowest response rate for School B was

for fourth class at 5.2% (n=5).
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Table 28 Pupils In Each Class In Each School

School A School B Both Schools

Junior Infs. 8.2% (n=32) 22.7% (n=22) 11.1% (n= 54)

Senior Infs. 13.1% (n= 51) 19.6% (n=19) 14.4% (n=70)

First Class 11.8% (n=46) 10.3% (n=10) 11.5% (n=56)

Second Class 11.6% (n=45) 18.6% (n=18) 13% (n=63)

Third Class 7.7% (n=30) 8.2% (n=8) 7.8% (n=38)

Fourth Class 12.3% (n=48) 5.2% (n=5) 10.9% (n=53)

Fifth Class 12.6% (n=49) 8.2% (n=8) 11.7% (n=57)

Sixth Class 10% (n=39) 6.2% (n=6) 9.3% (n=45)

Missing 12.6% (n=49) 1% (n=1) 10.3% (n=50)

Total 100.0% (n=340) 100.0% (n=96) 100% (n=436)

When the age group of the responses was broken down, table 29

indicates that the highest number of responses was in the 10-12 years of age

group 34.5% (n=172), followed by 7-9 years of age 35.2% (n=171).

Table 29 Age Of Child At His/Her Last Birthday

Age Group School A School B Both Schools

4-6 years 23.4% (n=91) 46.4% (n=45) 28% (n=136)

7-9 years 36% (n=140) 32% (n=31) 35.2% (n=171)

10-12 years 39.3% (n=153) 19.6% (n=19) 35.4% (n=172)

13 years + 0.5% (n=2) 1% (n=1) 0.6% (n=3)

Missing .8% (n=3) 1% (n=1) 0.8% (n=4)

Total 100.0% (n=386) 100.0% (n=96) 100% (n=482)

School A’s highest response rate was in the age 10-12years at 39.3%

(n=153) while School B had the highest response rate in the 4-6 years of age

group at 46.4% (n= 45). Only 3 responses were received from age 13+ years

of age which reflects the typical age group in primary school. Four responses

did not indicate the child’s age.
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Section 2 Treatment And Episodes Of Head Lice – Post Intervention

Table 30 highlights the number of treated episodes of head lice in the past

year. Most children 82.1% (n=399) did not have an episode of head lice.

However, 11.9% reported having between 1-2 episodes (n=58) and 5.3 %

(n=26) of parents treated their child for head lice more than three times in

the past year.

Table 30 Treatment Of Head Lice In The Past Year

Number of treated

Episodes School A School B Both Schools

No episodes to treat 83.5% (n=325) 76.3% (n=74) 82.1% (n=399)

1-2 treated episodes 11.6% (n=45) 13.4% (n=13) 11.9% (n=58)

More than 3

episodes to treat 4.1% (n=16) 10.3% (n=10) 5.3% (n=26)

Missing 9.8% (n=3) 0% 0.6% (n=3)

Total 100.0% (n=386) 100.0% (n=97) 100% (n=483)

Table 30 shows that in School A 11.6% (n=45) of respondents reported 1-2

treatments for head lice with a further 4.1% (n=16) having treated more than

three episodes of head lice in the past year. School B indicated a 13.4%

(n=13) had 1-2 episodes of head lice with a further 10.3% (n=10) having

more than three episodes to treat. This supports the fact that School B had

identified a particular problem with head lice.

Table 31 shows the number of episodes of head lice since the

introduction of the ‘bug busting’ programme in February 2007. In both

schools, 3.7% (n=18) reported episodes of head lice. School A had a smaller

percentage of head lice episodes, 3.6% (n=14) than School B 4.1% (n=4)

since the introduction of the ‘bug busting’ programme

Table 31 Episodes Of Head Lice Since The Bug Busting Programme

Reply School A School B Both Schools

Had an episode 3.6% (n=14) 4.1% (n=4) 3.7% (n=18)

Had no episode 95.1% (n=370) 94.8% (n=92) 95.1% (n=462)

Missing 1.3& (n=5) 1% (n=1) 1.2% (n=6)

Total 100% (n=384) 100% (n=96) 100% (n=480)
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Section 3 Evaluation Of The Bug Busting Intervention

When asked about how many times the programme was used since its

introduction, table 32 shows that 52.5% (n=255) reported that they had

continued to implement the ‘bug busting’ approach. When both schools are

reviewed with regard to continued implementation of the programme, results

indicated a similar proportion of respondents continued as recommended by the

‘bug busting’ programme with School A reporting 52.4% (n=204) and School B

52.6% (n=51). Approximately 31.5% (n=153) of respondents only implemented

the programme at the time of its introduction. School A reported that 34.4%

(n=134) had only implemented the programme at its introduction while School B

had a lower figure of 19.6% (n=19).

Table 32 Number Of Times Respondents Used Bug Busting

Using the

Programme

School A School B Both Schools

Once only at the

time of its

introduction

34.4% (n=134) 19.6% (n=19) 31.5% (n=153)

As recommended by

the programme

52.4% (n=204) 52.6% (n=51) 52.5% (n=255)

When I think of it or

am reminded by

others

9.5% (n=37) 19.6% (n=19) 11.5% (n=56)

Never 1.0% (n=4) 1.0% (n=1) 1% (n=5)

Regularly 0.8% (n=3) 4.1% (n=4) 1.4% (n=7)

Weekly 0.8% (n=2) 1% (n=1) 0.8% (n=4)

Other 0.3% (n=1) 2.1% (n=2) 0.6% (n=3)

Missing 0.8% (n=3) 0% 0.6% (n=3)

Total 100% (n=386) 100% (n=97) 100% (n=483)

Very few respondents never implemented the ‘bug busting programme,

1% (n=5) which represented the same percentage in both schools. An interesting

finding is that only 11.5% (n=56) stated that they used bug busting when they
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think of it or are reminded by others. This has some implications for the impact

of ‘no nit’ policies in schools or letters to parents informing them of an outbreak

of head lice infestation. In contrast, approximately half of the respondents

adhered to the usage of bug busting protocols as recommended by the

programme. This may indicate the preventative benefits of such a health

promotion programme.

Table 33 shows that 49.6% (n=241) continued with the bug busting

method of treatment for head lice despite 52.8% (n=255) previously reporting

(table 32) that they had implemented the ‘bug busting’ programme according to

the recommendations of the programme.

Table 33 Continued To Use Bug Busting For Head Lice

Reply School A School B Both Schools

Yes 47.6% (n=185) 57.7% (n=56) 49.6% (n=241)

No 49.9% (n=194) 40.2% (n=39) 47.9% (n=233)

Missing 2.6% (n=10) 2.1% (n=2) 2.5% (n=12)

Total 100% (n=379) 100% (n=95) 100% (n=474)

When each school was reviewed, School A had a lower continued use of

‘bug busting’ at 47.6% (n=185) while School B had a continued use of the ‘bug

busting’ programme of 57.7% (n=56). Again this may be related to the greater

awareness of head lice in School B.

Table 34 presents the results of the respondents were asked if the bug

busting approach helped to identify head lice with greater certainty. A total of

67.5% (n=328) responded that the ‘bug busting’ approach helped to identify

head lice with greater certainty

Table 34 If Bug Busting Programme Helped To Identify Head Lice

Reply School A School B Both Schools

Yes 68.4% (n=266) 63.9% (n=62) 67.5% (n=328)

No 22.6% (n=88) 27.8% (n=27) 23.7% (n=115)

Missing 9% (n=35) 8.2% (n=8) 8.8% (n=43)

Total 100% (n=354) 100% (n=89) 100% (n=443)
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However, this is not comparably translated into table 33’s figures which

indicate a continued use of the bug busting programme by only 49.6%

(n=241) of respondents. In School A, 68.4% (n=266) of respondents reported

that ‘bug busting’ helped to identify head lice with greater certainty while in

School B this percentage was 63.9% (n=62) giving an overall figure of 67.5%

(n=328 for both schools). One possible explanation of this discrepancy

between continued use as demonstrated in table 33 (49.6%, n=241) and

stating that bug busting helped to identify head lice is that the respondents

answered affirmative to this question without basing their response on their

actual experience of their continued use of the bug busting programme.

Table 35 demonstrates that most respondents, 90.7% (n=441) reported

that they found the bug busting approach a good way to check for head lice.

When the results of tables 33,34 and 35 are looked at collectively, it seems that

respondents were more positive about the bug busting programme in relation

to providing a better way to check for head lice (table 35) and identify head lice

(table 34) despite the fact the less than 49.6% continued to use the approach.

Table 35 If Bug Busting Was A Good Way To Check For Head Lice

Reply School A School B Both Schools

Yes 90.2% (n=351) 92.8% (n=90) 90.7% (n=441)

No 7.2% (n=28) 4.1% (n=4) 6.6% (n=32)

Missing 2.6% (n=10) 3.1% (n=3) 2.7% (n=13)

Total 100% (n=379) 100% (n=94) 100% (n=473)

Table 36 indicates that 82.9% (n=403) of respondents reported that they

had checked for head lice using the bug busting method in accordance with the

‘bug busting programme’.

Table 36 Checked For Head Lice As Recommended By Bug Busting

Reply School A School B Both Schools

Yes 82.8% (n=322) 83.5% (n=81) 82.9% (n=403)

No 15.4% (n=60) 14.1% (n=14) 15.2% (n=74)

Missing 1.8% (n=7) 2.1% (n=2) 1.9% (n=9)

Total 100% (n=382) 100% (n=95) 100% (n=477)
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Both schools indicated similar concurrence to the method, School A indicated

an 82.8% (n=322) agreement whilst School B’s results indicated that 83.5%

(n=81) used this method.

When respondents were asked if the bug busting programme helped to

treat head lice more effectively the response was 57.2% (n=278) answering

affirmatively whilst 21% (n=102) stated that they did not agree that the

programme was effective in helping to treat head lice. Schools A and B provided

similar results.

Table 37 Bug Busting Helped To Treat Head Lice More Effectively

Reply School A School B Both Schools

Yes 56.8% (n=221) 58.8% (n=57) 57.2% (n=278)

No 20.8% (n=81) 21.6% (n=21) 21% (n=102)

Missing 22.4% (n=87) 19.6% (n=19) 21.8% (n=106)

Total 100% (n=302) 100% (n=78) 26.8% (n=102)

When respondents were asked if they intended to check their child’s hair more

often for head lice (Table 38), most responded positively, with a figure of

91.8% (n=446) for both schools while 7% (n=34) of responses indicated that

they did not intend to check their child’s hair regularly following the bug busting

programme. When the results from each school were examined the positive

responses translated into relatively similar findings.

Table 38 Intention to check for Head Lice on a regular basis

Reply School A School B Both Schools

Yes 91.5% (n=356) 92.8% (n=90) 91.8% (n=446)

No 7.2% (n=28) 6.2% (n=6) 7% (n=34)

Missing 1.3% (n=5) 1% (n=1) 1.2% (n=6)

Total 100% (n=384) 100% (n=96) 100% (n=480)

Table 39, shows that those who responded positively to checking regularly for

head lice were also asked to indicate how often they would undertake this

activity. Most respondents indicated that they would check the child’s hair

between the time period of weekly to monthly, with the weekly checking

intention being the most common at 37.4% (n=182).
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Table 39 Regularity Of Intention To Check For Head Lice

Regularity of

Checking

School A School B Both Schools

Daily 4.9% (n=19) 8.2% (n=8) 5.6% (n=27)

Twice a Week 0.8% (n=3) 1% (n=1) 0.8% (n=4)

Weekly 34.7% (n=135) 48.5% (n=47) 37.4% (n=182)

Twice a Month 25.2% (n=98) 18.6% (n=18) 23.9% (n=116)

Monthly 23.9% (n=93) 14.4% (n=14) 22% (n=107)

Every 2 Mths 1.5% (n=6) 1% (n=1) 1.4% (n=7)

Every 3 Mths 0.5% (n=2) 1% (n=1) 0.6% (n=3)

When

necessary

0.3% (n=1) 1% (n=1) 0.4% (n=2)

When I

remember

1.5% (n=6) 3.1% (n=3) 1.9% (n=9)

Missing 6.7% (n=26) 3.1% (n=3) 6% (n=29)

Total 100% (n=363) 100% (n=94) 100% (n=457)

In the individual context for both schools, School A reported that 34.7%

(n=135) would check for head lice weekly while School B demonstrated a

higher percentage of respondents who would screen weekly at 48.5% (n=47).

This may be reflective of the fact that School B had identified a particular

problem with head lice.

Following the introduction and implementation of the bug busting

programme, table 40 shows that when respondents were asked if they believed

that the bug busting approach was a good way to treat for head lice, 88.7%

(n=431) responded positively. When the individual schools were reviewed, both

showed a similar response with School A demonstrating an 88.9% (n=346) and

School B demonstrating an 87.6% (n=85) agreement.

Table 40 Is Bug Busting A Good Way To Treat For Head Lice?

Reply School A School B Both Schools

Yes 88.9% (346) 87.6% (n=85) 88.7% (n=431)

No 9.5% (n=37) 3.1% (n=3) 8.2% (n=40)

Missing 1.5% (n=6) 9.3% (n=9) 3.1% (n=15)

Total 100% (n=383) 100% (n=88) 100% (n=471)
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Section 4 Perceptions Of The Bug Busting Intervention

Those respondents, who indicated that bug busting was not a good way to

treat head lice, were also asked to further identify why the bug busting

approach was considered unhelpful as a way of treating for head lice. Results

of this are presented in table 41 hereunder.

Table 41 Reasons Why Bug Busting Is Not A Good Approach

Reasons why bug

busting was seen as

unhelpful

School A School B Both Schools

Time Consuming 3.6% (n=14) 2.1% (n=2) 3.3% (n=16)

Hard to remember

which days to do it

1.5% (n=6) 1% (n=1) 1.4% (n=7)

Not effective 0.8% (n=3) 1% (n=1) 0.8% (n=4)

Easier to use lotions 3.1% (n=12) 1% (n=1) 2.7% (n=13)

Combs hurt my child's

head

1% (n=4) 0% 4.8% (n=4)

Don't believe it is any

better than other ways

1.8% (n=7) 0% 1.4% (n=7)

Other 1.5% (n=6) 0% 1.2% (n=6)

Table 41 shows that the most prevalent response to why bug busting is

not seen as a good approach was due to its time consuming nature with 3.3%

(n=16) highlighting this as a concern in both schools. When further analyses

occurred for each school this factor was more prominent in School A with

3.6% (n=14) of those who identified bug busting as an unhelpful approach

highlighting it’s time consuming nature as the central issue. Other factors

included having difficulty remembering the precise days to undertake bug

busting (1.4%, n=7), indicating that this method was ineffective (0.8%, n=4),

that lotions were easier to use (2.7%, n=13). The greatest percentage of

respondents stated that the bug busting comb hurt their child’s head (4.8%,

n=4), however there was no significant gender difference in the sample,

therefore it is unlikely that this finding can be directly related to the length of
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the child’s hair. Another reason for not believing that the bug busting

approach was any better than other methods to treat head lice (1.4%, n=7)

was that fundamentally these respondents did not simply believe in the

effectiveness of this process. Ascertaining the reasons for this belief was not

elicited. Other reasons cited included that the combs do not remove the head

lice eggs very well, and that it would be used in conjunction to a lotion as well

as the fact that the time consuming nature is exacerbated with multiple

children.

Table 42 shows that most respondents had spent less than 10 euro

(54.9% n=267) on products related to head lice in the past year. School A had

spent less than 10 euro (60.7%, n= 236) to School B (32%, n=31).

Table 42 Amount Spent On Treating Head Lice In The Past Year

Amount of Money

spent on head lice

products in the past

year

School A School B Both Schools

Less than 10 Euro 60.7% (n=236) 32% (n=31) 54.9% (n=267)

Between 11 Euro -

19 Euro

7.7% (n=30) 16.5% (n=16) 9.5% (n=46)

Between 20 Euro -

29 Euro

1.3% (n=5) 4.1% (n=4) 1.9% (n=9)

More than 30 Euro 1% (n=4) 4.1% (n=4) 1.6% (n=8)

Missing 29.3% (n=114) 43.3%( n=42) 32.1% (n=156)

Total 100% (n=275) 100% (n=55) 100% (n=330)

However, as the amount of money spent on head lice products increases,

School B respondents constitute a high proportion of the percentage with

16.5% (n=16) having spent between 11-19 euro on head lice products and

4.1% (n=4) for spending both between 20-29 euro. This compares with School

A where 7.7% (n=30) spent between 11-19 euro, 1.3% (n=5) spending

between 20-29 euro and only 1% (n=4) spending over thirty euro.
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Approximately 10% (n=35) of respondents in School A spent between 11

and 29 euro, while in School B, approximately 20% (n=20) spent this amount.

This again reflects the recurrent problem of head lice in School B and suggests

a reliance on more costly hair products and/or more attempts to address the

problem of head lice.

When respondents were asked about their opinions of the bug busting

approach, table 43 shows that 64.4% (n=313) reported that they found the

programme very good. There was a small difference when this was translated

to each school with School A reporting a ‘very good’ percentage of 64.5%

(n=251) and school B reporting 63.9% (n=62) for the same category.

Approximately, 1.2% (n=6) in both schools reported that they felt the bug

busting programme was either poor or very poor with no respondent in School

B reporting the programme ‘very poor’.

Table 43 Respondents’ Opinion Of Bug Busting

School A School B Both Schools

Very Good 64.5% (n=251) 63.9% (n=62) 64.4% (n=313)

Good 24.2% (n=94) 23.7% (n=22) 23.9% (n=116)

Average 8% (n=31) 4.1% (n=4) 7.2% (n=35)

Poor 0.8% (n=3) 1% (n=1) 0.8% (n=4)

Very Poor 0.5% (n=2) 0% 0.4% (n=2)

Missing 2.1% (n=8) 8.2% (n=8) 3.3% (n=16)

Total 100% (n=381) 100% (n=89) 100% (n=470)
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When compared to other methods, as indicated in table 44, 57.6%

(n=280) reported a very good satisfaction rating in comparison to other methods

of head lice treatment.

Table 44 Bug Busting Compared To Other Methods

Satisfaction

Rating

School A School B Both Schools

Very Good 58.6% (n=228) 53.6% (n=52) 57.6% (n=280)

Good 22.6% (n=88) 25.8% (n=25) 23.3% (n=113)

Average 7.2% (n=28) 3.1% (n=3) 6.4% (n=31)

Poor 1.3% (n=5) 1% (n=1) 1.2% (n=6)

Very Poor 0.5% (n=2) 0% 0.4% (n=2)

Missing 9.8% (n=38) 16.5% (n=16) 11.1% (n=54)

Total 100% (n=351) 100% (n=81) 100% N=432)

When the individual schools were considered, this translates to School A having

a very good satisfaction rating of 58.6% (n=228) and School B having 53.6%

(n=52). In comparison to other methods 1.2% (n=6) reported that bug busting

was poor (1.3%, n=5 in School A, 1%, n=1 in School B). Approximately 0.5%

(n=2) reported that bug busting was very poor and these responses were

located in School A.

Table 45 indicate that 57.8% (n=281) availed of the opportunity to watch

the DVD which details the method of fine combing the hair and explains the

rationale behind the particular dates for combing. However proportionately more

respondents watched the DVD in School B (68%, n=66) as opposed to school A

(53.3%, n=215)

Table 45 Those who watched the Bug Busting DVD

Reply School A School B Both Schools

Yes 55.3% (n=215) 68% (n=66) 57.8% (n=281)

No 42.9% (n=167) 24.7% (n=24) 39.3% (n=19)

Missing 1.8% (n=7) 7.2% (n=7) 2.9% (n=14)

Total 100% (n=382) 100% (n=90) 100% (n=472)
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Section 5 Perceived Efficacy Of The Bug Busting Method

Those respondents who watched the DVDs were subsequently asked it they

found this helpful. In table 46, 54.1% (n=263) of those who watched the

educational DVD found this helpful in implementing the bug busting

programme. Within each school this translated to 51.4% (n=200) in school A

and 64.9% (n=63) in school B. A number of respondents did not find the DVD

helpful (3.3%, n=16).

Table 46 Helpfulness Of The Bug Busting DVD

Reply School A School B Both Schools

Yes 51.4% (n=200) 64.9% (n=63) 54.1% (n=263)

No 3.1% (n=13) 3.1% (n=3) 3.3% (n=16)

Missing 45.2% (n=176) 32% (n=31) 42.6% (n=207)

Total 100% (n=213) 100% (n=66) 100% (n=279

The respondents were asked to specify what they thought would assist them in

using the bug busting method. Of the responses, 20 suggested a reminder from

the school (three suggested calendar stickers) and one suggestion of having

national dates. Responses also included two suggestions that a specific

reminder should be sent when there is an outbreak and one response pointed

to the necessity of using ‘bug busting’ regularly. Approximately six respondents

requested that bug busting should be incorporated into the school calendar with

suggestions of not having this on a Friday. Also some respondents reiterated

that homework should be less on the bug busting night. Six respondents

reported that they felt the DVD would be helpful to see, with four respondents

indicating that this should be available to take home for the family to view.

Other suggestions included trying to make the task less time consuming

particularly for long hair, having stronger combs and providing hair conditioner.

It was also recognized that ‘bug busting’ needs to be an agreed approach

amongst all parents, in a practical sense, insofar as all children need to be

screened and treated for the programme to be effective and that a continued

screening is also required. There were also suggestions for teachers to screen
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the children’s hair. Finally, three respondents suggested incorporating the use

of either tea-tree oil or lavender oil as well as bug busting to address head lice.

Table 47 Recommendation For Bug Busting As A National Policy

Reply School A School B Both Schools

Yes 91.8% (n=357 88.7% (n=86) 91.2% (n=443)

No 4.1% (n=16) 2.1% (n=2) 3.7% (n=18)

Missing 4.1% (n=16) 9.3% (n=9) 5.1% (n=25)

Total 100% (n=373) 100% (n=88) 100% (n=461)

Many respondents considered the bug busting approach suitable for the

management of head lice on a national level 91.2% (n=443) because it

increased awareness and reminds parents to monitor and/or treat the child’s

hair. The set days were considered useful to structure the screening for head

lice. Respondents also noted that they had used this method in the past and it

had worked, hence they recommended it as a national policy. Other pertinent

concerns were that the method was cheap, effective and easy to use.

Respondents also stated that outbreaks could be contained and also

prevented through this method. Some parents pointed to the bug busting

method as a way of de-stigmatising head lice as it involved all children.

Moreover, some parents mentioned the process of child involvement which

made the activity fun and consequently easier to manage. A minority of

parents 3.7% (n=18) stated that they did not recommend bug busting as

national policy. Reasons when given, included a greater confidence in the use

of lotions, the time consuming nature of combing (particularly with multiple

children and long hair), checking the whole family was extreme and that the

approach was dependent on all parents/guardians doing bug busting, and if

this did not happen the respondents child could be re infested. Some

respondents also included general comments such as the fact that they had

followed the programme and found it useful but stated that their child had not

been subject to head lice infestation. One respondent pointed out the

programme should emphasise cleaning of the combs between screening of

different heads to avoid cross infestation.
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Summary To Findings: Chapters 3 And 4.

Chapters three and four present the findings of phases one and two of the

study. The same primary schools participated in both phases of the study,

however the response rate was poorer in the second phase possibly because

there was some reduction in the infestation within the schools due in part to

the increased awareness of head lice as a result of the study. Another

contributory factor to the reduced response for the second questionnaire may

have to do with the time of the year – (mid February) when the incidence of

head lice is somewhat reduced. The findings in relation to each question were

presented in table format and the important findings highlighted. The next

chapter presents a brief discussion of the important findings and makes

tentative recommendations based on the findings from this study.
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Chapter 5 Discussion Of The Findings And Recommendations

Introduction

This chapter considers the findings of the study in relation to the literature and

makes recommendations for improvement for policy and practice further

research. In the first phase of the study, there was an 80% (n=764) in

comparison to a response rate of 52% (n=486) for the second evaluation

phase of the study. There are no apparent reasons for this drop in responses

from the same schools – save that perhaps there was more enthusiasm and

motivation with regard to circulating and completing the first questionnaire.

Ironically School B which had identified the problem with head lice at the

outset of the school year, had a lower response rate in both phases of the

study. In this chapter the findings from both phases are combined and

important findings are discussed in relation to each of the phase as

appropriate.

Section 1 Checking And Treatment Patters For Head Lice

When the regularity of checking for head lice was first established in phase

one, it was found to be equal at 48.2% (n=368) for boys and 51.8% (n=396)

for girls (table 12), with the most frequent age group checked being the 7-9

years age group 35.2% (n=269) which was only marginally more than the 10

– 12 year age group at 31.8% (n=243) as demonstrated in table 7. The

second questionnaire did not seek to establish the gender of the child as the

level of checking was seen as similar for both boys and girls and the emphasis

of the educational bug busting programme was on the importance of checking

all children regardless of gender.

The second questionnaire in phase 2 sought to establish what the

respondents’ intention was with regard to regular checking their child’s hair for

head lice in view of their recent participation in the bug busting programme.

This could be then looked at the comparison to the answers given to the

pattern of checking that was established in phase 1 of the study to see if there

was any change in expressed behavioural intention as a result of the

programme. When the frequency of checking for head lice was are looked at

(table 11) and the regularity of expressed intention to check for head lice



92

(table 39) there appears to be a similar pattern of checking the child’s hair. In

table 39, 37.4% (n=182) checked the child’s head weekly whilst in phase 1,

prior to the introduction of the educational programme, 39% (n=298)

reported that they checked their child’s head weekly. Hence, the introduction

of the educational intervention did not appear to cause any change to the

regularity of checking the child hair for head lice. This could be because of

increased awareness of health promotion issues on the one hand such as the

need to regularly checking the child’s head for head lice, but that using the

bug busting approach to check for head lice was not seen as a screening

procedure. It may be that the bug busting approach overemphasised its

treatment capacity than its detection potential. Checking all family members

for head lice was relatively high in the first questionnaire as demonstrated by

table 13 (69.5%, n=531) and hence this was likely to be very similar if not

indeed higher in the second phase. However, an increase of 30% was not

expected and hence this was not considered a reliable indicator of the

effectiveness of the uptake of the bug busting approach.

When the total number of episodes of head lice (13.9% n=106), in

phase 1 (table 17) was looked at in relation to the expressed number of

treatments for head lice in the past year in phase 2, table 30 (17.2% n=84)

shows that the result was relatively unchanged. Hence there is some accuracy

and consistency of reporting between the two phases of the study in relation

to the episodes and treatments of head lice in the two schools. This gives an

overall picture of the current scope of the head lice infestation situation

suggesting that a relatively small number of school children, less than 16%,

experience a problem with head lice. However, this could include repeated

episodes for some children or it could constitute different children on each

occasion. Approximately 95.1% (n=462) state that they had no episode of

head lice since the introduction of the bug busting intervention (table 31),

however this is only a minor reduction within a three month interval

nevertheless further efforts could be introduced to bring this to a zero

tolerance level throughout the school term.

In phase 1, table 18 shows that approximately 2% (n=15) indicated

that their child had missed school as a result of a head lice related concern. At
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this time the treatment of choice head lice ranged from lotions, foams and

special shampoos 38.7% (n=296) to fine combing at 27.2% (n=208) (table

19). While the bug busting programme did not appear to reduce the number

of episodes of treatment less exposure of a vulnerable population to

chemically based choices is much safer approach to health hair care as a

general principal.

Section 2 Best Method Used To Treat Head Lice

Hair lotions, foams and special shampoos were stated as the best method

used 34.9% (n=267) prior to the introduction of bug busting (table 21) and

this was the sole method used by 19.4% (n=148) of the sample (table 22). In

phase 2, the respondents were asked if bug busting was a good way to treat

head lice table 40 with 88.7% (n=431) stating yes. When the bug busting

method was compared to other method in phase 2, (table 44) 80.9% (n=

393) stated that the new approach was a good and very good way to treat

head lice in comparison to other methods. On further exploration, with regard

to reasons why the bug busting method was not seen as a good approach,

(table 41), respondents 4.8 % (n=4) indicated that the bug busting method

hurt the child’ head and others 3.3% (n=16) stated that it was time

consuming and that lotions were easier to use 2.7% (n=13). Part of the

difficulty of changing practice is that the new approach or change must be

seen as easy to use as the original solution. The issue of time consumption is

important in a world which has become much more conscious of time

conservation, methods which run counter to temporal pragmatism will not be

readily adopted.

In relation to the use of fine combing, close to (24.5% n=187) used fine

combing in some respect (table 22). Hence, they had existing skills in this

area at the very least they were familiar with both the concept and mechanism

of fine combing, it is not surprising therefore that the respondents in phase 2

(table 43) were positive in their response towards bug busting as this method

builds on their existing skills and knowledge, with 88.3 % expressing a very

good or good opinion of bug busting. In table 33, approximately 49.6%

(n=241) stated that they continued to use bug busting and when asked if it
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helped to identify head lice (table 34) 67.5% (n=328) stated yes.

Approximately 90.7% (n=441) stated that it was it a good way to check for

head lice (table 35), and 82.9% (n=403) stated that they continued to check

for head lice as recommended by the programme (table 36). However, only

57.2% (n=278) stated that bug busting helped to treat head lice more

effectively (table 37). Hence the relationship between identifying head lice

accurately, and checking for head lice and treating head lice more effectively

may not be as clear cut. This could be part explained on the basis that if the

parents/guardians do not perceive the new bug busting system as being

effective at the outset, they may chose not to use it as a method of treatment.

To some degree this point is supported by the findings in phase one (table 23)

relating to the outcome that those who used a particular method of treatment

such as lotions, foams and special shampoos, also believed this to be the best

method.

Most Convenient Source of Information and Cost of Treating Head Lice

The local pharmacist was seen as the most convenient source of information

by 72.1% (n=551) in phase 1 (table 24). Hence the role of the pharmacist is

pivotal in assistance with selection and dispersion of appropriate treatments

for head lice. In addition, when the most convenient source for lotions foams

and special shampoos is looked at in relation to methods of treatment (table

25), the public health nurse was seen as the most convenient source of

information on all methods of treating head lice.

In the context of primary care both the public health nurse and the local

pharmacist have important roles. Moreover when the cost of treating head lice

was considered, (table 42) most respondents (54.9%, n=267) spent less than

10 Euro on products related to head lice in the past year. The economic status

of the respondents was not elicited in this study and hence the cost figures

could include additional costs if respondents were not covered under the

national medical card scheme. Interestingly, school B spend more money

between 11 and 29 Euros 20.6% (table 42) in comparison to school A (9%

n=35). This may be due to the purchase of more expensive hair products as

this was the school with the expressed problem of head lice at the outset of
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the study, as both schools were from the same catchment and geographical

areas.

In terms of other sources of information, the bug busting DVD was

explored in terms of usage. In table 45, approximately, 57.8% (n=281)

watched the DVD and table 46 demonstrated that approximately the same

percentage (54.1% n=263) found it helpful. This suggests that there is room

for improvement in the application and usefulness of the DVD as an

educational tool for parents and children.

Recommendations

The results of this study indicate that although parents felt bug busting

was a good method of treatment of head lice, there were limitations,

such as time consumption and that combing the child’s chair could be

painful for the child. For bug busting to work, parents must ALL engage

in this process otherwise an untreated child could re-infest other

children leading to a perception that bug-busting method had failed

1. The Bug-busting approach has raised awareness in terms of screening

for head lice in school-going children. In addition, it empowers parents

to make informed choices on the treatment of head lice, particularly, in

the context of treatments without the use of chemicals. Therefore, its

implementation in schools is recommended as a safe option.

2. As research indicates that particular stages of the school year have

higher incidence and prevalence, the bug-busting educational

programme should be targeted at the beginning of the school term with

revisions after the Christmas and Easter breaks. As the programme

becomes standardized, the main target population will be junior infants

and new pupils to the school with reminders and support for parents

from other classes.

3. The bug busting approach should always incorporate an ongoing

support system for parents and teachers where public health nurses are

available to offer addition assistance. Parents should be given details of

designated public health nurse contacts in each area.
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4. As the inclusive approach was found to be very successful with all

stakeholders, it is recommended that this continues. This involves a

focus on child friendly education methods, which are age appropriate,

school support and class discussions, ‘free homework’ nights and

collaboration with parents and public health nurses. In particular, the

involvement of children served to de-stigmatise head lice and was a

motivational factor for parents to engage in the bug busting

programme.

5. Although the parents in this study received a free bug-busting pack, the

packs were not universally available to buy in chemists/pharmacies and

anecdotal accounts indicated that chemical treatments were often the

first treatment of choice suggested by the chemist/pharmacist. In

addition, the bug busting pack is not available on the General Medical

Scheme, so parents with a medical card are more likely to be prescribed

a chemical lotion that is covered by the General Medical Scheme. This

suggests that work needs to be undertaken in lobbying

chemists/pharmacists to provide the choice of the bug-busting

programme and the Department of Health and Children are targeted to

include bug busting in the General Medical Scheme.

6. Education about bug busting should become standardised as a health

promotion topic, particularly for school-going children. This could be

incorporated into the proposed school health module and be a

component of the role of the proposed school health nurse.

7. This study focused on a quantitative evaluation of the implementation of

the ‘bug busting’ programme in two schools. The funding of this study

did not facilitate an in-depth analysis of the experience of parental

management of head lice nor did it facilitate a comprehensive

understanding of why parents might have agreed that ‘bug busting’ was

a good method to treat head lice but indicated they would not continue

to use it. Thus, further research should focus on an in-depth qualitative

dimension of parental management of head lice to allow a greater

insight into appropriate policy directions.
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