
PAWEŁCZYK, Olga. Treatment options of human demodicosis. Journal of Education, Health and Sport. 2024;76:56556. eISSN 2391-

8306. 

https://dx.doi.org/10.12775/JEHS.2024.76.56556 

https://apcz.umk.pl/JEHS/article/view/56556 

 

 

 

 

 
The journal has had 40 points in Minister of Science and Higher Education of Poland parametric evaluation. Annex to the announcement of the Minister of Education and Science of 05.01.2024 No. 32318. Has a 

Journal's Unique Identifier: 201159. Scientific disciplines assigned: Physical culture sciences (Field of medical and health sciences); Health Sciences (Field of medical and health sciences). 

Punkty Ministerialne 40 punktów. Załącznik do komunikatu Ministra Nauki i Szkolnictwa Wyższego z dnia 05.01.2024 Lp. 32318. Posiada Unikatowy Identyfikator Czasopisma: 201159. Przypisane dyscypliny 

naukowe: Nauki o kulturze fizycznej (Dziedzina nauk medycznych i nauk o zdrowiu); Nauki o zdrowiu (Dziedzina nauk medycznych i nauk o zdrowiu).© The Authors 2024; 

This article is published with open access at Licensee Open Journal Systems of Nicolaus Copernicus University in Torun, Poland 

Open Access. This article is distributed under the terms of the Creative Commons Attribution Noncommercial License which permits any noncommercial use, distribution, and reproduction in any medium, provided 

the original author (s) and source are credited. This is an open access article licensed under the terms of the Creative Commons Attribution Non commercial license Share alike. 

(http://creativecommons.org/licenses/by-nc-sa/4.0/) which permits unrestricted, non commercial use, distribution and reproduction in any medium, provided the work is properly cited. 

The authors declare that there is no conflict of interests regarding the publication of this paper. 

Received: 02.12.2024. Revised: 28.12.2024. Accepted: 30.12.2024. Published: 31.12.2024. 

 

 

 

 

 

1 

Treatment options of human demodicosis  

 

 

Olga Pawełczyk 

Department of Microbiology, Faculty of Pharmaceutical Sciences in Sosnowiec, Medical 

University of Silesia, 40-055 Katowice, Poland 

ORCID: 0000-0003-0091-6425 

correspondence: olga.pawelczyk@sum.edu.pl 

 

Abstract  

Background: Human demodicosis is a parasitic disease caused by two species of mites, 

Demodex folliculorum and Demodex brevis. Cutaneous and ocular demodicosis most often 

occurs in people with reduced immunity. The treatment of this parasitosis can last up to several 

months, requires patience and regularity from the patient. 

Objective: The aim of this paper is to review the therapeutic options used in treatment of  ocular 

and cutaneous human demodicosis.  

Materials and methods: This review based on available data collected in PubMed and Google 

Scholar databases, using the keywords: ‘Demodex brevis’, ‘Demodex folliculorum’, ‘Demodex 

mite’, ‘human demodicosis treatment’. 

Conclusions: Treatment of demodicosis, which based on use of a single medicament has the 

lowest efficiency. In contrast, the combination therapies, in which orally administered and 
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topically applied medications are taken together or several types of topically applied 

medications are combined, have the best effectiveness. 
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1. Introduction  

Human demodicosis is a parasitic disease caused by two species of mites, Demodex 

folliculorum and Demodex brevis. Most often cutaneous demodicosis manifest by redness, 

eczematous changes (lumps, vesicles and pimples), red spots and eczema. These symptoms 

affect facial skin areas, such as cheeks, forehead, nose, chin, eyelids and ear canal [1-2]. 

Parasitic mites can often be recognized in people with symptoms of rosacea, acne vulgaris, and 

perioral dermatitis. They impact hair follicles opening, which results in an inflammatory 

reaction.  Demodex mites in the eye area can lead to inflammation of the eyelid margins, 

conjunctiva and eyelash loss. Symptoms of ocular demodicosis include: redness of the 

conjunctiva and eyelids, peeling of the eyelid epidermis, itching, burning and watery eyes [2-

4]. Cutaneous and ocular demodicosis most often occurs in a situation of impaired immune 

response, where the attacked organism is weakened, has reduced immunity or metabolic 

disorders. Hormonal factors, diet and using cosmetic creams also contribute to the above-

mentioned disease [4-5]. Increased intensity of human Demodex infection and skin lesions can 

also be observed in people with AIDS, people after chemotherapy or with immune system 

deficiency [6]. The occurrence of dermatological changes depends on the number of Demodex 

mites on the skin [5].  

2. Etiological agents and symptoms of human demodicosis  
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Demodex folliculorum is the most often reported parasite of hair follicles and Zeiss 

glands of eyelid margin. Its presence is observed on the face, mainly in the nasolabial folds, 

around the eyes and around the mouth, but can also live on the forehead, nose, chin and in the 

external auditory canal [1-2, 7]. This species mechanically irritates the hair bulb by moving in 

the hair follicles. Additionally, by secreting metabolites D. folliculorum mites can chemically 

enhance the effect of irritation, which leads to inflammation and dilation of the blood vessels. 

As a result of base epithelium stimulation, the hair changes its growth direction and falls out 

[8]. Another species, D. brevis is reported less frequently than D. folliculorum [9]. It most often 

inhabits the sebaceous glands located in the eyelids (Meibomian glands), but can be also present 

in other places of the human body, mainly around the face [7]. When attached to the sebaceous 

glands of the hair follicles and Meibomian glands it disrupts the lipid secretion, which can lead 

to dry eye syndrome [4, 8]. A significant factor that increases the pathological effect of these 

mites on the human skin is their excretion of metabolites along with Bacillus oleronius bacteria. 

These gram-negative, symbiotic bacteria produce antigens that stimulate the human immune 

system and leading to subsequent inflammation of the hair follicle [4]. In conjunction Demodex 

mite movement and excretion of the B. oleronius highly contributes to the transfer of bacteria 

to places more susceptible to them. This process has a significant importance in course of 

rosacea and causes the symptoms of this parasitosis to become more severe [10]. Demodicosis 

symptoms intensify during spring and summer, while reduce in winter because of changes in 

skin lipid metabolism [4]. This can be correlated with sebum and epidermal cell changes of the 

host, which are the main nutrition for the mites. Demodex mites have the highest activity in the 

evening, mainly during the night [8, 11]. Demodicosis is spreading directly by contact with the 

host or indirectly via personal belonging like cosmetics, sheets or towels. In the case of infants, 

infection can occur while in contact with the mother skin, where demodicosis is present [12-

13].  

The aim of this paper is to review the therapeutic options used in treatment of ocular 

and cutaneous human demodicosis. 

3. Review of therapeutic methods for human demodicosis  

3.1. General information – therapy and prevention 

The treatment of demodicosis is difficult and can last up to several months. The therapy 

requires patience and regularity from the patient. Unfortunately, there no established guidelines 

for the treatment, hence an error/trial method is used, where many patients react differently to 

a given medicament. The lack of guidelines results in individual therapy for the patient [14-15]. 
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The therapy primarily aims to stop the development of the parasite life cycle, otherwise the 

symptoms may recur due to repopulation of mites. The basic preventive, as well as treatment 

supportive method is a proper hygiene, which can limit Demodex infection. Hence, washing 

and cleaning products in the form of soaps, shampoos or specialist wipes for daily care are 

recommended [15]. Elimination of parasites from the environment is facilitated by washing bed 

linen in a high temperature [3]. The main therapeutic process most often consists of applying 

medicaments intended for external use like: 2% metronidazole ointment or gel, 1% cream with 

metronidazole, 1-2% mercury ointment (containing yellow mercury oxide), 2% erythromycin 

ointment, 5% cream with permethrin (Infectoscab), 4% pilocarpine, sulfur ointment, 10% 

crotamiton, 0.5-1% silver nitrate, 20% tea tree oil and camphor oil or cholinesterase inhibitors 

[3, 15-16]. Ointments may additionally contain zinc sulfate, boric acid, petrolatum and paraffin, 

which act as excipients [14]. A positive effect was noticed when using peeling with 50% tea 

tree oil and shampoos with this ingredient [12]. Local skin therapy based on the use of 

Demoxoft gel and eyelid wash, which contains aloe extract, tea tree oil and Spanish sage oil [4, 

14, 17]. In order to increase the effectiveness of local therapy, it is also recommended to take 

oral medications, for example: propolis and/or echinacea extract, which can stimulate 

regenerative processes, reduce inflammation, strengthen immunity, have antibacterial and anti-

exudative effects [15]. Systemic treatment involves oral administration of tetracycline or 

doxycycline [8, 18]. It is also possible to take ivermectin orally with topical application of 

permethrin cream. In addition, metronidazole can be administered orally, but according to some 

clinicians claim that the best effects are achieved after topical application of 2% metronidazole 

ointment or gel. Therapeutic effects may also be enhanced by metronidazole therapy combined 

with ivermectin [8, 19]. Many patients are resistant to treatment due to the location of Demodex 

mites inside the sebaceous glands and hair follicles, which reduces effectiveness of therapy [15]. 

In treatment of Meibomian gland demodicosis (MGD) the therapeutic effect is achieved by 

inducing the flow of Meibomian gland secretion. This can be accomplished by increasing the 

surrounding temperature to reach the melting point of secretion by using warm compresses 

around the eye area. Such compresses are made using cloths, which is heated and applied to the 

affected areas. When the cloth cools down it should be changed to new one to keep the 

temperature effect for 5 to 10 minutes [8]. Another way, of the heat therapy is by using infrared 

lamps or specialist heating glasses [4]. In beauty salons, a 50% water-alcohol solution of 

mandelic acid is used for demodicosis treatment. The solution gently exfoliates the epidermis, 

unblocks the sebaceous glands and hair follicles, and also has low antibacterial properties. 
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Mandelic acid solutions have a positive effect on people with rosacea, whose symptoms are 

exacerbated by Demodex mites accompanying B. oleronius [10]. The keratolytic effect, that the 

mandelic acid has, prevents Demodex mites from colonizing the skin and can be used on very 

sensitive skin. Cosmetic care with mandelic acid solution in many cases can be combined with 

dermatological treatment - antibiotic therapy and local therapy, such as metronidazole ointment 

or metronidazole taken orally. The exfoliation procedure does not interfere with 

pharmacological therapy and only improves the effectiveness of the overall treatment [11].  

3.2. Patients with demodicosis – clinical studies 

Gao et al. [20] conducted a study to assess the effectiveness of eyelid massage using a 

5% tea tree oil ointment in patients with eyelid demodicosis caused by D. folliculorum. In the 

study, the patients previously had a daily eyelid skin massage using the chlortetracycline 

hydrochloride ointment for four weeks. During that time no positive effect of the therapy was 

observed. Therefore, the 5% tea tree oil ointment was used for a daily eyelid skin massage for 

the next four weeks. The treatment resulted in decrease in number or complete elimination of 

Demodex mites. Salem et al. [21] conducted a study to assess the efficacy of oral ivermectin 

therapy in a combination of oral ivermectin and metronidazole therapy. The results of the study 

showed that in the case of ivermectin therapy, 45% of patients experienced complete remission 

of symptoms, 33.3% of patients noted significant improvement, while 21.7% of the patients 

had no improvement. In the group treated with a combination of ivermectin and metronidazole, 

71.6% of patients were completely cured, while 26.7% showed significant improvement, and 

only 1.7% no effect. In the case of ivermectin alone, a decrease in mite numbers was observed 

in all groups in the first two weeks, however some patients with rosacea and blepharitis 

experienced a recurrence in parasite numbers. Krajewska et al. [22] assessed the efficacy and 

safety of popular medicaments - Demoxoft Lipogel and Demoxoft Solution. Both were 

developed in Poland proved effective on Demodex mites. The active ingredients in Demoxoft 

Lipogel  are Spanish sage oil, freeze-dried aloe, terpinen-4-ol obtained from tea tree oil, olivem 

1000, D-panthenol, hyaluronic acid and Fucocert®. Demoxoft Solution contains: D-panthenol, 

hyaluronic acid, aloe extract, fucogel and olivem 300. Therefore, Demoxoft Lipogel has 

ingredients that act directly to eliminate the Demodex mites, while Demoxoft Solution is used 

to moisturize dry eyelid skin, soothe irritations and stimulate the regenerative processes of the 

epidermis. Patients used Demoxoft Solution daily in the morning and evening for eyelid 

washing, while Demoxoft Lipogel was used daily at night, applying a small amount on eyelids. 

After two weeks of therapy, the symptoms decreased and by the end of the treatment in 26% of 
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patients, no Demodex mites were observed in microscopic examination of the samples, while 

for 53% of patients the population size decreased significantly. There were no side effects 

noticed after using Demoxoft products and they were well tolerated by the patients. The therapy 

had been continued until complete recovery.  Anane et al. [23] described a case study of a 

woman with demodicosis, who was treated with a combination of ointment with 2% yellow 

mercuric oxide and metronidazole orally. At the end of the therapy, the woman had no 

symptoms and no Demodex mites were noted in the material collected for the study. In another 

study, researchers Rodriguez et al. [24] also positively assessed the effectiveness of 2% 

mercuric oxide ointment used in patients with chronic blepharitis. After a few weeks, reduction 

of the symptoms was noted with a decrease in the number of mites around the eyelid area. The 

therapy had a 50% effectiveness after six months of treatment. The biggest disadvantage is the 

toxic effect of the mercuric oxide ointment (2% yellow mercuric oxide), as well as intolerance 

and allergy that may occur during its use. For this reason, it has been withdrawn from the 

pharmaceutical market in Poland. It can only be prepared in a pharmacy based on a physician 

prescription. However, the mercuric ointment should be applied very carefully on the eyelids 

and cannot have contact with the eyeball. Furthermore, it should be washed off the next morning 

and the eyelids should be thoroughly cleaned [24]. The case of a young man described by 

Raszeja-Kotelba et al. [25], in whom the presence of D. folliculorum was detected in the eyelids, 

shows that oral treatment with doxycycline, local treatment with metronidazole in gel and 2% 

ichthyol in zinc ointment also have positive effect on the treatment of demodicosis. The patient 

was treated ophthalmologically for two years, but without success, the periods of remission 

were short and the symptoms quickly returned. Only after a 2-month of therapy with oral 

doxycycline together with topical application of metronidazole in gel and 2% ichthyol in zinc 

ointment resulted in elimination of the Demodex infection and no symptoms were observed.  

3.3. In vitro tests results 

In vitro studies conducted by Sędzikowska et al. [26] showed that among the substances 

tested for their toxic effect on Demodex, the most effective were Spanish sage, tea tree and 

peppermint oils. This is probably due to the high concentration of terpenes, which have a lethal 

effect on these mites. Lavender, camphor, eucalyptus and fennel oils were slightly less effective 

probably because of lower terpenes concentrations. The study also tested the effectiveness of 

metronidazole and mercuric oxide, which, as mentioned earlier, are often used in treatment of 

demodicosis. The study showed, that apart from sea buckthorn oil, metronidazole was the 

weakest of all substances tested. This is probably related to the fact that metronidazole does not 
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have a direct effect on mites, only on the bacteria accompanying demodicosis infections, hence 

it has a positive effect on reducing the symptoms of secondary infection. Mercury oxide was 

also very weak, but slightly better than metronidazole. This allows to conclude that essential 

oils containing a high concentration of terpenes will be the most effective in the treatment of 

demodicosis [27].   

4. Conclusions  

In summary, metronidazole is the most widely used substance in treatment of human 

demodicosis, but very often its therapeutic process is combined with oral therapy or with other 

local medicaments. The combination of oral therapy of metronidazole with ivermectin or local 

skin therapy using metronidazole with oral doxycycline and 2% ichthyol in zinc ointment 

allows to obtain satisfactory therapeutic effects. Moreover, the use of 2% ointment with yellow 

mercury oxide topically and with metronidazole orally, ether peeling and eyelid hygiene fluid 

allows for more beneficial therapeutic effects, than use of the individual topical therapy with 

ointment. In addition, the treatment of demodicosis with medicaments containing essential oils 

and high concentration of terpenes is highly effective, because of their acaricidal effect. In 

addition, cosmetic procedures with mandelic acid support the treatment and healing of lesions 

caused by Demodex, afterwards preventing recurrence of the disease. Treatment of demodicosis 

based on the use of a single medicament has the lowest efficiency and effectiveness. In contrast, 

a combination therapies, in which orally administered and topically applied  medications are 

taken together or several types of topically applied medications are combined, have the best 

effectiveness. 

 

Disclosure 

Supplementary Materials: They have not been provided.  

Funding Statement: The publication of the article was funded by Medical University of Silesia 

in Katowice, grant number: BNW-2-041/N/3/I. This research received no external funding.  

Institutional Review Board Statement: Not applicable.  

Informed Consent Statement: Not applicable.  

Data Availability Statement: Not applicable.  

Conflict of Interest: The author declare no conflict of interest. 

 

References 



 

8 

 

1. Chioveanu, FG, Niculet, E, Torlac, C, Busila, C, & Tatu, AL (2024). Beyond the 

Surface: Understanding Demodex and Its Link to Blepharitis and Facial Dermatoses. 

Clinical Ophthalmology, 18, 1801–1810. https://doi.org/10.2147/OPTH.S440199   

2. Chen, W, Plewig G (2014). Human demodicosis: revisit and a proposed classification. 

British Journal of Dermatology, 170: 1219-1225.  

3. Wei, F, Li, L, Kong, Y, Yan, X, Varghese, KJ, Zhang, S, Jiang, J, Chai, B & Chen, H 

(2024). Evidence for the clinical association between demodex and rosacea: A review. 

Dermatology, 240(1), 95-102.   

4. Sędzikowska, A (2014). Demodicosis – pathophysiology, treatment and therapeutic 

efficacy of metronidazole ointment and mercury oxide ointment. [Demodekoza – 

patofizjologia, leczenie oraz ocena skuteczności terapii z zastosowaniem maści z 

metronidazolem oraz maści z tlenkiem rtęci]. Opthatherapy, 1 (2): 108-113.  

5. Raszeja-Kotelba, B, Jenerowicz, D, Izdebska, JN, Bowszyc-Dmochowska, M, 

Tomczak, M, Dembińska, M (2004). Some aspects of skin infection with Demodex 

mites. [Niektóre aspekty zakażenia skóry nużeńcem ludzkim]. Wiadomości 

Parazytologiczne. 50: 41-54.  

6. Lotze, C, Krüger, WH, Kiefer, T, Swensson, O, Herbst, EW, Schüler, F (2006). Facial 

rash mimicking cutaneous acute graft -versus -host disease after allogeneic stem cell 

transplantation for osteomyelofibrosis – was Demodex the culprit? Bone Marrow 

Transplant. 37: 711–712.   

7. Królik, S, Muth, A, Polańska, A, Żaba, R, Adamski, Z, Jenerowicz, D (2020). 

Demodicosis as a common problem in dermatology and ophthalmology. [Nużyca jako 

powszechny problem w dermatologii i okulistyce.] Journal of Face Aesthetics. 3 (2): 

108-121.  

8. Kazimierczak, A, Wcisło-Dziadecka, D, Grabarek, B, Jasik, K (2017). Demodicosis, or 

the true face of Demodex mites. [Demodekoza, czyli prawdziwe oblicze nużeńców.] Pol 

J Cosmetol. 20 (2): 133-137.  

9. Czerwonka, W (2015). Demodex - a troublesome parasite. [Nużeniec - kłopotliwy 

pasożyt.] „Kosmetologia Estetyczna”, Rzeszów 2015; 4: 325-327.  

10. Jarmuda, S. (2013). Evaluation of the role of Demodex folliculorum mites and Bacillus 

oleronius rods in the pathogenesis of rosacea. Doctoral dissertation. [Ocena udziału 

roztoczy Demodex folliculorum i laseczek Bacillus oleronius w patogenezie trądziku 



 

9 

 

różowatego. Rozprawa doktorska.] Katedra i Klinika Dermatologii Uniwersytetu 

Medycznego im. Karola Marcinkowskiego w Poznaniu. 2013.  

11. Kilian-Pięta, E, Kikowska, M (2018). Demodicosis – characteristics and symptoms and 

care of infected skin with the use of almond acid. [Demodekoza – charakterystyka i 

objawy oraz pielęgnacja skóry zainfekowanej z zastosowaniem kwasu migdałowego.] 

Kosmetologia estetyczna, 6 (7): 679-683.  

12. Marcinowska Z, Kosik-Bogacka D, Łanocha-Arendarczyk N, Czepita D, Łanocha A 

(2015). Demodex folliculorum and Demodex brevis. [Demodex folliculorum i 

Demodex brevis.] Pom J Life Sci., 61 (1): 108–114.  

13. Yamashita, LS, Cariello, AJ, Geha, NM, Yu, MCZ, Hofling-Lima, AL (2011). 

Demodex folliculorum on the eyelash follicle of diabetic patients. Arq Bras Oftalmol 

74(6), 422–424, doi: 10.1590/s0004-27492011000600008. 

14. Forton, F, Germaux, MA, Brasseur, T, De Liever, A, Laporte, M, Mathys, C, Sass, U, 

Stene, JJ, Thibaut, S, Tytgat, M, Seys, B (2005). Demodicosis and rosacea: 

epidemiology and significance in daily dermatologic practice. J Am Acad Dermatol 

2005, 52(1), 74–87, doi: 10.1016/j.jaad.2004.05.034. 

15. Czepita, D; Kuźna-Grygiel, W; Czepita, M; Grobielny, A (2007). Demodex 

folliculorum and Demodex brevis as a cause of chronic marginal blepharitis. Roczniki 

Pomorskiej Akademii Medycznej w Szczecinie, 53(1), 63-67. 

16. Lacey, N, Russell-Hallinan, A, Powell, FC (2016). Study of Demodex mites: challenges 

and solutions. J Eur Acad Dermatol Venereol, 30(5): 764-775.  

17. Skonieczna, D, Sławianowska, P, Wesołowski, R, Szewczyk-Golec, K (2018). 

Demodex mites – characteristics, pathogenicity, diagnostics. [Roztocze z rodzaju 

Demodex – charakterystyka, chorobotwórczość, diagnostyka.] Diagn Lab. 54(1): 37-

44.  

18. Mrukwa-Kominek, E, Porwik, E, Drzyzga, Ł (2011). Meibomian gland dysfunction. 

Part II: clinical manifestations and treatment. [Dysfunkcja gruczołów Meiboma. Część 

II: objawy kliniczne i leczenie.] Mag. Okul, 6: 318-323.  

19. Logger, JGM, Peppelman, M, van Erp, PEJ, de Jong, EMGJ, Nguyen, KP, Driessen, 

RJB (2022). Value of reflectance confocal microscopy for the monitoring of rosacea 

during treatment with topical ivermectin. J Dermatolog Treat. 33(1):195-203. doi: 

10.1080/09546634.2020.1741501.  



 

10 

 

20. Gao, YY, Xu, DL, Huang, IJ, Wang, R, Tseng, SC (2012). Treatment of ocular itching 

associated with ocular demodicosis by 5% tea tree oil ointment. Cornea. 31(1): 14-17. 

doi: 10.1097/ICO.0b013e31820ce56c. 

21. Salem, DA, El-Shazly, A, Nabih, N, El-Bayoumy, Y, Saleh, S (2013). Evaluation of the 

efficacy of oral ivermectin in comparison with ivermectin–metronidazole combined 

therapy in the treatment of ocular and skin lesions of Demodex folliculorum. Int J Infect 

Dis., 17: 343-347. doi: 10.1016/j.ijid.2012.11.022. 

22. Krajewska, M, Wasyluk, J, Sędzikowska, A, Roman, B, Jaremko, E, Osęka, M (2013). 

Evaluation of Demoxoft Lipogel and Demoxoft Solution Efficacy and Safety in Patients 

with Demodex Blepharitis – Preliminary Results. [Ocena skuteczności i bezpieczeństwa 

preparatów Demoxoft Lipożel i Demoxoft stosowanych u chorych na nużeńcowe 

zapalenie brzegów powiek – wyniki wstępne]. KWARTALNIK MEDYCZNY 

OKULISTYKA – WYDANIE SPECJALNE., 9-11.  

23. Anane, S, Mokni, M, Beltaief, O (2011). Rosacea-like demodicidosis and chronic 

blepharitis. Ann. Dermatol. Venereol. 138(1): 30-34.  

24. Rodriguez, AE, Ferrer, C, Alió, JL (2005), Chronic blepharitis and Demodex. Arch. 

Soc. Esp. Oftalmol. 80(11): 635-642.  

25. Raszeja-Kotelba, B, Pecold, K, Pecold-Stępniewska, H, Dadej, I (2004). Ocular rosacea 

– current etiopathogenetic, clinical and therapeutic data and description of three cases. 

[Oczny trądzik różowaty – aktualne dane etiopatogenetyczne, kliniczne i terapeutyczne 

oraz opis trzech przypadków.] Postępy Dermatologii i Alergologii XXI. 3: 144-150. 

26. Sędzikowska, A, Osęka, M, Grytner-Zięcina, B, Roman, B, Jaremko, E (2014). Effect 

of Metronidazol, Mercury Oxide and Essentials Oils on the in vitro survivability of 

Demodex mites. [Wpływ preparatów zawierających metronidazol, tlenek rtęci i olejki 

eteryczne na przeżywalność nużeńców w warunkach in vitro.], Okulistyka (4) 64-66.  

27. Persi, A, Rebora, A (1981). Metronidazole and Demodex folliculorum. Acta Derm. 

Venereol. 61(2): 182–183. 

 


