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Impetigo is a contagious bacterial infection of the superficial skin, predominantly occurring in children. There are two forms, the more common non-
bullous impetigo, often referred to simply as impetigo, and bullous impetigo. In the UK Staphylococcus aureus is the most common organism of 
Impetigo, Streptococcus pyogenes is the other pathogen involved, and on occasions both organisms can be found together. (Figure 1). Bullous impetigo 
(see figure2) is nearly always caused by Staphylococcus aureus. Methicillin-resistant Staphylococcus aureus (MRSA) is an increasingly common cause of 
impetigo, and is associated more often with the non-bullous form  

Symptoms  
Impetigo can appear - anywhere, but is most 
common on the face (around the nose and 
mouth) and on the hands. It starts as a rash of 
small, pus-filled blisters. These tend to break 
easily to leave round oozing patches covered 
with yellow or brownish crusts. (With Bullous 
impetigo the bullae is less easily ruptured.) The 
patches are small at first , but slowly get bigger.  

Transmission  
Impetigo - may be passed on from an 
infected individual, or arise with no clear 
source of infection. It often enters the skin 
at the site of a minor skin injury, or 
secondarily to another skin condition such as 
chickenpox 
Bullous impetigo - can affect intact skin.  
The incubation period is between 4 to 10 
days 

Exclusion period and precautions 
Avoid  school/nursery until lesions are 
crusted /healed or 48 hours after starting 
antibiotic treatment.  
Encourage and supervise handwashing for 
children.  
Ensure children do not share  towels and 
eating utensils.  
Cover areas if possible. 
Please contact the Infection control team on 
01744 457 314 for further advice support.) 

Treatment 
 As resistance is increasing , topical treatment 
should only be used when a few localised lesions 
are present: 
Fusidic acid cream TDS for 5 days or for MRSA 
lesions only, topical Mupirocin 2% ointment TDS 
for 5 days. 
For more extensive infection: Flucloxacillin500mg 
QDS for 5 days. 
In penicillin allergy: Clarithromycin 500mg BD for 
7 days or for MRSA only: Doxycycline 200mg OD 
on day 1 followed by 100mg OD for another 6 
days 
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Investigations  
Impetigo is usually diagnosed on the basis of the clinical appearance. 
Poorly responsive or recurrent cases of impetigo should be swabbed for C&S to identify possible methicillin-resistant Staphylococcus aureus (MRSA).  
Swabs are best taken from a moist lesion, or, in cases of bullous impetigo from a de-roofed blister 


