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Impetigo and its 'T'herapy:
Focus on Retapamulin (Altabax)

Goal

The goal of this lesson is to discuss
impetigo and its medical management,
with focus on retapamulin, an
antibiotic for topical use.

Objectives

At the conclusion of this lesson,
successful participants should be able
to:

1. select from a list the
pathogenesis, etiology, symptoms,
diagnostic ~ characteristics, ~ and
prognosis for impetigo;

2. identify the therapeutic
considerations for therapy of impetigo,
including use of topicallyapplied
antibiotics and disinfectants; and

3. demonstrate an understanding
of the pharmacologic profile of
retapamulin, and pick from a list
advice to convey to patients receiving
this antibiotic.

Background

A highly contagious bacterial
infection of the superficial epidermis,
impetigo occurs most commonly in
children aged two to five years,
although it can appear in any age

group. Itis the most prevalent bacterial
skin infection and the third most
common  dermatologic  disorder
overall, trailing behind dermatitis and
viral warts. It occurs more often during
the summer months. The infection
usually heals without scarring, even
without treatment.

Pathogenesis

Impetigo was first described in
1864 as a disease “...characterized by
circular, umbilicated quasi-bullous
spots which increase centrifugally, and
become covered by yellow flat crusts
which  cover over superficial
ulceration.” It is generally a minor
illness, causing few systemic ill effects
or sequelae.

Staphylococcus aureus is the most
predominant pathogen. Streptococcus
pyogenes (i.e., group A beta-hemolytic
streptococcus; the same pathogen that
is responsible for “strep throat”) causes
fewer cases, either alone or in
combination with S. aureus. The
prevalence of S. pyogenes as a leading
cause of impetigo has decreased over
the past 40 years. Few data are
available on the natural cause of
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impetigo. S. aureus is usually
encountered as a nasal commensal
organism (one that lives on or in
another organism, deriving benefit
without injuring the host), but the
bacterium may ultimately induce a
broad variety of skin infections. This
suggests that staphylococcal carriage
(i.e., the very act of carrying or
harboring the commensal organism)
predisposes an individual to the
development of impetigo.

Impetigo may be nonbullous
(impetigo contagiosa or infectiosa) or
bullous. The former is more common
and represents a host response to the
infection. Bullous impetigo, on the
other hand, is invariably caused by
toxin-producing S. aureus; no host
response is required to manifest
clinical illness. Diagnosis is usually
made clinically and confirmed, if
necessary, by Gram staining and
culture. Culturing may be important to
identify patients with nephritogenic
strains of S. pyogenes during outbreaks
of poststreptococcal glomerulone-
phritis or patients whose infection is
suspected to be caused by methicillin-
resistant S. aureus. Impetigo is usually
transmitted through direct contact.
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Epidemiology

The annual incidence of impetigo
is reported to be 2.8 percent in children
up to four years of age, and 1.6 percent
among children five to 15 years. The
predilection for the very young can be
remembered by the common lay
misnomer, “infant tigo,” when they
describe their assessment of the
condition. The nonbullous form
predominates, accounting for
approximately 70 percent of cases.

Lesions are highly contagious.
Patients can spread the infection from
one area of their body to another
(autoinoculation) by touching the
infected area and then touching other
parts of their body or another person.
Infections can spread rapidly by direct
contact through families, day-care
centers and schools, or other sites
where children are in close contact
with one another. The infection is more
common in areas or situations
associated with overcrowding and
poor hygiene. Although children are

immunodeficiency syndrome (AIDS).
Skin damaged by insect bites, varicella,
herpes simplex virus, and other
conditions predispose patients to the
formation of common impetigo,
appearing similar to that of the
primary nonbullous form. Infection
usually occurs about 10 days after
acquisition of the infecting pathogen.
Bullous  Impetigo. Bullous
impetigo primarily affects neonates,
but can also occur in older children
and adults. It is caused by
toxinproducing S. aureus and is a
localized form of staphylococcal
scalded skin syndrome (54). The latter
is considered the most severe
manifestation of infection with strains
producing exfoliative toxins that are
spread through the blood, causing
widespread epidermal damage at
distant sites. 54 is uncommon; younger
children, rarely adults, are the usual
victims. Staphylococcal scarlet fever is
a milder form of 54 that does not
progress beyond the initial stage of a

intertriginous (sites where skin rubs
against skin) areas, such as neck folds,

axillae, and the diaper area.
Constitutive symptoms, although
uncommon, may include fever,

diarrhea, and weakness. Most cases
resolve without scarring in several
weeks. Bullous impetigo is less
contagious than the nonbullous form,
and cases are usually sporadic.
Prognosis

Impetigo usually resolves without
complications within two weeks if left
untreated. Adults have a higher risk of
sequelae (conditions following as a
consequence of the disease).

Acute poststreptococcal
glomerulonephritis is a serious
complication affecting less than 1
percent of cases. There is no evidence
that treatment with antibiotics
modifies its occurrence or prevents

susceptible individuals from
developing the complication.
Streptococcal glomerulonephritis
usually  resolves  spontaneously,












