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In January 2008, we investigated a cluster of neonates with bullous 
impetigo in a hospital of northern Thailand in order to control 
the outbreak and identify a potential source of the infection. We 
reviewed medical records and working timetables of healthcare 
workers (HCWs) and conducted a case-control study. We performed 
an environmental study and took bacteriological samples from 
HCWs and equipments. According to our case definitions, we 
identified 16 confirmed cases and 14 probable cases. The attack 
rate was 42%. Most cases had skin blisters (28 cases) followed 
by pustules (five cases) and exfoliation (three cases). The location 
of the lesion was the trunk (17 cases), neck (14 cases) or armpits 
(nine cases). Nineteen cases had symptoms onset after discharge 
from hospital. Median age at onset was 4 days. The strain isolated 
from an infected newborn shared the same phage type as the 
contaminated equipment. Insufficient hand hygiene was an 
observed risk behaviour of HCWs and visitors. Exposure to a nasal 
carrier of Staphylococcus aureus (adjusted OR: 80.3, 95% CI: 4.8 
– 1350.3) and ward sharing with a symptomatic case (adjusted 
OR: 35.6, 95% CI: 1.9 – 654.7) increased the risk of acquiring 
the infection. The outbreak ended abruptly after implementation 
of hand hygiene practices and equipment cleaning.

Introduction
Bullous impetigo is a superficial bacterial skin infection, 

mainly affecting infants and small children, usually caused by 
Staphylococcus aureus which can lead to severe illness in the form 
of staphylococcal scalded skin syndrome (SSSS), septicaemia, 
or pneumonia [1,2]. Newborn infants are prone to skin infection 
due to the vulnerability of their skin [3]. Healthy carriers of S. 
aureus such as healthcare workers (HCWs) [4,5] can transmit the 
bacteria to others [6,7]. Thai Ministry of Public Health included 
nosocomial infections in mandatory reporting in 1982 [8]. The 
prevalence of nosocomial infections in Thailand was 11.7% in 
1988, it diminished to 7.4% in 1992, to 6.4% in 2001 and 
slightly increased to 6.5% in 2006 [9]. Most hospitals in Thailand 
have targeted surveillance systems in place for high risk population 
such as intensive care patients, post-surgery patients and patients 
with invasive devices. However, staff shortage and high workload 
are the main problems in tackling nosocomial infections in Thailand 
[10-12].

Hospital A is a district hospital with 90 beds and 50-60 births 
take place here on average, every month. This hospital takes care of 
seemingly uncomplicated pregnancies. If the woman is considered 
at high risk, she is transferred to the provincial hospital, which 
offers better facilities for critical care. 

A pregnant woman close to delivery stays in the pre-delivery room 
until delivery is imminent, when she is transferred to the delivery 
room. If caesarean section becomes necessary, she is transferred 
to the operating room. After delivery, mother and newborn stay in 
the same room and bed at the postpartum ward. There are two 
postpartum wards, ward A and ward B. Ward A is the first priority 
for hospital stay after the delivery because it is located in the same 
building with the delivery room. Ward B is usually empty and the 
room is used as the alternative ward if ward A is full. Newborns 
delivered by caesarean section stay in the nursery for approximately 
one hour for close observation of vital functions. If their condition 
is stable, they are sent to the postpartum ward immediately. After 
uncomplicated deliveries, mother and child may be discharged 
from hospital even after 48 hours.

Methods
On 25 January 2008, a medical officer at hospital A notified 

the Bureau of Epidemiology, Department of Disease Control in 
the capital, of an increasing number of neonates with bullous 
impetigo and requested assistance for an outbreak investigation. In 
this report we describe an outbreak of the staphylococcal bullous 
impetigo occurring in a district hospital in northern Thailand 
between 11 and 27 January 2008. Our objectives were to control 
the outbreak, to identify potential sources of infection and to 
investigate risk factors for illness. 

During the outbreak, hospital A had 34 HCWs of whom 19 were 
exposed to newborns (eight nurses, five student nurses, four nurses’ 
aids and two doctors). These 19 HCWs worked in all the units 
of maternal and newborn care. Following the rules and policies 
of Hospital Accreditation, there was one infection control nurse 
(ICN) responsible for hospital infection control activities which 
included surveillance for hospital-acquired infections, supervision 
of infection control practices for healthcare workers, and evaluation 
of medical products that could increase the risk for infection. Due 
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to shortage of staff, this nurse was also involved in direct patient 
care.

Descriptive epidemiology
We started our study by reviewing medical records of the cases 

occurring in hospital to identify the first case of the cluster. We 
determined the investigation period by counting backward ten 
days from the onset of the first case [13]; thus the observation 
period began on 1 January 2008. A probable case was defined 
as a newborn infant (age ≤30 days) with skin pustule, blister or 
exfoliation on any part the body who was born between 1 January 
and 25 January 2008. A confirmed case had in addition methicillin-
sensitive Staphylococcus aureus isolated from the skin lesion. We 
contacted the parents of all 71 neonates who were born during 
1-25 January 2008. Sixty of them responded. The paediatrician 
was asked to collect date of onset of each case and to describe the 
skin lesion by anatomical location. In addition, all parents of cases 
were interviewed about potential community infection risk factors.

Environmental and laboratory investigation
We interviewed eight HCWs who worked in the delivery room 

and post partum wards and observed their routine neonatal care 
practice. We inspected the delivery room, the neonates’ room and 
the disinfection unit where we observed the adherence to standard 
infection control procedures. We enquired about schedules for room 
cleaning and requested disinfection protocols from the ward’s chief 
nurse. A laboratory technician collected samples from the most 
frequently used neonatal care equipments, such as radiant warmer, 
weight scale, baby-crib and stethoscopes. Environmental samples, 
37 specimens, from the bathing counter, soap and washing water 
for instance were also collected for bacterial culture. Hand swab 
and nasal swab samples were collected from all HCWs. We took 
swabs on the first web space between the thumb and index finger 
and in the right nostril. In order to confirm the epidemiological links 
between positive culture samples from cases and environmental 
samples, we performed limited phage typing. 

Analytic epidemiology
We conducted a case-control study by comparing 16 laboratory-

confirmed cases with 30 healthy neonates (no skin lesion) that were 
born in the same hospital during the same period. Type of birth, 
room location for neonates, exposure to neonatal equipment and 
exposure to each HCW were tested for statistical association with 
case status by calculating odds ratio (OR) and 95% confidence 
interval (CI). We used the working timetable of each HCW as a 
proxy of newborn exposure by matching their schedule to the first 
24 hours after birth of each neonate. We used multiple logistic 
regression technique to diminish the effect of possible confounding 
factors. The variables with significant p-value, less than 0.05, from 
the univariate analysis were put in the model. We used Excel 2003 
and STATA 10.0 programmes for data analysis.

Results 
Descriptive results
The onset date of the index case was on 11 January 2008. Sixty 

(84.5%) out of 71 neonates were physically examined again from 
25 January to 27 January 2008, of which we identified a total of 
30 cases (attack rate = 42%): 16 confirmed and 14 probable cases. 
Skin blister was the most common symptom (28 cases), followed 
by skin pustule (five cases) and skin exfoliation (three cases). Skin 
lesions were located at the trunk (17 cases), neck (14 cases), 
armpits (9 cases), groins (seven cases), upper extremities (seven 
cases) and lower extremities (five cases).

No serious case or complication has been recorded during this 
outbreak. The age of illness onset ranged from 1 to 12 days; median 
age was 4 days. Eleven of the 30 cases had symptoms during 
hospitalisation and 19 showed symptoms only after discharge from 
hospital. From the interviews with the parents, we found out that 
no other family members had skin infections during that time. 
The sex specific attack rate was 46% (16/35) for male and 56% 
(14/25) for females. The attack rate by room location was highest 
in ward A (61%) followed by the nursery (44%) and zero in ward B.  

The epidemic curve (Figure) illustrated a gradually increasing 
number of cases at the beginning of the outbreak, a sharp increase 
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Phage typing from one case, from neonatal care equipment 
and from carriers among healthcare workers, hospital A, 
Nan Province, Thailand, January 2008 

Sample Result

Case 1 MSSA- phage type 29/52/80/3C/55/95/81/94/96

Radiant warmer in the delivery room MSSA- phage type 29/52/80/3C/55/95/81/94/96

Weighting scale in the delivery room MSSA- phage type 29/52/80/3C/55/95/81/94/96

Baby crib in ward A MSSA- phage type 29/52/80/3C/55/95/81/94/96

Bathing counter in ward A MSSA- phage type 29/52/80/3C/55/95/81/94/96

Nurses’ aid A4 (nasal swab)
MSSA- phage type 29/52/80/3A/3C/55/6/47/53/54/

75/77/83A/94/96

Nurse R5 (hand swab) MSSA- phage type 29/52/52A/80/3A/71

Student nurse S5 (nasal swab) Non-typable

T a b l e  2

Univariate analysis of potential exposures of neonates with 
bullous impetigo, hospital A, Nan Province, Thailand, 
January 2008 (n=46)

Exposures
Crude OR (95% confidence 

interval)
p-value

Admission in ward A 11.3 (1.3 – 512.2) 0.011

Ward sharing with symptomatic cases 5.4 (0.9 – 54.9) 0.034

Exposure to nurses’ aid A4 (carrier) 12.1 (2.0 – 122.0) 0.001

Exposure student nurse S2 (non carrier) 7.0 (1.5 – 36.6) 0.004

Exposure student nurse S4 (non carrier) 4.6 (1.1 – 20.5) 0.018

T a b l e  3

The association between neonates with bullous impetigo and five 
exposures, significant p-value (p<0.05) from univariate analysis, by 
multiple logistic regression, hospital A, Nan Province, Thailand, 
January 2008 (n=44)

Exposures Adjusted OR (95% confidence interval) p-value

Admission in ward A 14.5 (0.4 – 578.2) 0.156

Ward sharing with 

symptomatic cases
35.6 (1.9 – 654.7) 0.016

Exposure to nurses’ aid A4 

(carrier)
80.3 (4.8 – 1350.3) 0.002

Exposure to student nurse S2 

(non carrier)
0.8 (0.08 – 7.9) 0.860

Exposure to student nurse S4 

(non carrier)
6.2 (0.6 – 60.5) 0.116
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in the second week, and a peak on 25 January. The outbreak 
ended rapidly after ward closure for two days during 26 and 27 
January. A week before the outbreak started, five student nurses had 
arrived at the maternal and neonatal care unit for nursing practice 
and they left in February 2008. When an increasing number of 
bullous impetigo cases was noticed, the ward nurses began to 
strengthen hand washing. However, they did not report the cases 
to the hospital infection control nurse until 25 January, because 
previously, newborn skin infections had not been included in the 
hospital infection surveillance protocol.

Environmental investigation and laboratory results 
Our investigation revealed that the delivery room was cleaned 

with household detergent three times per week. We found that 
some equipment such as radiant warmers and the weight scale were 
cleaned only on superficial surfaces after utilisation. Postpartum 
wards, where the newborns stayed, were usually crowded with many 
visitors, who could easily touch and play with newborns without 
having properly washed hands.

Laboratory results
Methicillin-sensitive Staphylococcus aureus (MSSA) from all 

16 confirmed cases had the same antibiotic sensitivity pattern and 
all were resistant to penicillin. Only one isolate was phage typed 
because the other isolates had already been discarded. Among 
37 samples from neonatal care equipments, four specimens were 
positive for S. aureus. Two positive items, a radiant warmer and a 
weight scale, were found in the delivery room and three, a bathing 
counter, a baby-crib and a bed sheet of a case, were found in 
ward A. Three out of 34 healthy HCWs had positive cultures for S. 
aureus. Nurses’ aid A4 and student nurse S5 had nasal carriage 

of S. aureus and nurse R5’s hand swab was positive for S. aureus. 
None of the three carriers had a skin lesion. 

MSSA phage type 29/52/80/3C/55/95/81/94/96 was identified 
from all four samples of contaminated neonatal care equipment. 
In addition, we identified phage type 29/52/52A/80/3A/71 and 
29/52/80/3A/3C/55/6/47/53/54/75/77/83A/94/96 from nurse 
R5 and nurses’ aid A4 respectively while phage type of Student 
nurse S5 was non-typable due to the limitations of laboratory 
technique (Table 1). The phage type of the newborn case was 
29/52/80/3C/55/95/81/94/96, the same as the contaminated 
equipments and shared the same group as the carriers.

Analytic results 
In the case-control study, neonates exposed to nurses’ aid 

A4, who was a nasal carrier of S. aureus, had the highest risk of 
illness [crude OR: 12.1 (95% CI: 2.0 – 122.0), p=0.001]. In the 
analytic study, 36 potential exposures were tested for association; 
among these, only five variables as displayed in Table 2 had p 
value less than 0.05.Univariate analysis (Table 2) also indicated 
an association between illness and four other variables: staying 
in ward A [crude OR: 11.3 (95% CI: 1.3 – 512.2), p=0.011], 
exposure to non-carrier student nurse S2 [crude OR: 7.0 (95% 
CI: 1.5 - 36.6), p=0.004], sharing ward with the symptomatic 
case during hospitalisation [crude OR: 5.4 (95% CI: 0.9 - 54.9), 
p=0.034] and exposure to non-carrier student nurse S4 [crude OR: 
4.6 (95% CI: 1.1 - 20.5), p=0.018]. 

In the multiple logistic regression model shown in Table 3, we 
found that both exposure to nurses’ aid A4 and sharing ward with 
a symptomatic case remained significantly associated with illness 

F i g u r e

Epidemic curve of staphylococcal bullous impetigo cases by date of onset in a district hospital, Nan Province, Thailand, 
January 2008 (n=30)
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in our model with adjusted OR equal to 80.3 [(95% CI: 4.8 – 
1350.3), p=0.002] and 35.6 [(95% CI: 1.9 – 654.7), p=0.016] 
respectively.

Control action and outbreak response
After confirmation of the outbreak, the following measures were 

taken: 

• Cases were treated and isolated in ward B; 
• Delivery room and ward A were closed between 26-27 January 

2008 for cleaning and disinfection; 
• Medical devices such as the radiant warmer and newborn weight 

scale were cleaned with detergent and disinfected with 70% 
alcohol; 

• HCWs carriers of S. aureus were treated with the topical 
antibiotic Muropicin, and required to abstain from nursing until 
nasal swabs were negative, i.e. seven days; 

• Adherence to infection control measures was enforced such 
as hand hygiene, wearing masks and hair caps during routine 
nursing care; 

• Alcohol hand rub was provided at each bed in postpartum wards. 

Furthermore, we also recommended strengthening the hospital 
infection surveillance system with competency building for ward 
nurses to detect outbreaks and early report them to the hospital 
infection control practitioners. 

On the last day of our investigation we joined the hospital 
meeting, presented the investigation results and discussed the 
infection control breaches such as insufficient hand hygiene and 
personal protective equipment. This meeting led to cleaning of 
the delivery room on a daily basis and cleaning neonatal care 
equipments after every use with detergent and 70% alcohol. 
Moreover, the chief ward nurse decided to implement new strategies 
such as limiting the number of visitors permitted to stay in the 
postpartum wards. Surveillance of newborns’ skin infection was 
included in the infection control policy. 

Discussion and conclusion
This outbreak of staphylococcal skin infections in newborns was 

detected late because most of the cases developed symptoms only 
after discharge. We implicated the environmental equipment as 
possible source of infection because it had the same phage type as 
the one from a case. Contact with a HCW who was a staphylococcal 
carrier was an important risk factor in our study, as has been seen 
in previous studies (7,14,15). With our limited resources it was 
impossible to determine if, and if so, which HCW could have been 
the source of the outbreak, although two of them were suspected. 
The high attack rate may be due to the circumstance that all 
newborns were exposed to the same equipment, such as the radiant 
warmer, weight scale and baby crib. 

In a review by Williams [4] nose was the most frequent body 
site yielding staphylococci (40 to 44%) and the carrier rate among 
nurses in hospital ranged between 21 to 70%. Our study suggested 
a low prevalence (9%) of carrier status. However, our carrier rate 
may be underestimated because of a different technique of 
specimen collection and the limited laboratory capacity in a Thai 
district hospital.  

Our investigation demonstrates that deficient infection control 
procedures may lead to outbreaks of staphylococcal infections 
among newborns. However, implementation of recommended 
infection control methods, such as proper hand washing and 
thorough cleaning of equipment, can quickly control an epidemic 

outbreak as demonstrated in this case and other similar cases 
[14,15]. The insufficient budget allocation for infection control is 
however a major problem in Thai medical system.

Acknowledgements
We would like to thank Dr. Kittisak Kasetsinsombat, director of 
Hospital A, all of Thai FETP staff, Dr.Potjaman Siriarayapon, Dr. Sopon 
Iamsirithaworn, Dr.Charung Muangchana, Dr. Siwaporn Kumthong, Dr. 
Michael Orilly, Dr. Alden Henderson, Dr. Michael Bell and Dr. Elissa 
Meites from DHQP, US-CDC, and Dr. Hjordis M Foy from the University 
of Washington.

References

1. Kliegman R, Nelson WE, Jenson HB, Marcdante KJ, Behrman RE. Nelson essentials 
of pediatrics: cutaneous infections, 5th ed. Philadelphia (PA): WB Saunders 
Co; 2005:472. 

2. Stanley JR, Amagai M. Pemphigus, bullous impetigo, and the staphylococcal 
scalded-skin syndrome. N Engl J Med. 2006;355(17):1800–10. 

3. Yeo H. Nursing the neonate: infection in the new born baby. Oxford: Blackwell 
science Ltd; 1998:222-6. 

4. Williams RE. Healthy carriage of Staphylococcus aureus: its prevalence and 
importance. Bacteriol Rev. 1963;27:56-71. 

5. Paul MO, Lamikanra A, Aderibigbe DA. Nasal carriers of coagulase positive 
staphylococci in a Nigerian hospital community. Trans R Soc Trop Med Hyg. 
1982;76(3): 319-23. 

6. Ehrenkranz NJ. Person to person transmission of Staphylococcus 
aureus:quantitative characterization of nasal carriers spreading infection. 
N Engl J Med. 1964;271:225-30.  

7. Matussek A, Taipalensuu J, Einemo IM, Tiefenthal M, Löfgren S. Transmission 
of Staphylococcus aureus from maternity unit staff members to newborns 
disclosed through spa typing. Am J Infect Control. 2007;35(2):122-5. 

8. Thailand Ministry of Public Health. Department of Disease Control. 
Recommendation and research map on nosocomail infections 2007-2009. 
2007:5-7. Thai. 

9. Danchaivijitr S, Judaeng T, Sripalakij S, Naksawas K, Plipat T. Prevalence of 
Nosocomial Infection in Thailand 2006. J Med Assoc Thai. 2007;90(8):1524-9. 

10. Thailand Ministry of Public Health. Bureau of Health Service System 
Development. Guideline of nosocomial infections’ surveillance. 2005:3-14. 
Thai. 

11. Wattanasri S, Unhalekaga A. The Thai national prevalence study on nosocomial 
infections 1992. Bulletin of Nosocomial Infection Control Group of Thailand. 
1992;2:51-55. Thai. 

12. Danchaivijitr S, Assanasen S, Trakuldis M, Waitayapiches S, Santiprasitkul S. 
Problems and obstacles in implementation of nosocomial infection control 
in Thailand. J Med Assoc Thai. 2005;88 Suppl 10: S70-4. 

13. Heymann DL. Control of Communicable Diseases Manual, 18th ed. Washington 
(DC): American Public Health Association. 2004:501-4. 

14. Occelli P, Blanie M, Sanchez R, Vigier D, Dauwalder O, Darwiche A, et al. 
Outbreak of staphylococcal bullous impetigo in a maternity ward linked to 
an asymptomatic healthcare worker. J Hosp Infect. 2007;67(3):264-70. 

15. Nakashima AK, Allen JR, Martone WJ, Plikaytis BD, Stover B, Cook LN, 
et al. Epidemic bullous impetigo in a nursery due to a nasal carrier of 
Staphylococcus aureus: role of epidemiology and control measures. Infect 
Control. 1984;5(7):326-31. 

16. Wentworth BB. Bacteriophage typing of the staphylococci. Bacteriol Rev. 
1963;27:253-72.  

17. Siegel JD, Rhinehart E, Jackson M, Chiarello L, the Healthcare Infection Control 
Practices Advisory Committee. 2007 Guideline for Isolation Precautions: 
Preventing Transmission of Infectious Agents in Healthcare Settings. Centers 
for Disease Control and Prevention. 2007. Available from: http://www.cdc.gov/
ncidod/dhqp/pdf/guidelines/Isolation2007.pdf 

18. Sehulster LM, Chinn RYW, Arduino MJ, Carpenter J, Donlan R, Ashford D, et 
al. Guidelines for environmental infection control in health-care facilities. 
Recommendations from CDC and the Healthcare Infection Control Practices 
Advisory Committee (HICPAC). Chicago IL; American Society for Healthcare 
Engineering/American Hospital Association. Centers for Disease Control 
and Prevention. 2004. Available from:  http://www.cdc.gov/ncidod/dhqp/pdf/
guidelines/Enviro_guide_03.pdf 


