
253

This is an open-access article distributed under the terms of the Creative Commons Attribution-Non Commercial-Share Alike 4.0 License, which allows others 
to remix, transform, and build upon the work non-commercially, as long as the author is credited and the new creations are licensed under the identical terms.

ijdvl.com

253© 2025 Indian Journal of Dermatology, Venereology and Leprology - Published by Scientific Scholar

Study Letters

Managing outbreak of community-onset paediatric 
impetigo in underserved areas of North India via 
teledermatology: A tertiary care centre’s experience
Dear Editor,

This report offers a concise account of the management of an 
impetigo outbreak between July and September 2023 in North 
India’s Haryana state, utilising tele-dermatology. Specialist 
physicians at our tertiary care hospital oversaw the response 
via e-Sanjeevani 2.0, the National Telemedicine platform of 
the Ministry of Health and Family Welfare, Government of 
India.1 This is the world’s largest documented telemedicine 
implementation in primary healthcare, connecting referring 
healthcare providers (RHPs) at peripheral centres to specialists 
at higher centres, following a ‘Hub and Spoke’ model.1 While 
a large regional community outbreak occurred spanning across 
three months, the innovative use of telemedicine enabled timely 
diagnosis, treatment and enforcement of prevention strategies.

Impetigo, a contagious skin infection predominantly affecting 
children, often causes unpredictable and rapid outbreaks.2 
The disease burden is exacerbated in remote areas with 
limited response capabilities, including specialist availability, 
influenced by loco-regional factors like large family sizes, low 
socioeconomic status, and overcrowding.2–4 In such scenarios, 
it may secondarily infect pre-existing dermatoses like scabies 
or eczema.4 Patients often receive suboptimal care due to 
delayed treatment and misdiagnosis. Timely management is 
important as the highly communicable nature of the disease can 
cause rapid community transmission, institutional outbreaks, 
and disruptions in school attendance.2 Left untreated, 
impetigo may rarely result in serious complications including 
abscesses, cellulitis, post-streptococcal glomerulonephritis, 
acute rheumatic fever, and rheumatic heart disease.3,4

Qualified specialists, including two dermatologists and two 
paediatricians, conducted remote virtual assessments of impetigo 
lesions and gathered pertinent patient details via e-Sanjeevani 2.0, 
a real-time telemedicine platform that offers secure audiovisual, 
image, and text exchange between RHPs at peripheral centres 
and specialist physicians at the central ‘hub’. In alignment with 

established clinical practice, the diagnosis of impetigo relied on 
clinical rather than bacteriological findings.5 Between July and 
September 2023, a total of 165 cases of paediatric impetigo (≤18 
years) were managed via teleconsultation, accounting for nearly 
23% of the total paediatric teledermatology cases consulted 
during this period. This marked a substantial rise compared to 
previous months [Figure 1]. Of the cases seen, the mean (±SD) 
age was 4.25 (±2.9) years, and the male-to-female ratio was 
3:2. The highest impact districts were Nuh, Faridabad, and 
Karnal, representing 18.78%, 10.9%, and 10.3% of all cases, 
respectively. Following standard guidelines, 15.8% of localised 
cases received treatment with topical antibiotics (fusidic acid, 
mupirocin), while more extensive cases were prescribed 
concomitant oral antibiotics (amoxicillin/clavulanic acid, 
cephalosporins), with the choice influenced by local availability 
and affordability.3,5 Localised lymphadenopathy was recorded 
in three cases and fever in six (managed conservatively), 
though none were complicated enough to warrant referral. All 
cases received thorough counselling on hand hygiene, local 
wound care, isolation measures, and surface disinfection.6 The 
retrospective analysis, approved by the Institutional Ethics 
Committee, adhered to ethical guidelines and ensured patient 
anonymity throughout the process.

To better assess the impact of teleconsultations, an 
anonymised standardised questionnaire was administered to 
the RHPs in high-impact districts, after obtaining informed 
consent. All 18 participants reported improved capabilities 
in identifying, treating, and counseling paediatric impetigo 
cases, and that they received follow-ups of treated cases with 
clinical improvement. 72% of respondents reported additional 
impetigo cases coming to them beyond teleconsultations, 
55% engaged in outreach programs like school visits/
community camps encountering more cases, and 83.3% noted 
a gradual decrease in cases since the peak outbreak. These 
findings indicate an underestimated outbreak size as well 
as the educational value of the teleconsultation service for 
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RHPs. It may be inferred that by enhancing their knowledge 
of impetigo management, the service led to improved case 
handling, hygiene counselling, and awareness among patient 
families, and consequently, a more successful containment 
of disease spread. Undoubtedly, it not only eliminates travel 
inconvenience for uncomplicated cases but also reduces the 
overall burden on the healthcare system.1,7

The study had limitations, including constraints in conducting 
remote assessments, lack of follow-up teleconsultations 
to evaluate therapy response or relapse, and the inability to 
perform cultures for methicillin-resistant Staphylococcus 
aureus (MRSA) or nasal colonisation. Even so, it is 
noteworthy that skin swabs cannot reliably differentiate 
infection from colonisation and hence are not essential for 
making a diagnosis.5 Nonetheless, with nasal colonisation 
known to occur in nearly 60% of impetigo cases versus 30% 
in the general population, telemedicine offers an avenue 
for implementing decolonisation strategies, potentially 
decreasing treatment resistance and relapse.7 Gaining insights 
into the varying impact levels across different districts during 
outbreaks aids in the strategic allocation of health resources 
and initiatives [Figure 2]. In summary, this report highlights 
the role of telemedicine in the outbreak response of highly 
contagious skin infections, emphasising its capacity to 
provide timely, accessible healthcare, in remote and resource-
constrained settings, bridging gaps in distance, time, and cost.1
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Figure 2: A heatmap depicting the districts of the state of 
Haryana affected by the impetigo outbreak, with colour 
intensity reflecting the degree of impact, measured by the 
number of cases. Although paediatric teledermatology 
consultations were sought from all districts, the 
outbreak demonstrated varied distribution. Such visual 
representations, derived from teleconsultation datasets, 
hold potential value in directing health resource 
allocation and focused public initiatives.

Figure 1: Bar diagram illustrating the month-wise distribution of 
paediatric impetigo cases managed via teleconsultation in 2023, 
demonstrating a sharp increase during the outbreak period (July-
September), with the x-axis representing affected months and the y-axis 
depicting the number of cases.
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