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SKIN INFECTIONS & HIGH RISK 
CONTACT AND COLLISION SPORTS 
Background 
Sporting activities can be a risk factor for the spread of infectious skin diseases.  The 
close contact in some sports can allow for the spread of infections by direct skin-to-
skin contact or injuries resulting in breaks to the skin thus disrupting the body’s  
natural defence mechanism.  Infection can also be spread through contact with a 
common source such as contaminated equipment, facilities, or soil. 
 

Some sporting activities involve closer and more frequent body-to-body contact or 
contact with equipment and are associated with a higher risk of injury and trauma.  
These sports are referred to as high risk contact and collision sports (HRCCS).   
Evidence to date suggests that the highest risk sports are full-contact martial arts, 
boxing, and wrestling.  For many high risk close contact sports, e.g. rugby, the  
degree of close contact increases as the player becomes more experienced and  
participates at a higher level of play or competition. 
 

Terminology can vary.  The sporting activities defined as HRCCS are rugby, full-
contact martial arts, boxing, wrestling, Gaelic football, and hurling. 
 

Other sporting activities are categorised as lower risk contact sports such as: 

• Medium to high-risk contact – e.g. soccer, basketball, hockey 

• Limited contact – e.g. squash, volleyball, gymnastics 

• Non-contact – e.g. running, dancing, aerobics, swimming, tennis, weightlifting 
 

Skin infections that can be transmitted during HRCCS include fungal, bacterial and 
viral infections.  A more detailed list of the type of infections is provided in Table 1 
below.  Most skin infections are transmitted via skin-to-skin contact.  Bacterial and 
fungal infections may also be transmitted by contact with equipment such as exercise 
mats. 
 

Precautions to prevent skin infections 
Strategies for reducing potential exposure to skin infections during HRCCS include: 

• Washing hands regularly with liquid soap.  To minimise the risk of infection bars of 
soap should not be provided in communal shower / wash rooms 

• Showering after activity 

• Adequate regular cleaning and disinfection of facilities, changing rooms, and 
sports equipment  

• Not sharing mouth guards or water bottles 

• Not sharing towels or personal hygiene products (e.g. razors) with others 

• Washing all kit after each use 

• Washing personal gear (e.g. pads and shin guards) weekly 

• Refraining from full body (chest, arms, abdomen) cosmetic shaving 

• Applying standard precautions when dealing with any blood or body fluids, or  

    contact with skin lesions 

• Athletes notifying their coach of any skin lesion prior to participation 

• Correct diagnosis of skin rashes or lesions by a medical doctor  

• Adherence to the recommended periods of exclusion for high-risk contact sports 
(see Table 2 below)  



If an outbreak of a skin infection occurs on a team, all 
team members should be evaluated to help prevent  
further spread of infection.  Recommended periods of  
exclusion should be adhered to.  
 

Tinea pedis (athlete’s foot) is extremely common and  
exclusion from sporting activities is not recommended.  
However the incidence can be reduced by regular  
washing and thorough drying of feet, and wearing cotton 
socks.  Infected players should complete treatment and 
wear protective footwear in showers and changing rooms 
whilst infected.  
  

Two types of Herpes simplex virus (HSV) cause skin  
lesions.  HSV type 1 (HSV-1) is classically associated with 
lesions around the mouth (lips, tongue, palate, gums) 
and HSV type 2 (HSV-2) with genital lesions.  However 

either can cause perioral or genital lesions.  HSV infection 
typically involves a primary infection that becomes  
dormant and re-activates from time-to-time.   
Re-activation of HSV-1 infections usually affects the lips 
(i.e. herpes labialis / cold sores).  Transmission of HSV 
infections occurs through viral shedding and direct  
contact with skin or bodily fluids during a primary  
infection or a reactivation.  Herpes gladiatorum or  
rugbeiorum is a HSV infection of the chest, ear, face, and 
hands among athletes in contact sports, such as wrestling 
or rugby.   This infection is usually the result of HSV-1 
transmission by direct skin-to-skin contact during practice 
or competition.  HSV infections and reactivations are  
usually self-limiting and treatment is not usually  
indicated.  However, exclusion is required (see Table 2)    

 

Fungal  Viral  

• Tinea capitis / corporis → ringworm  
• Tinea cruris → jock itch 
• Tinea pedis → athlete’s foot  

• Herpes simplex virus 1 (HSV-1) → herpes  
labialis / gladiatorum / rugbeiorum (scrum-pox) 
• Molluscum contagiosum 
• Varicella-Zoster virus → chicken pox / shingles 
• Human papillomavirus → warts  

Bacterial  Parasitic  

• Streptococcus & Staphylococcus (including 
MRSA) → impetigo, folliculitis, furuncles, carbun-
cles, cellulitis  

• Scabies 
• Headlice  

Table 1: Organisms and the skin infections they cause that are of relevance in HRCCS 

Infection  Participant should be excluded until the criteria listed are met:  

Tinea capitis (Scalp ringworm)  − They have completed at least 14 days of the appropriate oral/topical anti-
fungal  

Tinea corporis (Body ringworm)  − They have completed at least 72 hours of the appropriate oral/topical anti-
fungal  

− Lesions are securely covered  

Primary Herpes simplex virus 1  
(HSV-1)  

− There are no active lesions 

− All vesicles are crusted over 

− They have had no systemic symptoms (e.g. fever or malaise) for 72 hours 

− There have been no new lesions for 72 hours  

Reactivation HSV-1 (e.g. cold sores)  − There are no active lesions  

− All vesicles are crusted over  

Chicken-pox / Shingles  − There are no active lesions 

− All vesicles are crusted over 

− They have had no systemic symptoms (e.g. fever or malaise) for 72 hours 

− There have been no new lesions for 72 hours   

Molluscum contagiosum & Warts  − Should be covered if prone to bleeding when abraded  

Bacterial infections  
(e.g. staphylococcal or streptococcal)  

− There are no oozing, weeping, or discharging lesions 

− There have been no new skin lesions for at least 48 hours 

− Some infections will require completion of 48-72 hours of an appropriate 
oral antibiotic 

On return to play non-active healing lesions should be securely covered until 
fully healed  

Pediculosis (Headlice)  − They have completed treatment 

− There is no evidence of live lice  

Scabies  − They have completed treatment 

− There is no evidence of infestation  

Table 2: Exclusion guidelines for participants with skin infections who are involved in HRCCS 



Disease 
 

 
Cases1 

 
Disease 

 
Cases1 

Bacterial Meningitis (not otherwise  
specified) 

3 Measles 22 

Campylobacter infection 343 Meningococcal Disease 12 

Chickenpox – hospitalised cases 1 Mumps 30 

Chlamydia trachomatis 660 Noroviral infection 72 

Clostridium difficile 178 Pertussis 39 

Cryptosporidiosis 88 Rotavirus 419 

Giardiasis 2 Rubella 0 

Gonorrhoea 96 Salmonellosis 30 

Haemophilis influenza (invasive) 5 Shigellosis 1 

Hepatitis A (acute) 2 Streptococcus group A (invasive) 21 

Hepatitis B acute and chronic 19 Streptococcus pneumoniae (invasive) 169 

Hepatitis C 27 Syphilis 14 

Herpes Simplex (genital) 105 Trichomoniasis 5 

Influenza 129 Tuberculosis 31 

Legionellosis 2 Typhoid 1 

Leptospirosis 1 Verotoxigenic Escherichia coli infection 151 

Listeriosis 1 Viral encephalitis 2 

Malaria 6 Viral Meningitis 20 

Summary of infectious diseases notified in 2013  

The table above shows cases of infectious diseases notified in the HSE (SE) area only under Infectious  
Disease (Amendment) Regulations 2011 (S.I. No. 452 of 2011). Medical practitioners and clinical directors of 
diagnostic laboratories are required to transmit a written or electronic notification of a notifiable infectious 
disease to a Medical Officer of Health. Case definitions for notifiable diseases are available at www.hpsc.ie 
and notification form booklets are available from regional public health department offices, to which  
notifications should be returned. 

1  Provisional data.  

Infectious disease notifications can be phoned to 056 7784142, faxed to 056 7784599 or posted to  
Public Health Department, HSE South (SE), St. Canice’s Hospital, Lacken, Dublin Road, Kilkenny. 

 

when active lesions are present.  Prompt treatment 
with topical or oral anti-viral medication can reduce 
the length of symptoms, viral shedding and  
infectivity.  Some players who experience frequent 
HSV reactivations may benefit from oral anti-viral  
medication.  Players with active lesions should not 
share eating utensils, cups, water bottles, and mouth 
guards. 
 

Exclusion of Participants with Skin Infections 
who are Involved in HRCCS 
High risk sports that involve significant skin-to-skin 
contact with an opponent or equipment require 
stricter participation restrictions for infected people.  
For high risk contact and collision sports it is not  
usually appropriate to permit a player with active skin 
lesions to return to play with covered skin lesions.  
Participation with a covered lesion can be considered 

for lower contact sports if the area of skin can be  
adequately and securely covered. 
 

Exclusion guidelines are presented for individual  
conditions in Table 2.  Players should not be allowed 
return to high risk sporting activities until these are 
met.  Many of these exclusion criteria require the  
correct diagnosis and treatment of the skin infection.  
Many also specify the duration of treatment that must 
be completed before the player can return to play. 
Covering of active skin lesions is generally not  
permitted to allow return to play.  For lesions that are 
permitted to be covered the recommended approach 
is to cover with a bio-occlusive dressing then  
pre-wrap and tape. 

 
Dr. Sinéad Donohue, Specialist in Public Health Medicine 

 



The uptake rates shown in the table below are for  

children who reached 12 and 24 months of age in  

Quarter 2, 2013.  The uptake of MenC3 in the SE was 

2—6% above the national rate, but is still up to 10% 

less than uptake of other vaccines in the SE at 24 

months of age.  The target uptake rate of 95% was 

achieved in all LHOs for BCG1 at 12 months and for D3 

at 24 months. No LHO reached this target for D3 at 12 

months.  Carlow-Kilkenny and Tipperary South LHOs 

achieved 95% uptake for MMR1 at 24 months and  

Tipperary South LHO reached this target for PCV3  

uptake at 24 months.     

Public Health Department, 
HSE (SE), Lacken, Dublin Road, Kilkenny. 
Tel: 056 7784142 
© February 2014, Health Service Executive South Eastern Area 
Published by the Communications Department. Reference Number 10-02-0060 

*D3: Three doses of Diphtheria containing vaccine.  In this table, uptake of D3 is indicative 
of uptake of vaccines contained in the 5 in 1 or 6 in 1 combined vaccine.  

Immunisation uptake for children at 12 and 24 months of age  

Local Health 
Office 

% vaccine uptake, Q2 2013 

 BCG1 D3
*
  MenC3 PCV3 MMR1 

 12 
mths 

12 
mths 

24 
mths 

24  
mths 

24 
mths 

24 
mths 

Carlow - Kilkenny 96 93 95 88 92 96 

Tipperary South 97 93 98 92 95 95 

Waterford 96 92 96 89 94 94 

Wexford 95 92 97 90 91 94 

Ireland 86 91 96 86 91 92 

Latest News 
 New guidance document on the management 
of infectious diseases in schools published 
 

A subgroup of the HSE National Public Health  
Medicine Communicable Disease Group published 
the Management of Infectious Diseases in Schools 
manual in November 2013.  The guidance is  
intended for both primary and secondary schools.   
The manual updates previous guidance for schools 
issued in 2005 and expands on guidance published 
in 2012 for crèche and preschool settings Manage-
ment of Infectious Disease in Childcare Facilities 

and Other Childcare Settings. 
 

The aim of the manual is to raise awareness about 
infectious diseases that may be transmitted in 
school settings.  Three key strategies can be 
adopted to prevent the transmission of infectious 
diseases in schools:  
1. Increased awareness of the importance of hand 

washing and cough etiquette  
2. Vaccination of children and staff in line with the 

National Immunisation Guidelines 
3. Appropriate exclusion of unwell staff and pupils 

 

The manual is available on the HPSC website  
http://www.hpsc.ie/hpsc/A-Z/LifeStages/
SchoolHealth/File,14304,en.pdf and the Depart-
ment of Education and Skills website 
http://www.education.ie/en/Schools-Colleges/
Information/National-Emergencies-Public-Health-
Issues/Management-of-Infectious-Disease-in-
Schools.pdf 

HSE alert - meningitis in the travelling  
community 
 

The HSE has identified an increase in  
meningococcal disease (causes meningitis and  
septicaemia) in the travelling community (children 
in particular) when compared to the general  
population in Ireland.  All travellers and health care 
providers are urged to be vigilant about the signs 
and symptoms of meningitis or septicaemia. 
 

The HSE is currently working with Pavee Point 
Traveller & Roma Centre to improve  
communication with the traveller community via 
the links with the Traveller Primary Health Care 
Projects and traveller organisations around the 
country. Additionally, if any traveller becomes sick 
with meningococcal disease, the families and close 
contacts of the sick person will offered antibiotics 
by Public Health.  These antibiotics are to clear the 
bacteria from their throat and nose, and to  
decrease the chance of the bug spreading to  
others. Additionally, vaccination may be  
recommended for some families if indicated 
(according to the type of the bacteria causing the 
disease). 
 

All traveller children and young adults should make 
sure that they have received all their vaccines  
according to the recommendations in the Irish  
vaccination programme.  


