Appendices

Appendix 1. Clinical pathway for treatment of purulent cellulitis

Purulent cellulitis/Abscess

Diffuse, superficial, spreading with purulence or drainable
abscess; usually caused by staphylococci

Mild

No systemic signs of
infection, area <5 cm

I
Moderate

1 systemic sign of infection or area
> 5 cm, but hemodyanamically
stable

Failed appropriate antibiotics and 1&D, >2 SIRS criteria
plus acute hypotension or organ dysfunction

Severe

If drainable abscess:
— no antibiotics
indicated, 1&D only

If no drainable
abscess:
— - TMP/SMX or
doxycycline for 5-10
days

If drainable abscess:
- 1&D with culture and
sensitivity PLUS

- TMP/SMX PO or doxycycline
PO for 5-10 days depending on
clinical response

—l Draw blood cultures x2

If no drainable abscess:

- TMP/SMX PO or doxycycline
PO for 5-10 days depending on
clinical response

1&D if drainable abscess with culture and
sensitivity PLUS
- Vancomycin with pharmacy to dose’ for 5-10
days depending on clinical response
- May change to PO (TMP/SMX or

doxycycline) if clinically improved or ready for
discharge

Alternatives if vancomycin allergic or if lack of
clinical response after 72 hours:

- Linezolid (IV/PO) or ceftaroline for 5-10 days
depending on clinical response




Appendix 2. Clinical pathway for treatment of non-purulent cellulitis

Non-purulent cellulitis

Diffuse, superficial, spreading, without
drainable abscess; usually caused by

streptococci
I

No

infection, area <5 cm

Mild
systemic signs of

1 systemic sign of infection or areal
> 5 cm, but hemodyanamically

1
Moderate

stable

22 systemic signs of infection plus acute
hypotension or organ dysfunction

Severe

Cephalexin or
dicloxacillin PO for 5
days (or until clinical

improvement)

If significant penicillin
and cephalosporin
allergy: clindamycin PO
for 5 days or until clinical
improvement

- Cefazolin for 5 days or until

clinical improvement

- May change to PO therapy
(such as cephalexin) when
clinically improved or ready

for discharge

—| Draw blood cultures x2

If significant cephalosporin

allergy: clindamycin IV or

vancomycin IV for 5 days or

until clinical improvement

- Piperacillin/tazobactam plus vancomycin
IV with pharmacy to dose for 5 days (if not
bacteremic) or until clinical improvement

- May change to PO therapy (such as
cephalexin) when clinically improved or
ready for discharge

Alternative to vancomycin for true
vancomycin allergy:

Piperacillin/tazobactam plus linezolid IV for
5 days or until clinical improvement

Alternative to piperacillin/tazobactam for:

1. Non-anaphylactic reaction to penicillin:
cefepime plus vancomycin IV

2. Anaphylactic reaction to penicillin:
aztreonam plus vancomycin 1V




