
Complicating risk factor present?   

-Infected diabetic ulcer or vascular ulcer   -Periorbital or orbital cellulitis 

-Clinical concern for necrotizing fasciitis   -Perineal/vulvar/perirectal infection 

-Deep tissue infection           -Critical illness  

-Surgical site infection          -Bacteremia 

-Human or animal bite          -Pregnancy  

Denver Health Guideline for the Management of Non-Pregnant Adults Hospitalized with Skin 

and Soft Tissue Infection 

                Subcutaneous abscess present? 

 (perform bedside ultrasound and/or needle aspiration if uncertain) 

This is intended as a guide for evidence-based decision-making and should not replace clinical judgment.  
‡ Crit Care Med 2004; 32:1535-154   

* Doses based on normal renal function; assess for allergy; select appropriate agent based on susceptibility testing when culture data available 
** Duration of therapy may be extended for severe or poorly responsive disease 
¥ Caution should be used in patients with reduced renal function or on other medications known to increase potassium levels, life 

threatening cases of hyperkalemia have been reported 

Other references:  Clin Infect Dis 2011; 52:285-92, Arch Int Med 2011; 171:1072-79, Medicine 2010;89: 217-26, Clin Infect Dis 2005; 41:1373-1406, 

Arch Intern Med 2004;164:1669-1674 

Cellulitis and/or soft tissue abscess requiring hospitalization 

Cutaneous abscess 

Complicated SSTI 

  - treatment varies 

  - consider ID consultation 

Yes 

Purulent drainage or exudate? 

If clinical concern for necrotizing fasciitis, calculate LRINEC 

score‡ and obtain immediate surgical consultation 

Yes No 

Treatment: 

1) I&D, send purulent material for gram 

    stain and bacterial culture 

2) Vancomycin 1gm IV Q12hrs* 

3) Ibuprofen 600mg PO Q8hrs if 

    NSAIDS deemed safe 

4) Elevate affected area 

Version 9/17/12 

Key points 

 Beta-hemolytic streptococci are the most   

   common cause of non-purulent cellulitis  

 MRSA is the most common cause of 

   abscess and purulent skin infections 

 Gram-negative coverage is unnecessary 

 Treat clinically responding patients ≤7 days 

 The following are not routinely indicated: 

          - ESR 

          - Blood cultures 

          - Wound swab, fungal, or AFB cultures 

          - Plain films 

          - CT or MRI  
No 

Non-purulent cellulitis Purulent cellulitis/wound infection 

Yes 

No 

Diagnostic studies: 

Blood cultures if systemically ill, diabetic, 

  or other immunosuppression 

Superficial wound culture not indicated 

Plain film only if concern for foreign body  

Treatment: 

1) Cefazolin 2gm IV Q8hrs* 

2) Ibuprofen 600mg PO Q8hrs if 

    NSAIDS deemed safe 

3) Elevate affected area 

4) Treat tinea pedis if applicable 

Cephalexin 1gm PO TID* 

Diagnostic studies: 

Blood cultures if systemically ill, diabetic, 

  or other immunosuppression 

Superficial wound culture not indicated 

Plain film only if concern for foreign body  

Suggested empiric oral therapy when 

cultures negative or not available*: 

 Doxycycline 100mg PO BID, or 

 Clindamycin 300-450mg PO TID, or 

 Bactrim DS 1-2 tabs PO BID¥ 

Clinically responding in 

2 – 3 days? 

Clinically responding in 

2 – 3 days? 

Consider undrained focus of infection  

Consult ID service 

For non-purulent cellulitis, consider 

  change to vancomycin 

No No 

Yes 

Total duration of therapy:  

5 - 7 days** 
(5 days sufficient for well-drained 

abscess without surrounding cellulitis) 

Yes 


