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Primary Objective   
To improve the quality and safety of care for uncomplicated skin and soft tissue infections (SSTIs) 
in children across the continuum. 

 
Recommendations    
Inclusion Criteria: 

• 3 months and greater 

• Concern of skin and soft tissue infections (i.e., cellulitis, folliculitis, erysipelas, abscess, etc.) 

 
Exclusion Criteria: 

• Foreign body suspected 

• Immunocompromised 

• Infection near a recent surgical site 

• Facial infection including orbital, periorbital, or dental 

• Bite wounds 

• Adenitis 

• Symptoms overlying a joint – consider MSI Pathway 
 
Diagnostics: 

• Routine ultrasound or laboratory testing is not currently recommended. 21 

o While some studies have shown a greater sensitivity and specificity of ultrasound over 
physical exam for distinguishing an abscess versus cellulitis alone, others have noted 
that it has poor predictive value and can vary depending on the individual ultrasound 
operator. 12 

o As the data in children is limited and studies have not shown a significant change in 
management of most patients based on ultrasounds results, at this point it is not 
routinely recommended. 9 

• Similarly, there is no data demonstrating an added benefit to routine laboratory testing of 
non-toxic patients with skin and soft tissue infections. 21 

• There is limited data suggesting that some patients may be treated with incision and 
drainage alone, without further antibiotic treatment. However, this data is limited in pediatrics 
at this time. 6 

 
Epidemiology: 

• For non-suppurative SSTIs (erysipelas and cellulitis), the most likely causes include Group A 
Streptococcus (Streptococcus pyogenes) and Staphylococcus aureus (MSSA or MRSA). 18 

• For suppurative SSTIs (abscess, furuncle, carbuncle, exudative lesions), the most likely cause is 
Staphylococcus aureus (MSSA or MRSA). 18 

• If an incision and drainage with culture is necessary, refer to Appendix A 

 
Antimicrobials: 

• If there is a personal or recent immediate family household history of MRSA then the 
preferred antibiotic is TMP-SMX (Bactrim) due to rising resistance to clindamycin in our 
region. If resistance to clindamycin is >10-15%, it is not recommended as first line antibiotic 
(CHMC antibiogram). 1, 10, 18, 19 
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o May use clindamycin once susceptibilities are known or if previously known 
susceptibilities due to better adverse events profile. 2, 14 

• If negative history, treat with cefazolin or cephalexin to target MSSA and streptococcus. 18 

• Duration of therapy is 5-7 days. 1 

 
Rationale   

• Safety: Will be maintained by close communication and consistency between ED, 
Hospitalists, and ID providers. 

• Quality: Will be improved by reducing unnecessary variation related to diagnostic testing, 
antimicrobial utilization, and specialist involvement. 

• Cost: Will be reduce by decreasing variation in treatment which leads to potential delays, 
adverse events, and readmissions. 

• Engagement: Is created and supported by involvement of providers across the continuum of 
care that evaluate and treat skin and soft tissue infections. 

• Patient/Family Satisfaction: Shall be improved by providing the highest quality care based 
on established guidelines and the latest evidence available in the literature. 

 
Metrics  

• Increase utilization of order set or smart set to 35% by December 2023 (Process Metric) 
• Baseline January 2021 to September 2022 – 5% 

• Increase the proportion of patients on Clindamycin that have a wound culture to 80% by 
December 2023 (Process Metric) 

• Baseline January 2021 to September 2022 – 65% 
• Increase percentage of patients being prescribed first-line inclusion antibiotics 

(Cephalexin, TMP/SMX, Cefazolin and Vancomycin) to 80% for treatment of cellulitis by 
December 2023. (Outcome Metric) 

• Baseline January 2021 to September 2022 – 69.9% 
• Maintain the proportion of patients given abx for ≤ 7  days (inpatient) at >93% by 

December 2023. (Outcome Metric) 
• Baseline January 2021 to September 2022 – 98% 

• Maintain the frequency of CBC, CRP, and/or blood cultures are ordered to <1% by 
December 2023. (Outcome Metric) 

• Baseline January 2021 to September 2022 – 1% 
• Monitor number of patients being prescribed a different antibiotic within 7 days of 

discharge from inpatient/ED OR being seen in UC/CP and keep below 10% by 
December 2023. (Balancing Metric) 

• Baseline January 2021 to September 2022 – 7% 

 
Team Members   

• Champion: Jessica Wollberg, MSN, APRN-NP (Hospital Medicine) 

• Team members: 
o Lourdes Eguiguren, MD (Infectious Disease) 
o Jennifer Zwiener, PharmD (Pharmacy, Antimicrobial Stewardship) 
o Lauren Maskin, MD (Medical Director Medical Surgical Units) 
o Jennifer Wang, DO (Medical Director Emergency Department) 
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o Krisi Kult, MSN, RN, CPEN, CPN (Emergency Department Nursing Educator) 
o Missi Schembari, APRN-NP (Children’s Physicians) 
o Heidi Killefer, MD (Interim  
o Kelsey Spackler, DNP, APRN-NP, CPNP-AC/PC (Clinical Effectiveness Program 

Manager) 
o Abby Vipond, MSN, APRN, FNP-C (Clinical Effectiveness Program Coordinator) 
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Appendix A: Incision and Drainage Recommendations: 

Once fluctuance/drainage is identified supporting presence of an abscess, an incision 
and drainage procedure is recommended. Drainage by a Pediatric Surgeon should be 
considered when there is a large, complex abscess, it involves a sensitive area such as 
labia, perineum, or there is a history of a previous abscesses. There is a portable 
ultrasound machine in the Emergency Department which can be used in cases where 
an abscess is in question.  
 
Anesthesia/Sedation  
Local anesthesia is recommended before draining the area. EMLA can be used on 
areas that are closed and will often drain the abscess itself. TLE can be used on open 
wounds. Both take time to work (40-60 minutes) effectively. The full recommended time 
for the local anesthetic product should be followed. For smaller areas, the cold spray 
(Pain Ease) is effective. Local infiltration with lidocaine is less effective than in other 
situations as infected tissues do not have the same uptake as healthy tissue. Some 
patients will need actual anxiolysis which can be accomplished using intranasal versed. 
For more complex cases, IV versed with consideration of Ketamine sedation or general 
anesthesia for the most severe abscesses.  
 
Procedure 
 The area should be prepped and cleaned, but it is not a sterile procedure. After 
anxiolysis or sedation is achieved, clean the area. Pending the size, some patients will 
need simple unroofing which could be done with a large bore needle, scalpel for larger 
abscesses and may use a syringe to drain the pocket of the infection. A sample of the 
drainage should be collected for culture and the rest of the abscess should be 
expressed. In loculated abscesses, a hemostat may be required to break up the 
collection to drain it fully.  
 
Packing/Bandaging 
Irrigate the abscess area and if the cavity is deep/large enough, packing will be 
necessary for optimum healing. It is also suggested to draw a line around the borders of 
erythema for tracking the improvement or worsening of the infection. This is especially 
helpful if drainage happens in one setting and follow up will be in another setting with a 
different provider. Keeping the wound clean is essential to healing and parents should 
be advised to change soiled dressings. 
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