Inpatient Clinical Pathway for Children with Skin Soft Tissue Infection

See SSTI Inpatient order set

*MRSA risk factors

Personal or family history
Close/household contact
Penetrating trauma
Recurrent pustules/boils

IV drug use

Failed Cephalexin > 48 hours

Well appearing child > 2 months*
admitted for suspected SSTI

If toxic, see sepsis pathway,
contact peds hospitalist, peds
ID and/or peds surgery

l

Admission criteria

Systemic symptoms (SIRS, toxic)
Future need for I&D

Large or rapidly expanding lesion
Face, hands, feet, groin involvement
Unable to tolerate oral antibiotics
Inadequate pain control

Failed outpatient treatment > 48 hours
appropriate antibiotics

*Exclusion criteria

Immunocompromised

Suspected foreign body

Infection near surgical site

Infection overlying a joint

Orbital, periorbital or dental
infection

Perineal infection

Bite wounds

Adenitis

l

Purulent (or MRSA risk factors**) Non-purulent
. . — Review therapy ) | Firstline: IV Cefazolin
1&D with gram stain/culture recommendations B-lactam allergy***: IV Clindamycin
Severe: IV Vancomycin
First line: PO TMP-SMX
Sulfa allergy: IV Clindamycin
Severe: IV Vancomycin
. Not
Improving Improving? Improving

Discharge criteria (meets all)
Afebrile

Lesion improving

Pain controlled

Tolerating oral fluids and
medication

Discharge

Follow up in 48 hours
Duration of therapy: 5-7 days

Induration, erythema, size, pain,
shrinking from outline

Daily reevaluation
until adequate

improvement

If no improvement within 48 hours or rapid
progression anytime, consider changing antibiotic.

If no improvement on adequate antibiotics, US to rule
out abscess

If fluctuance or abscess > 1 cm on US, consult

Follow up with PCP before stopping antibiotics
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surgery and obtain gram stain/wound culture with 1&D.
Consult ID, surgery as necessary

**R-lactam allergy

1. Avoid R-lactam if history of SERIOUS CUTANEOUS REACTION (serum
sickness, EM, SJS/TEN or DRESS) to a R-lactam.

2. Assess for TYPE 1 ALLERGY to R-lactam: onset <1 hour, hives/urticaria,
angioedema, laryngeal edema, shortness of breath, wheezing, hypotension,
epinephrine requirement.

3. If the reaction is not consistent with a serious cutaneous reaction or type 1
allergy as above, proceed with first-line B-lactam. Consult Pharmacy, Allergy
and/or Peds ID as needed.

4. If the patient has a type 1 allergy to a B-lactam, consult Pharmacy, Allergy
and/or Peds ID for further management. Recommend outpatient referral to
Allergy by PCP for discharges. Reactions are based on similarity of side chains.
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Antibiotic Recommendations

Non-purulent Purulent (or MRSA risk factors*) Duration
(S. pyogenes, MSSA) (S. aureus)
Outpatient First line: First line: 5-7 days

(ED discharge or
transition IV to PO) PO Cephalexin 50 mg/kg/day divided PO Bactrim 5 mg TMP/kg/dose BID Follow up with

TID (max 500 mg/dose) (max 160 mg TMP/dose) PCP before
stopping
Cephalosporin allergy: Sulfa allergy: antibiotics

PO Clindamycin 10 mg/kg/dose TID PO Clindamycin 10 mg/kg/dose TID
(max 600 mg/dose) (max 600 mg/dose)

Third line (only 2 8 years old):

25-45kg: PO Doxycycline 50 mg BID
(50 mg capsules)

>45kg: Doxycycline 100mg BID
(100mg capsules)

Inpatient First line: First line: 5-7 days
(ED admission)
IV Cefazolin 100 mg/kg/day divided PO Bactrim 5 mg TMP/kg/dose Q12H Follow up with

Q8H (max 2 g/dose) (max 160 mg TMP/dose) PCP before
stopping
Cephalosporin allergy: Second line: antibiotics

IV Clindamycin 13 mg/kg/dose Q8H IV Clindamycin 13 mg/kg/dose Q8H
(max 900 mg/dose) (max 900 mg/dose)

Severe: Severe:

IV Vancomycin 15 mg/kg/dose Q6H IV Vancomycin 15 mg/kg/dose Q6H

(max 3.6 g/day) (max 3.6 g/day)
Consult Pharmacy to dose, consult ~ Consult Pharmacy to dose, consult
Peds ID prior to use Peds ID prior to use

*MRSA risk factors: Personal or family history, close/household contact, penetrating trauma, recurrent pustules/boils, IV
drug use and failed Cephalexin > 48 hours

Pathogen Susceptibility

S. pyogenes MSSA MRSA (19% of S. aureus)
Cefazolin, Cephalexin 100 100 0
Clindamycin 94 71 65
TMP-SMX n/a 99 98
Doxycyline n/a n/a n/a
Vancomycin 100 100 100

Updated: 2020 Lurie antibiogram
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