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INCLUSION CRITERIA

Patients >6 months of age 
who present with 
erythema, induration, 
pain/tenderness and/or 
warmth to the skin

EXCLUSION CRITERIA

• Animal or human bite
• Bone or joint 

infections
• Breast abscess/

mastitis
• Dental abscess
• Diabetes
• Groin/labial abscess
• Hospital acquired, 

surgical site, or device 
associated infection

• Immunodeficiency
• Medically complex
• Necrotizing fasciitis
• Orbital and periorbital 

cellulitis
• Pilonidal cyst/

perirectal abscess
• Pressure ulcers
• Puncture wounds
• SIRS or sepsis

Initial Assessment
• Obtain vital signs
• Treat pain and fever PRN

Next Step

• Perform I&D with obvious 
fluctuance

• Transfer to higher level of 
care if unable to perform I&D 
or unable to confirm abscess

• Culture drainage

Impetigo1 Cellulitis1 Abscess +/- Cellulitis

MEASURES

• Percent of patients 
treated with first line 
cephalexin

• Percent of patients 
returning for a second 
antibiotic within 7-30 
days

• Number of prescribed 
antibiotic days

DEFINITIONS1

• Impetigo: A 
superficial bacterial 
skin infection

• Cellulitis: A bacterial 
infection of the 
dermis and 
subcutaneous tissue

• Abscess: A collection 
of pus within the 
dermis or 
subcutaneous space

Localized2

Topical 
mupirocin 

TID 5-10 days 
or until skin 
infection is 

resolved

Systemic 
symptoms not 

including fever?

Refer to 
Higher Level 

of Care

Concern for 
cellulitis or tissue 

penetration?

Residual pus, fever, 
or surrounding 

cellulitis?

Generalized

Consider 
culturing 
drainage

Antibiotic Treatment
Duration 5 days

• First line: PO Cephalexin3

• Cephalosporin or PCN 
allergy4 or MRSA risk 
factors5 : PO Clindamycin

• MRSA and known 
clindamycin resistance: 
PO Sulfamethoxazole-
trimethoprim

No

No Yes

Antibiotic Treatment
Duration 7 days

• First line: PO Cephalexin3

• Cephalosporin or PCN 
allergy4 or MRSA risk 
factors5 : PO Clindamycin

• MRSA and known 
clindamycin resistance: 
PO Sulfamethoxazole-
trimethoprim

No

Yes

Yes
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Discharge Patient

• Provide related educational 
resources

• Follow-up PRN for wound care
• Return for new or persistent 

fever or increased pain or 
drainage, or inability to 
tolerate antibiotics

GUIDANCE

• Localized 
Treatment2: 
Reasonable to treat 
with oral antibiotics if 
number of lesions 
would be challenging 
to apply topically

• Treatment Failure3: 
Recommendation 
trial outpatient PO 
clindamycin therapy if 
cephalexin treatment 
failure and confirmed 
48 hours of 
adherence

• MRSA Risk Factors5:
-History of MRSA in     
patient or family
-Recurrent SSTIs
-Positive MRSA nares 
screen in the past

No

PENICILLIN ALLERGY4 
DEFINITIONS

• Mild PCN allergy 
type IV: Delayed 
maculopapular rash 
without urticaria, 
blistering, 
desquamation, 
mucosal involvement, 
systemic symptoms

• Severe PCN allergy 
(type 1/lgE 
mediated): Allergist-
confirmed history of 
urticaria, angioedema, 
wheezing, respiratory 
distress or anaphylaxis 
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Disclaimer: The clinical pathways are based upon publicly available medical evidence and/or a consensus of medical 
practitioners at Nemours Children’s Health (“Nemours”) and are current at the time of publication. These clinical 
pathways are intended to be a guide for practitioners and may need to be adapted for each specific patient based on 
the practitioner’s professional judgment, consideration of any unique circumstances, the needs of each patient and 
their family, and/or the availability of various resources at the health care institution where the patient is located.

• Version 1.0 (10/24/2023): Go Live.
• Version 2.0 (6/16/2026): Look back review completed

Questions about this pathway should be directed to clinicalpathways@nemours.org. 
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