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• Overtreatment of cellulitis – Why?
– MRSA coverage?
– Combination regimen?

• “Oral antibiotic treatment failure” 
– What does it mean?

• Strategies to mitigate outpatient failure

Agenda



Why do we overtreat cellulitis?

1. Fear of CA-MRSA
• Cephalexin - active against MSSA 

and S. pyogenes

• The rise of community-acquired 

MRSA in 2000s
à Use of alternative regimens

Gunderson CG. J Hosp Med. 2016;11(8):587-90.



Why do we overtreat cellulitis?

2. Confusion due to  

heterogeneity of 

SSTI 
• “SSTI” is a broad umbrella 

term

• Different anatomy, different 

microbiology
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Why do we overtreat cellulitis?

• Non-purulent cellulitis

= Non-culturable

• Microbiology of “SSTI”:

Strep - underrepresented

MRSA - overrepresented

3. Uncertainty about the microbiology of
Non-purulent cellulitis

Systematic review of bacteremia 
in erysipelas & cellulitis 

Strep
61%

S. aureus
15%

Gram-
negative

23%

Other
1%

J Infect. 2012 Feb;64(2):148-55.



Overstatement by a landmark study?

• Despite eligibility for 
"purulent" SSTI and 81% 
of patients having abscess, 
the authors concluded 

that empiric MRSA 
coverage should be 

considered for (all?) SSTIs.
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A bs tr ac t

Background
Methicillin-resistant Staphylococcus aureus (MRSA) is increasingly recognized in infec-
tions among persons in the community without established risk factors for MRSA.

Methods
We enrolled adult patients with acute, purulent skin and soft-tissue infections pre-
senting to 11 university-affiliated emergency departments during the month of 
August 2004. Cultures were obtained, and clinical information was collected. Available 
S. aureus isolates were characterized by antimicrobial-susceptibility testing, pulsed-field 
gel electrophoresis, and detection of toxin genes. On MRSA isolates, we performed 
typing of the staphylococcal cassette chromosome mec (SCCmec), the genetic element 
that carries the mecA gene encoding methicillin resistance.

Results
S. aureus was isolated from 320 of 422 patients with skin and soft-tissue infections 
(76 percent). The prevalence of MRSA was 59 percent overall and ranged from 15 to 
74 percent. Pulsed-field type USA300 isolates accounted for 97 percent of MRSA iso-
lates; 74 percent of these were a single strain (USA300-0114). SCCmec type IV and 
the Panton–Valentine leukocidin toxin gene were detected in 98 percent of MRSA 
isolates. Other toxin genes were detected rarely. Among the MRSA isolates, 95 per-
cent were susceptible to clindamycin, 6 percent to erythromycin, 60 percent to fluo-
roquinolones, 100 percent to rifampin and trimethoprim–sulfamethoxazole, and 92 
percent to tetracycline. Antibiotic therapy was not concordant with the results of 
susceptibility testing in 100 of 175 patients with MRSA infection who received anti-
biotics (57 percent). Among methicillin-susceptible S. aureus isolates, 31 percent were 
USA300 and 42 percent contained pvl genes.

Conclusions
MRSA is the most common identifiable cause of skin and soft-tissue infections among 
patients presenting to emergency departments in 11 U.S. cities. When antimicrobial 
therapy is indicated for the treatment of skin and soft-tissue infections, clinicians 
should consider obtaining cultures and modifying empirical therapy to provide MRSA 
coverage.

The New England Journal of Medicine
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Most non-purulent cellulitis do not need 
MRSA coverage

1. 153 patients w/ cellulitis without abscess
• Comparable cure rates among those treated with

Cephalexin + TMP-SMX (85%) vs
Cephalexin + placebo (82%) x 7-14 days.

2. 500 adults w/ non-purulent cellulitis in 5 EDs in US
• Cephalexin + TMP/SMX 2DS tab BID x 7 days
• Cephalexin + placebo x 7 days

• In the per-protocol analysis, clinical cure achieved
182 (84%) of 218 in the cephalexin + TMP-SMX group vs 
165 (86%) of 193 in the cephalexin + placebo group

Moran et al. JAMA. 2017;317(20):2088-2096.
Pallin et al. Clin Infect Dis. 2013;56(12):1754-62.

Two RCTs



Why do we overtreat cellulitis?

recommended to help identify whether Staphylococcus aureus
and/or a β-hemolytic Streptococcus is the cause (strong, moder-
ate), but treatment without these studies is reasonable in typical
cases (strong, moderate).
2. Bullous and nonbullous impetigo can be treated with

oral or topical antimicrobials, but oral therapy is recommended
for patients with numerous lesions or in outbreaks affecting sev-
eral people to help decrease transmission of infection. Treat-
ment for ecthyma should be an oral antimicrobial.

(a) Treatment of bullous and nonbullous impetigo should
be with either mupirocin or retapamulin twice daily (bid)
for 5 days (strong, high).

(b) Oral therapy for ecthyma or impetigo should be a 7-day
regimen with an agent active against S. aureus unless cultures
yield streptococci alone (when oral penicillin is the re-
commended agent) (strong, high). Because S. aureus isolates
from impetigo and ecthyma are usually methicillin suscepti-
ble, dicloxacillin or cephalexin is recommended. When
MRSA is suspected or confirmed, doxycycline, clindamycin,
or sulfamethoxazole-trimethoprim (SMX-TMP) is recom-
mended (strong, moderate).
(c) Systemic antimicrobials should be used for infections
during outbreaks of poststreptococcal glomerulonephritis to
help eliminate nephritogenic strains of S. pyogenes from the
community (strong, moderate).

Figure 1. Purulent skin and soft tissue infections (SSTIs). Mild infection: for purulent SSTI, incision and drainage is indicated. Moderate infection: pa-
tients with purulent infection with systemic signs of infection. Severe infection: patients who have failed incision and drainage plus oral antibiotics or those
with systemic signs of infection such as temperature >38°C, tachycardia (heart rate >90 beats per minute), tachypnea (respiratory rate >24 breaths per
minute) or abnormal white blood cell count (<12 000 or <400 cells/µL), or immunocompromised patients. Nonpurulent SSTIs. Mild infection: typical cel-
lulitis/erysipelas with no focus of purulence. Moderate infection: typical cellulitis/erysipelas with systemic signs of infection. Severe infection: patients who
have failed oral antibiotic treatment or those with systemic signs of infection (as defined above under purulent infection), or those who are immunocom-
promised, or those with clinical signs of deeper infection such as bullae, skin sloughing, hypotension, or evidence of organ dysfunction. Two newer agents,
tedizolid and dalbavancin, are also effective agents in SSTIs, including those caused by methicillin-resistant Staphylococcus aureus, and may be approved
for this indication by June 2014. Abbreviations: C & S, culture and sensitivity; I & D, incision and drainage; MRSA, methicillin-resistant Staphylococcus
aureus; MSSA, methicillin-susceptible Staphylococcus aureus; Rx, treatment; TMP/SMX, trimethoprim-sulfamethoxazole.

IDSA Practice Guidelines for SSTIs • CID 2014:59 (15 July) • e11

D
ow

nloaded from
 https://academ

ic.oup.com
/cid/article-abstract/59/2/e10/2895845 by ID

SA user on 16 O
ctober 2018

• Definition of severe SSTI includes:
o Presence of SIRS (e.g., fever + tachy)

o “Failed PO abx”

à Justify vanc/zosyn🤯

• UpToDate® recommends:
o Vancomycin if febrile 🤯

4. Because guidelines say so

Stevens DL, et al. Clin Infect Dis 2014;59(2):e10–52.



“Outpatient ABX failure”

• What’s the definition? Used loosely in clinical practice
o Hospitalization
o Switch from PO to IV
o Switch to a different class of PO abx

• Recent understanding of the natural course of cellulitis?
o Visible improvement of skin findings can take >72 hrs
o Local signs of inflammation improve with abx but still present by day 10 

• Do they fail due to ABX choice?

Clin Infect Dis. 2016;63(8):1034.
Williams OM et al. Open Forum Infect Dis 2023 Oct. 
(https://doi.org/10.1093/ofid/ofad488. opens in new tab) 

https://doi.org/10.1093/ofid/ofad488.


Treatment fails because…

potential risk factors for failure of initial outpatient anti-
biotic therapy (i.e., a change of antibiotics or subse-
quent admission to the hospital). We found that fever,
chronic leg ulcers, chronic edema or lymphedema, prior
cellulitis in the same area, and cellulitis at a wound site
were independently associated with failure of empiric
antibiotic therapy in ED patients with cellulitis. Addi-
tionally, the variability in antibiotic prescribing regi-
mens observed in this study reinforces the idea that
despite many proposed treatment guidelines in the liter-
ature, there is little, if any, agreement among clinicians
as to the optimal outpatient antibiotic regimen for cellu-
litis.

An overall treatment failure rate of 20.5% was
observed in this study. Although higher than expected,
it is similar to the failure rate reported in a previous
study of ED patients presenting with cellulitis (18.7%),
where treatment failure was defined as hospital admis-
sion, specialist consultation, change in antibiotics, or
surgical procedure.19 A large retrospective epidemiolog-
ic study of cellulitis management reported a treatment
failure rate of 13% and defined treatment failure as a
change in or increased dose of antibiotics, addition of
other agents, or relapse of infection.22

One Canadian study of ED patients with cellulitis
identified older patients (mean age = 59 years vs.
46 years, p = 0.02), prior antibiotic treatment, and the
initial size of the infection as risk factors for treatment
failure.19 However, their sample size was small (n = 75)
and they were unable to perform a multivariable regres-
sion analysis. The majority of the remaining studies on
risk factors for cellulitis were case-control studies of
patients admitted with cellulitis and therefore represent
a different population than our ED outpatient popula-
tion.14–17 Our large, prospective study identified one
patient historical characteristic (prior cellulitis to the
same area) and four patient presenting characteristics
(temperature >38°C at triage, chronic leg ulcers, chronic
edema/lymphedema, and cellulitis at a wound site) as
independent predictors of failing empiric antibiotic ther-
apy. Cellulitis at a wound site included scenarios where
there was a break in the dermis and included postoper-
ative incisions, lacerations, abrasions, bites, etc. These
risk factors are easily obtained by history or readily
apparent on physical examination and do not require
fungal or bacterial skin cultures, blood tests, or imaging.
Although commonly presumed to be risk factors for cel-
lulitis, smoking, diabetes, obesity, and others were not
found to be significant risk factors independently asso-
ciated with treatment failure for cellulitis in our study.

There was a wide range of empiric antibiotic treat-
ment regimens in our study. Eighteen different oral and
IV antibiotics were used either alone or in various com-
binations. Another retrospective review of five urban
centers found 25 different treatment regimens among
416 patients with cellulitis.22 Under half (46.5%) of
patients in this study were initially treated with IV anti-
biotics as opposed to oral antibiotics (37.2%). This per-
haps reflects a local treatment practice where there is a
morning clinic available 7 days/week where patients
receive IV antibiotics with daily reassessment by EPs.
This treatment variation indicates that despite many
expert panel recommendations and guidelines, further
work is required to develop evidence-based treatment
strategies for cellulitis. Future studies should attempt to
elucidate the optimal outpatient antibiotic regimen for
ED patients with cellulitis.

Another recent study from our center showed that
13.2% of patients (27 out of 205) with skin and soft tis-
sue infections were methicillin-resistant S. aureus
(MRSA) positive.23 Therefore, MRSA is not as pervasive
in our community as others. In our study, patients were
identified as MRSA positive if they had previous posi-
tive cultures, whether from infections or surveillance
cultures. The likelihood that each subject’s cellulitis was
caused by MRSA was considered by the attending

Table 3
Common Antibiotics Prescribed According to Treatment Failure
or Not

Type of Antibiotic

No Treatment
Failure

(n = 395),
n (%)

Treatment
Failure

(n = 102),
n (%)

Total No.
(n = 497)

Oral antibiotics 146 (36.9) 39 (38.2) 185
Cephalexin 100 (25.3) 23 (22.5) 123
Cloxacillin 19 (4.8) 4 (3.9) 23
Amoxicillin-
clavulanate

7 (1.8) 3 (2.9) 10

Trimethoprim/
sulfamethoxazole

6 (1.5) 0 (0) 6

Clindamycin 5 (1.3) 3 (2.9) 8
Cefuroxime 2 (0.5) 1 (1.0) 3
Multiple oral
antibiotics

7 (1.8) 5 (4.9) 12

IV antibiotics 190 (48.1) 41 (40.2) 231
Ceftriaxone 95 (24.0) 19 (18.6) 114
Cefazolin 85 (21.5) 20 (19.6) 105
Vancomycin 2 (0.5) 0 (0) 2
Cloxacillin 1 (0.2) 0 (0) 1
Multiple IV
antibiotics

7 (1.8) 2 (2.0) 9

Both oral and
IV antibiotics

59 (14.9) 22 (21.6) 81

Cefazolin +
cephalexin

17 (4.3) 6 (5.9) 23

Ceftriaxone +
cephalexin

19 (4.8) 4 (3.9) 23

Other
combinations

23 (5.8) 12 (11.8) 35

IV = intravenous.

Table 4
Predictor Variables Associated With Failure of Empiric Outpa-
tient Antibiotic Therapy in ED Patients With Cellulitis as Deter-
mined by Multivariable Logistic Regression Analysis

Predictor Variable Adjusted OR 95% CI

Fever (T > 38°C) at triage 4.3 1.6–11.7
Chronic leg ulcers 2.5 1.1–5.2
Chronic edema or lymphedema 2.5 1.5–4.2
Prior cellulitis in the same area 2.1 1.3–3.5
Cellulitis at wound site 1.9 1.2–3.0

The Hosmer-Lemeshow chi-square test for the final model
yields a p-value of 0.971 (v2 = 0.529, degrees of freedom = 4),
thus suggesting a model with good predictive value.
T = temperature.

530 Peterson et al. • PREDICTORS OF TREATMENT FAILURE FOR UNCOMPLICATED CELLULITIS
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*Cutler TS, et al. J Hosp Med 2023 Mar (https://doi.org/10.1002/jhm.12977. opens in new tab) 
**Peterson D, et al. Acad Emerg Med. 2014;21(5):526-31.

Predictors of empiric outpatient ABX failure in ED patients with cellulitis**

Outpatient treatment fails because of…
• Chronic, unresolved issues (chronic ulcer, chronic edema) 
• Severity of the infection (fever, sepsis)

• or we made the wrong diagnosis!*



Obesity and inadequate dosing as risk for 
treatment failure 

abscess have noted that more that 20% of patients admitted
for cellulitis/cutaneous abscess have failed previous anti-
microbial therapy.9,14 While a comprehensive analysis of
the cause for clinical failure following recent antimicrobial
therapy is beyond the scope of our study, we suspect that
several factors, including selective pressure resulting in an-
timicrobial resistance, may play a role. We reviewed sus-
ceptibility patterns of clindamycin and TMP/SMX for MRSA
among patients with clinical failures. Of the 19/34 (55.9%)
patients who failed therapy and were treated with either
clindamycin or TMP/SMX, three patients were later found
to have strains of MRSA that were resistant to these antibi-
otics. Clinical failure also may partially be explained by the
recurrent nature of cellulitis/cutaneous abscess, especially
in patients with known risk factors for recurrent SSTIs, such
as venous insufficiency, lymphedema, or chronic ulcers. In
addition, others have identified that therapy with an antibi-
otic that was not active against MRSA, severity of infection
and lack of abscess drainage were each associated with
treatment failure.15

We identified body weight !100 kg and BMI !40 to both
be independent risk factors for clinical failure. It has been
increasingly recognized that excess weight and/or obesity
lead to a variety of physiologic changes which, in turn, can
affect the pharmacokinetics and pharmacodynamics of
many drugs (e.g. volume of distribution and clearance of
drugs), including antimicrobial agents. Consequently, the
drug concentrations achieved (in serum or tissue) following
the administration of traditional doses of antibiotics in
obese persons may be suboptimal or subtherapeutic. We
found that vancomycin plasma trough concentrations were
significantly lower in obese vs. non-obese patients (9.1 vs.
15.6 mg/L, P < 0.001) and were considered to be subther-
apeutic per institutional and national guidelines.16 Our

institutional guidelines recommend that vancomycin dose
be weight-based using either actual weight in non-obese in-
dividuals or adjusted body weight in obese individuals
(15 mg/kg/dose in patients with normal renal function).
Lower vancomycin troughs in obese patients may be ex-
plained by inadequate compliance with the institutional
guidelines or automatic selection of default vancomycin
doses by the prescribers (e.g. 1 g IV every 12 h) as the elec-
tronic order entry system does not have a weight adjust-
ment alert for obesity.

The IDSA guidelines for the management of SSTIs have
detailed recommendations for antimicrobial therapy. How-
ever, for some antimicrobial agents, a dosing range is
given (e.g., “1 or 2 (DS) tablets PO twice per day for TMP/
SMX and 300e450 mg PO q8 hours for clindamycin), and
guidance for when a lower/higher dose should be used is
generally lacking.4 In our study, low antibiotic dosing at
discharge was identified as a risk factor associated with
clinical failure upon multivariate analysis. Another recent
prospective observational study found no difference in
outcomes among patients with MRSA SSTIs treated with
TMP/SMX 2 DS PO twice daily vs. TMP/SMX 1 DS PO twice
daily.17 However, their patient population differed from
ours both in the level of acuity (outpatient vs. inpatient
care) as well as patient average weight/BMI (77e86 kg/
28e30 vs. 101 kg/34). We further performed a subgroup
analysis on TMP/SMX and clindamycin since: (1) these
were the two most commonly prescribed oral antibiotics
at discharge and (2) no pharmacokinetic data exists on
their dosing in obese individuals. We found that morbid
obesity was significantly associated with clinical failure
in patients receiving monotherapy with TMP/SMX 1 DS PO
twice daily or clindamycin 150e300 mg PO every 6e8 h
on discharge.

Table 3 Risk factors for clinical failure of complicated skin soft tissue infections.a

Risk factor Univariateb OR (95% CI) P-value Multivariateb OR (95% CI) P-value

Age !65 years old 0.54 (0.15e1.88) 0.33 e e
Male 0.72 (0.37e1.49) 0.42 e e
Weight !100 kg 2.09 (1.04e1.71) 0.03 5.20 (1.49e18.21) 0.01
Body mass index (BMI) !40 1.79 (0.82e3.89) 0.14 4.10 (1.21e13.84) 0.02
Diabetes 1.28 (0.62e2.66) 0.51 e e
Immunosuppression 1.42 (0.49e4.16) 0.52 e e
Renal disease 0.76 (0.29e1.96) 0.57 e e
Intravenous drug use 1.21 (0.54e2.70) 0.64 e e
Length of hospital stay !7 days 1.25 (0.43e3.60) 0.69 e e
Antibiotics in last 90 days 3.99 (1.83e8.70) < 0.01 2.98 (1.10e8.10) 0.03
Hospital admission in last 90 days 2.26 (1.11e4.62) 0.03 0.93 (0.36e2.39) 0.88
Incision & drainage or debridement 0.78 (0.39e1.58) 0.49 e e
MRSA on culture 1.34 (0.53e3.38) 0.53 e e
Inadequate empiric therapy 4.88 (1.34e17.80) 0.02 9.25 (1.87e45.73) <0.01
Low empiric dose 1.85 (0.87e3.96) 0.11 2.01 (0.84e4.77) 0.11
Low discharge dose 2.75 (1.19e6.34) 0.02 3.64 (1.41e9.41) <0.01
Duration of therapy !7 days 2.50 (0.84e7.48) 0.10 3.27 (0.93e11.55) 0.07

MRSA Z Methicillin-resistant Staphylococcus aureus.
a Risk factors were only assessed in patients with evaluable outcomes (n Z 106).
b Univariate and multivariate logistic regression analyses. Variables with a P-value <0.2 upon univariate logistic regression analysis

were included in the multivariate analysis.

132 J. Halilovic et al.

Halilovic J, et al. J Infect. 2012;65(2):128-34.

*Insufficient empiric therapy also identified as a predictor, but prob a small contribution overall



Strategies to improve management of 
cellulitis

üCorrect diagnosis
oPurulent vs Non-purulent

üFocus on adequate dosing

üRecognize patient’s comorbidities that put them at 
high risk for treatment failure

üRephrase “PO abx failure”



Dosing - High-dose cephalexin?
• An RCT that showed similar cure rates among those treated 

with cephalexin + TMP-SMX (85%) vs those treated with 
cephalexin alone (82%)
• Higher, weight-based Cephalexin dosing

<60 kg: 500 mg 4 times daily 
60–80 kg: 1000 mg 3 times daily 
>80 kg: 1000 mg 4 times daily 

• Diarrhea 34%, nausea 18%, vomiting 11%

• A pilot RCT comparing high vs standard dose
• 1000mg BID vs. 500mg QID (for 7 days)
• 134 pts recruited
• Treatment failure in 3% high, 14% standard dose
• More AEs in high-dose (GI) 

Yadav K, et al. CJEM. 2023 Jan;25(1):22-30.
Clin Infect Dis. 2013;56(12):1754-62.



Oral abx choices
MSSA MRSA Group A 

Strep
Dosing

Amoxicillin ++++ 500 mg TID
Cephalexin ++++ ++++ 500mg QID

1000mg BID
Trim/sulfa ++++ ++++ ??? 1-2 DS BID
Clindamycin 
(Inducible 
resistance)

++++ ++ ↑↑
Resistance

300mg TID

Doxycycline ++++ ++++ Reported 
resistance

100mg BID

Linezolid ++++ ++++ ++++ 600 mg BID
Slide adapted from Jeannie Chan



TMP/SMX & Strep – Myth debunked

• The common misunderstanding and traditional 
teaching “TMP/SMX is inactive against S. pyogenes”

--> using TMP/SMX + β-lactams in combination for SSTI

• TMP/SMX prevents folic acid synthesis and, thus, the biosynthesis of the 
nucleic acid thymidine.

• Agar used for in vitro cultures of streptococci previously contained 
thymidine, serving as an exogenous source to S. pyogenes

• When tested appropriately using currently recommended thymidine-
depleted media, all US isolates 2020-2021 S to TMP/SMX

Clin Infect Dis 2023;77(8):1120–5 (https://doi.org/10.1093/cid/ciad357)



Patients: 
• 524 outpatients (30% children) with uncomplicated skin infections who had cellulitis, 

abscesses >5cm in diameter or both randomized to clindamycin or TMP-SMX
• Cellulitis (53%); Abscess (31%), Mixed (16%)

Microbiology:
• No cultures (44%)
• MRSA (32%); MSSA (10%)
• GAS (2%)

Slide adapted from Jeannie Chan



Clinical Cure

• No significant difference 
in subgroups of abscess 
vs. cellulitis

• TMP-SMX alone is 
sufficient for 
uncomplicated skin 
infection

Slide adapted from Jeannie Chan



case patients were more likely to have received a PPI (20.02% vs 
8.93%), to have received any antibiotic within 30 days (49.42% 
vs 9.87%), to have more comorbidities (2.38 vs 0.91), and to 
have had more health care visits in the 90 days prior (9.81 vs 
3.48).

Table 2 provides summary counts of each antibiotic evaluat-
ed along with the number of cases and controls who received 
the antibiotic and the univariate odds ratios for the odds of oc-
currence among cases relative to controls. The 5 most com-
monly prescribed antibiotics among cases were clindamycin, 
amoxicillin/clavulanate, cipro!oxacin, cephalexin, and cefdi-
nir. Among control patients, the most common antibiotics 
were amoxicillin, azithromycin, amoxicillin/clavulanate, cipro-
!oxacin, and cephalexin. The top 5 antibiotics in terms of 

unadjusted odds ratios were clindamycin, cefixime, cefpodox-
ime, cefdinir, and cefuroxime. The only antibiotic with an un-
adjusted odds ratio <1 was minocycline.

Adjusted odds ratios and 95% credible intervals for each an-
tibiotic from the logistic regression model are also presented in 
Table 2 (estimates for the remaining risk factors and antibiotics 
with low counts are presented in Supplementary Table 2). 
Clindamycin (25.39; 95% CI, 24.11–26.72) was associated 
with the greatest level of risk for CDI. The later-generation 
cephalosporins of cefixime, cefdinir, cefuroxime, and cefpo-
doxime along with the penicillin amoxicillin/clavulanate had 
odds ratios ranging from 8.53 to 12.04. The !uoroquinolones 
of cipro!oxacin and moxi!oxacin, dicloxacillin, and later- 
generation cephalosporin cefaclor had odds ratios ranging 

Figure 1. Visual comparison of effect estimates across antibiotic types, grouped by antibiotic class. Point estimates are depicted by the circle and 95% credible intervals by 
the line segments. Exact values can be found in Table 2.
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Moving away from Clindamycin
1. Not a good empiric choice for 

cellulitis any more
(↑↑ GAS resistance)

Miller AC, et al. Open Forum Infect Dis. 2023;10(8):ofad413.

Clinda Susceptibility (HMC)
GAS 49% (in 2021)
MSSA 82% (in 2023)
MRSA 74% (in 2023)

2. Highest risk of CDI among oral ABX

3. β-lactam allergy? 
-> Can cefazolin be used?



Takeaways

Non-purulent cellulitis
Purulent cellulitis
Skin abscess
MRSA risk factors

1. Cephalexin 1. TMP/SMX

2. TMP/SMX 2. Doxy + Amoxicillin

3. Linezolid 3. Linezolid


