
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.
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