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P: In ED patients with skin abscesses  
I: Is the use of adjunctive antibiotic therapy  
C: Compared to Incision & Drainage alone 
O: Associated with improved outcomes  
 
Search strategy: 
Ovid, Pubmed, Medline terms “abscess or soft tissue infection and antibiotics OR antimicrobials”, “skin abscess and 
community acquired MRSA” limit to English language, full text 
 

Author: Moran et al 
Title: MRSA Infections Among 
Patients in the Emergency 
Department 
Year:  Aug 2006 
 
NEJM 

Patients: 
422 adults with 
SSTIs in 11 
geographically 
diverse EDs 

Study type: 
Prospective  

Outcomes: 
-MRSA prevalence 59% 
(15-74%) 
-97% were USA300  
-CA-MRSA most 
common cause of SSTI 
in 10/11 EDs 
-100% sensitive to 
bactrim + rifampin, 95% 
to clinda 
-consider culture to 
tailor abx in certain pts 

Positives: 
-geographic 
spread 
-lg number 

Negatives: 
-Not randomized (prevalence study) 
-did not define which pts require outpt 
abx 

Author: King et al 
Title: Emergence of CA-MRSA 
USA 300 clone as the 
predominant cause of skin and 
soft tissue infections 
Year: March 2006 
 
Annals of IM 

Patients: 
384 adults 
Atlanta urban 
hospital and outpt 
clinics 

Study type: 
Prospective 
laboratory 
surveillance to 
identify and 
type S aureus 
from skin and 
soft tissue 
sources (over 
3.5 months) 
 

Outcomes: 
-63% of S aureus 
isolated were CA-
MRSA 
-Among MRSA 
isolates, 87% were CA-
MRSA 
-Inadequate abx were 
more common in those 
with CA-MRSA (65%) 
than MSSA (1%) 

Positives: 
-CA-MRSA 
USA 300 is 
predominant 
cause at Grady 
-Empiric abx 
should be used in 
“serious” 
infections in  
high prevalence 
areas 

Negatives: 
-not all isolates were available for 
molecular  typing 
-no recommendation for which pts 
should get outpt abx 

Author: Lee et al 
Title: Management and outcome 
of children with soft tissue 
abscesses caused by CA-MRSA 
Year: Feb 2004 
 
The Pediatric Infectious Disease 
Journal 

Patients: 
69 pts 
4-17 years old 
UT Southwestern 

Study type: 
Prospectively 
followed 69 
kids with 
culture proven 
CA-MRSA 
(initial visit and 
2 follow-ups) 

Outcomes: 
-All were given abx 
-Only 7% were initially 
prescribed a susceptible 
abx 
-6% required hosp at 
first f/u 
-Size >5cm was sig 
predictor of hosp 

Positives: 
-No diff b/w 
those who 
received 
effective abx 
(initial or at f/u) 
and those who 
didn’t 
-I&D effective if 
abscess <5cm 

Negatives: 
-Peds study 
-Low power (failure to detect 
uncommon but serious events?) 
-6% of pts required admission: 
unacceptable? 
 

Author: Ruhe et al 
Title: Community-onset MRSA 
Skin and Soft Tissue Infections: 
Impact of Antimicrobial Therapy 
on Outcome 
Year: March 2007 
 
Clinical Infectious Diseases 

Patients: 
492 adult patients 
(531 CA-MRSA 
SSTIs) at 2 tertiary 
care med centers in 
Little Rock, AR 
over 38 months 

Study type: 
-Retrospective 
cohort study 
(odds ratio)  
-Majority 
received I&D 
-appropriate 
and 
inappropriate 
abx were given 
-outcome of 
interest: tx 
failure in 2-4 
days  

Outcomes: 
-8.5% tx failure rate 
overall 
-success rate 95% with 
appropriate and 87% 
with inappropriate abx 
-failure to initiate active 
abx in 48hrs was 
independent predictor of 
tx failure  
-Pts  with suboptimal 
response to initial tx 
benefit from 
antimicrobial tx to cover 
CA-MRSA 

Positives: 
-no differences 
in demographics, 
comorbities, or 
abscess size on  
tx failure 
-large cohort 

Negatives: 
-many exclusion criteria (surgery, 
dialysis, SNF, hosp in past yr, 
indwelling cath, previous MRSA) 
 
-no MRSA molecular  typing 
-pts observed for different lengths of 
time (physician dependent-median of 2 
f/us) 
-retrospective/bias 

Clinical bottom line: 
-I&D still the mainstay of abscess treatment, regardless of organism 
-No good evidence to support empirically treating every abscess in the ED for CA-MRSA  
-Would consider culture and treating on follow up visit if not responding to I&D alone 
-If you are going to treat with antimicrobials, cover CA-MRSA: 
 -Bactrim DS 2 tabs bid +/- rifampin 600 mg daily, clinda 300-450 mg q 6 hrs +/- rifampin 600 mg daily or 
newer FQs (not Cipro or Levo) 



   
 


