
 

Clinical guideline for management of suspected community-associated methicillin-resistant 
Staphylococcus aureus (CA-MRSA) Infections (28 Dec 2006) 

 
 

History and Physical Examination 

Uncomplicated SSTI:
Impetigo 
Cellulites 

Folliculitis  
Furuncle 
Abscess 

Complicated SSTI: 
Consider consult & hospital 
referral 
e.g. unstable patient, tissue 
necrosis, extensive 
involvement 

Initiate empiric treatment ± I&D
- Ampicillin + Cloxacillin;  
- 1st generation cephalosporin; or 
- Amoxycillin-clavulanate; or 
- Ampicillin-sulbactam

Consider topical therapy (e.g. 
chlortetracycline) for 
impetigo or mild folliculitis 

Obtain culture if “NARES” 
- Not responsive to 1st line 

antibiotic 
- Atypical - body site or 

clinical features 
- Recurrent SSTI 
- Extensive infection 
- Spreading – in close 

contacts 

Clinical assessment of S/S
Treat according to culture 
results – if obtained 

Little or no improvement
Obtain culture (if not yet done) 

- Review diagnosis
- Re-assess need for 

I&D 

Clinical improve 
Complete therapy 
Advice on personal hygiene 

Hospital Management: Indication for IV 
vancomycin or linezolid  

Severe sepsis 
+ 

Any one below: 
- Complicated SSTI (e.g. necrotizing 

fasciitis, carbuncle) 
- Necrotizing pneumonia 
- Periorbital cellulitis 
- Deep intramuscular abscess/ 

pyomyositis 
- Pyogenic meningitis 

If culture showed MRSA, 
please notify Department of 
Health. 

Alternative therapy / 
consider CA-MRSA 
coverage (Table 1) 

This algorithm and additional information could be accessed at http://www.hku.hk/hkucoi/caMRSA.pdf and the CHP homepage 
We seek to improve the content in this information sheet. Please send your comments and suggestions to plho@hkucc.hku.hk 
This guideline was developed jointly by the ICB, Centre for Health Protection and Department of Microbiology, HKU. 

(1) Clinicians should consult complete drug prescribing information. Antibiotic therapy should be modified according to results of culture and 
susceptibility testing. Information available at present showed that most CA-MRSA isolates in HKSAR are susceptible to the above oral antibiotics 
(Diagn Microbiol Infect Dis 2006 Sept). The duration of therapy for most SSTI is 5 to 7 days; longer therapy may be necessary depending on 
severity of infection and clinical response. Oral antibiotics are not indicated for MRSA carriage/colonization.  
(2) If clindamycin is considered, isolate resistant to erythromycin but apparent “sensitivity” to clindamycin should undergo laboratory testing for 
inducible clindamycin resistance using the “D” test. Organisms that show flattening of the clindamycin zone adjacent to the erythromycin disk 
should be reported as resistant to clindamycin. 
Abbreviations: BD, twice daily; I&D, incision and drainage; IV, intravenous; OQ, once daily; PO, per oral; S/S, signs and symptoms; 
SSTI, skin & soft tissue infection; TDS, three times daily. 
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