Assessment of the Clinical Approaches Being Used to Manage Purulent and

Non-purulent Cellulitis

Ashmita Chakraborty, BS » Kathleen Kenny, MD
Division of Primary Care and Population Health » Department of Medicine, Stanford University School of Medicine * Stanford, California

5

Background Results Conclusions & Discussion
 Cellulitis is a bacterial skin and soft tissue infection  This study identified Stanford providers’ choice of
(SSTI) commonly seen in primary care settings and Treatment failures based on IDSA guideline compliance Resolution of initial treatment failures antibiotic therapy for cellulitis patients and the
can be managed by a variety of antibiotic treatment effectiveness of these therapies in cellulitis
modalities depending on its clinical presentation, management.
severity, 10.03’[101@3 and patiept COmorbidi.ties. DSA 19% IDSA  First, the overall rate of compliance with the SSTI
* The InfeCUO}lS Diseases Society of America (IDSA) compliant (15/94) compliant 16 management algorithm was 59%, which represents
update.d their gulcf!ehnes for ’Fhe management of opportunity for antibiotic stewardship at Stanford.
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