Furuncles, carbuncles, and abscesses caused by MRSA and
MSSA are common, and their treatment depends upon the size of
the lesion. Furuncles <2.5 cm in diameter are usually treated with
moist heat. Those that are larger (4.5 cm of erythema and
induration) require surgical drainage, and the occurrence of these
larger lesions in association with fever, chills, or leukocytosis
requires both drainage and antibiotic treatment. Previous studies in
children demonstrated that surgical drainage of abscesses (mean
diameter, 3.8 cm) was as effective when used alone as when
combined with trimethoprim-sulfamethoxazole treatment. However,
the rate of recurrence of new lesions was lower in the group
undergoing both drainage and antibiotic treatment. A more recent
study in patients with predominantly MRSA localized abscesses
suggested that a 7- to 10-day course of treatment with trimethoprim-
sulfamethoxazole or clindamycin was associated with higher cure
rates and fewer recurrences.

Early and aggressive surgical exploration is essential in cases of
suspected necrotizing fasciitis, myositis, or gangrene to (1) visualize
the deep structures, (2) remove necrotic tissue, (3) reduce
compartment pressure, and (4) obtain suitable material for Gram’s
staining and for aerobic and anaerobic cultures. Appropriate
empirical antibiotic treatment for mixed aerobic—anaerobic infections
could consist of ampicillin-sulbactam, cefoxitin, or the following
combination: (1) clindamycin (600-900 mg IV every 8 h) or
metronidazole (500 mg every 6 h) plus (2) ampicillin or ampicillin-
sulbactam (1.5-3 g IV every 6 h) plus (3) gentamicin (1-1.5 mg/kg
every 8 h). Group A streptococcal and clostridial infection of the
fascia and/or muscle carries a mortality rate of 20—-50% with
penicillin treatment. In experimental models of streptococcal and
clostridial necrotizing fasciitis/myositis, clindamycin has exhibited
markedly superior efficacy, but no comparative clinical trials have
been performed. A retrospective study of children with invasive
group A streptococcal infection demonstrated higher survival rates
with clindamycin treatment than with 3-lactam antibiotic therapy.
Hyperbaric oxygen treatment also may be useful in gas gangrene
due to clostridial species. Antibiotic treatment should be continued
until all signs of systemic toxicity have resolved, all devitalized



