
Identify Abscess
Erythema, Tenderness, Fluctuance, Induration
Place patient on contact precautions.

Meets 
Exclusion 

Criteria
Yes

Is the 
abscess 

greater than 5 cm 
or a pilonidal 
abscess?1

No

1. Incision and drainage
2. Send wound culture
3. Gentle irrigation with NS
4. No packing needed, consider wick

placement
5. Cover with an absorbent dressing
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Off EBG

Inclusion criteria: Patients > 3 months of age 
presenting with an abscess. Patients usually have 
acute onset of abscess within 1 week. It is 
characterized by fluctuance, erythema, induration, and 
tenderness. It may or may not have purulent drainage. 
Abscess needs to be in an accessible location and 
greater than 5 mm.

Exclusion criteria: Patient age < 3 months.  
Immunocompromised patient, abscess location where 
cosmesis is an issue, abscess in the central triangle of 
the face, abscesses that consideration should be 
given to having surgery drain {perirectal abscesses, 
anterior and lateral neck abscesses, hand abscesses 
(excluding paronychias and felons)}, deep location or 
very large abscesses, signs of systemic toxicity (fever 
alone is not a reason for exclusion).

Diagnostic Criteria
Visual diagnosis
Needle aspiration can facilitate the 
diagnosis when physical examination 
is equivocal
Bedside ultrasound is a valuable 
adjunctive tool

Incision and Drainage
The most important part of treatment is to drain the abscess
Refer to video from NEJM 
Obtain consent
Consider Procedural sedation or systemic analgesia
Local anesthesia
Linear incision made with a #11 or #15 scalpel blade conforming to the natural folds of skin
Send drainage for culture
Gently probe the wound with curved hemostats (no fingers or scalpels)
Gently irrigate with NS using a syringe with a splash guard or a needleless 18-guage angiocatheter
Irrigate until the effluent is clear
For abscesses greater than 5 cm, loosely pack, quadrant by quadrant
- Wick and packing material is ¼ to ½ inch packing strips with or  
without iodoform

- Leave a 1 cm tail minimum
Cover with an absorbent dressing
Tetanus prophylaxis where indicated

1. Incision and drainage
2. Send wound culture
3. Gentle irrigation with NS
4. Loose packing, leave a 1 cm tail minimum
5. Cover with an absorbent dressing
6. Prescribe antibiotics

Arrange for follow-up with VNA if wick 
placed, otherwise follow-up with PCP in 
1 to 2 days

1. Review indications for antibiotics
2. Arrange for follow-up with VNA if 

wick placed, otherwise follow-up with
PCP in 1 to 2 days

No Yes
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1In general antibiotics are not needed for pilonidal 
abscesses unless there is a large area of cellulitis 
or associated co-morbidities.  If antibiotics are 
used, consider first generation cephalosporin (such 
as cephalexin) plus metronidazole.

Cephalexin 100 mg/kg/day PO in 3 – 4 
divided doses; Max dose 4 grams/day

Metronidazole 30 mg/kg/day PO in 3 
divided doses; Max dose 4 grams/day

Indications for antibiotics in addition to 
incision and drainage

Abscesses > 5 cm
Rapid progression in presence of cellulitis
Signs and symptoms of systemic illness
Associated co-morbidities or 
immunosuppression
Abscess in area difficult to drain
Lack of response to I & D alone

Indications for Admission
Appears toxic or critically ill
Unable to have definite follow-up

There is no indication to give the first dose 
intravenously if you are planning to discharge 
the patient.  All of above antibiotics have good 
to excellent oral absorption and bioavailability.

Antibiotics recommended (single agent therapy 
adequate)

Trimethoprim/sulfamethoxazole; dose 8-12 mg 
trimethoprim/kg per day in 2 divided doses, 
max dose is 320 mg trimethoprim/day

If allergic to sulfa drugs:

Clindamycin; dose 30 mg/kg/day in 3 to 4 
divided doses; max dose 1.8 grams/day2.  
Prevalence of clindamycin resistance for CA-
MRSA at CHB in 2010 is 33%.

(Remember that clindamycin liquid is 
particularly bad tasting and if a dose can be 
rounded to an available capsule size, instruct 
parents to open and place in soft food or liquid 
and administer immediately)     

OR

Doxcycline for pts >/= 8 yrs; dose 2 to 4 
mg/kg/day into divided doses; max 200 
mg/day

In rare instances of multiple allergies or treatment 
failures, linezolid can be considered but is 
extremely expensive and overuse may lead to 
resistance.

Instructions for planned VNA follow-up 
(required when wound packed or wick placed)

Daytime hours and weekend mornings, page 
case manager via virtual pager 3045
Refer to “Guidance for VNA referrals”, located 
in the ED folder in the shared drive as well as 
the “Homecare Resource Manual” in the 
charge nurse cabinet
After hrs and on weekends, follow off-hours 
instructions in Guidance for VNA Referrals 
document.
ED nursing will initiate VNA referral form 
through FirstNet
Send patient home with packing material used 
for procedure
Typically physician orders VNA to:
- Assess home infection control measures
- Pre-medicate for dressing changes (if 
appropriate)

- Change, advance or remove packing/wick,
cover with dry sterile dressing and secure

- Follow up with PCP for further orders

NOTE: The medication dosing contained within these guidelines is provided for 
reference only. Please refer to your institutional formulary or ordering guidelines 
when placing orders for clinical care of patients.
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