
T h e  n e w  e ngl a nd  j o u r na l  o f  m e dic i n e

C l i n i c a l  D e c i s i o n s

e20 n engl j med  10.1056/nejmclde0806337

In early September, we presented a case of a col-
lege athlete with a skin and soft-tissue infection 
in Clinical Decisions,1 an interactive feature de-
signed to assess how readers would manage a 
clinical problem for which there may be more than 
one appropriate treatment. Our patient was a 
healthy 20-year-old college basketball player who 
presented with a tender erythematous area on the 
right buttock. He reported that there was no di-
rect trauma to the area. He had traveled through-
out the United States for basketball games over the 
previous several weeks. He noted having subjective 
low-grade fevers the night before presentation and 
had a temperature of 37.7°C at presentation. The 
area of erythema was 5 by 3 cm and had a firm 
central area 2 cm in diameter. Although he report-
ed that he does not like taking medications, he 
also expressed concern about being ready to play 
in his next basketball game in 1 week.

Of the three management options proposed, 
the most popular — receiving 4585 votes (41% of 
the 11,205 votes cast) — was incision and drain-
age plus an oral antimicrobial agent active against 
methicillin-resistant Staphylococcus aureus (MRSA). 
The second-most popular option, incision and 
drainage alone, received 3508 votes (31% of the 
votes cast). A close third, with 3112 votes (28% of 
the votes cast), was incision and drainage plus an 
oral antimicrobial agent active against methicillin-
susceptible S. aureus (MSSA).

The 11,205 participants who voted were from 
124 countries and regions and indicated that they 
were physicians (66%), medical students or phy-
sicians in training (15%), other healthcare profes-
sionals (15%), or other (4%). Detailed results are 
displayed according to country at www.nejm.org. 
The percentage of participants who selected a 
given treatment option varied substantially when 
the responses were stratified according to the par-
ticipants’ locations (Fig. 1). Participants in North 
America favored incision and drainage plus anti-

MRSA therapy (53%); those in Asia and Russia 
and South America favored incision and drainage 
plus anti-MSSA therapy (49 to 54%); and those 
in Africa, Australia and Oceania, and Europe 
were largely split between incision and drainage 
alone (36 to 45%) and incision and drainage plus 
anti-MSSA therapy (34 to 42%).

In addition to votes, we received 407 comments, 
92% of which were posted at www.nejm.org (after 
being reviewed for appropriateness). The numbers 
of favorable comments were split among the three 
options in proportions similar to those of the votes 
cast. The largest number of comments was in 
support of incision and drainage plus anti-MRSA 
therapy (157 comments [39%]) and the fewest in 
support of incision and drainage plus anti-MSSA 
therapy (108 comments [27%]). Reasons given in 
support of a particular treatment option varied but 
included some recurrent themes, as described 
below.

Incision and Dr ainage plus  
Anti -MRSA Ther apy

The majority of respondents in favor of incision 
and drainage with anti-MRSA therapy were con-
cerned that this athlete is at high risk for commu-
nity-acquired MRSA infection, because of his ac-
tivities and travel within the United States. Many 
participants noted the high overall prevalence of 
community-based MRSA in the United States, and 
several made direct or indirect reference to the 
recent study by Moran et al.,2 who reported a 59% 
overall prevalence of MRSA among patients with 
purulent skin and soft-tissue infection seen at 11 
emergency rooms across the United States. In 
addition, many U.S.-based practitioners cited ex-
tensive personal experience in diagnosing and 
treating skin and soft-tissue abscesses in the 
community, the majority of which were due to 
MRSA — as reflected by the 53% of respondents 
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from North America voting for this treatment op-
tion, with all other regions voting for this strategy 
19 to 25% of the time.

Many participants noted that this patient’s in-
volvement in organized sports also increases his 
risk for MRSA infection. Several cited evidence, 
such as the 2005 description3 of an outbreak of 
MRSA infection among members of the St. Louis 
Rams professional football team, to suggest that 
MRSA can be spread among athletic teammates 
through direct contact and shared equipment. 
Some participants suggested that the patient’s bas-
ketball team should be educated about personal 
hygiene to avoid the spread of MRSA. Others noted 
that the patient should be assessed for MRSA 
colonization and treated with an antiseptic body 
wash, intranasal therapy, or both to reduce MRSA 
colonization, thereby preventing reinfection and 
spread to others.

Many of the respondents favoring this option 
noted that community-acquired MRSA causes a 
more virulent infection than more susceptible 
bacteria. On the basis of the perceived increased 
virulence of community-acquired MRSA, many 
suggested that infections suspected to be com-
munity-acquired MRSA, such as this one, require 

aggressive therapy with combination oral antimi-
crobial therapy and mechanical drainage as well 
as close follow-up. In addition to starting em-
pirical anti-MRSA therapy at the time of drainage, 
most respondents were in favor of wound culture 
at the same time, both for both epidemiologic 
purposes and to allow for later adjustment of the 
antibiotic therapy if the infection is not due to 
MRSA. Furthermore, several practitioners felt that 
oral anti-MRSA therapy would address two other 
problems commonly seen with community-acquired 
MRSA skin infection: multifocal skin involvement 
and recurrent infection. Respondents also noted 
that they wished to decrease the risk of more seri-
ous complications, such as bacteremia or deep 
metastatic foci of infection, and that treatment 
with oral anti-MRSA therapy may be useful in this 
regard. A few participants also suggested that the 
addition of oral antibiotics may lead to faster reso-
lution of the infection, which is a priority for this 
basketball player.

Incision and Drainage Alone

The majority of respondents who favored incision 
and drainage alone thought that this approach 
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Figure 1. Percentage of Participants Choosing Each Treatment Option for the Management of Skin and Soft-Tissue Infection.

The total number of participants who voted and the percentage who chose each option are shown for each continent or region. The per-
centage of participants who selected a given option varied substantially according to continent or region. An interactive graphic that in-
cludes the total number of votes and percentages according to country is available at www.nejm.org. 
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should be sufficient to eradicate a soft-tissue ab-
scess in a healthy patient, regardless of the bacte-
rial species causing the abscess. Several respon-
dents either directly or indirectly cited two recent 
studies: that by Moran et al.,2 showing similar out-
comes in patients treated with effective antibiotics 
and those treated with ineffective antibiotics after 
incision and drainage for this type of infection, 
and that by Rajendran et al.,4 showing similarly 
excellent outcomes after incision and drainage for 
this type of infection in patients who received 
cephalexin and in those who received placebo, de-
spite the fact that almost 90% of staphylococcal 
isolates in the study were methicillin-resistant. 
Other common arguments in favor of incision and 
drainage alone focused on avoiding unnecessary 
exposure to antibiotics in this patient, who dis-
likes taking medications (and who may not be com-
pliant). A few respondents also noted that in ad-
dition to providing adequate treatment, this option 
costs less than the other two.

Many participants had suggestions about fur-
ther management of this type of infection after 
incision and drainage. Several suggested that a 
wound culture should be performed at the time 
of incision and drainage and that the infection 
site should be reassessed within 24 to 48 hours. 
Furthermore, several noted that if there was not 
significant clinical improvement at the infection 
site within 24 to 48 hours, antibiotics deemed to 
be appropriate on the basis of the previously ob-
tained culture should be initiated. This approach 
would avert unnecessary antimicrobial therapy and 
allow for optimal targeting of antimicrobial thera-
py, if required.

Incision and Dr ainage plus  
Anti -MSSA Ther apy

Many respondents who favored incision and drain-
age plus anti-MSSA therapy stated that antibiot-
ics should be added to incision and drainage to 
treat the nonpurulent soft-tissue and skin com-
ponent of the infection. Like the respondents in 
favor of the other two options, many felt that a 
culture of the abscess should be performed at the 
time of drainage. Several mentioned that if cul-
tures later grew MRSA, then antibiotic therapy 
could be altered appropriately at that time. A few 
stated that this treatment option also allowed for 
effective antibiotic treatment of nonstaphylococ-
cal causes of skin infection, such as streptococcal 
species, that are not targeted by the commonly 

used anti-MRSA agent trimethoprim–sulfamethox-
azole.

Notably, this strategy was favored by respon-
dents practicing in Asia and Russia and in South 
America, with many respondents from these re-
gions citing low local and national rates of 
MRSA infection. Partly because of these low rates, 
these responders pointed out that empirical anti-
MSSA therapy is the most appropriate option in 
their area.

Summary

The management of skin and soft-tissue abscess 
remains controversial. A healthy debate is ongoing 
about whether drainage alone or drainage with 
systemic therapy is the appropriate treatment for 
affected patients. As noted by the discussants of 
our Clinical Decisions article and by the many 
respondents, the same body of literature can be 
used to support various treatment approaches.

A common theme emerged from the partici-
pants who chose incision and drainage plus ei-
ther type of systemic antimicrobial therapy: the 
antimicrobial spectrum of the agent (anti-MRSA 
or anti-MSSA) should be chosen on the basis of 
the patient’s exposures and the local epidemio-
logic data. Although community-acquired MRSA 
has become increasingly prevalent in many parts 
of North America, it remains uncommon in some 
parts of the continent and in many other parts 
of the world. As infectious organisms evolve and 
migrate, so must our treatment strategies.

Comments from the interactive feature will re-
main available at www.nejm.org, along with data 
on the voting results. We thank you for your par-
ticipation, and we look forward to hearing from 
you again soon about another challenging case.
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