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Introduction

Management of subcutaneous abscesses is common on a daily basis in both
adult and pediatric emergency departments.

The classic approach for treating these abscesses by incision and drainage is
broadly accepted. However, there remains controversy and misconception
regarding other aspects of management, including type of anesthesia, type of
Incision, need for irrigation, need for and type of packing, primary vs. secondary
closure, indications for cultures, and the role of antibiotics. Many of these
strategies lack higher levels of evidence. We perceive considerable variation in
patterns of practice across ED settings.

Objectives

Through this cross sectional survey, we seek to characterize the management of
uncomplicated subcutaneous abscesses (SA) by Canadian emergency
physicians (EPs).

Survey results will be analyzed for practice variation. Results will be reported to
respondents, along with a synthesis of existing evidence-based best practice
recommendations.

Methods

Cross-sectional study of CAEP membership in 2017. Subjects were emailed an
Invitation to an online survey, and two biweekly reminders. Wilcoxon rank sum
test was used for association with age, and Chi Square and Fischer’s exact test
for binary variables.

A scoping review was conducted, searching PubMed for English language

Select survey results and representative best evidence

If the diagnosis is in doubt do you do any of the following?
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BM) Open In patients presenting to the emergency

department with skin and soft tissue
infections what is the diagnostic
accuracy of point-of-care
ultrasonography for the diagnosis

of abscess compared to the current
standard of care? A systematic review
and meta-analysis

Wound Irrigation: Irrigation does not appear to improve outcome after incision and drainage.

Q5 Do you irrigate the wound after incision? If so, how?

Answered: 373  Skipped: 23

No. |
generally do...

Yes, with
saline

Yes, with tap
water

Yes, with
disinfectant...

Other (please
specify)

-
7
H

]

0% 10% 20% 30% 40% 50% 60% 70% 80% 90% 100%

Diagnosis: Point of care ultrasound has high sensitivity; Needle aspiration is a poor approach for diagnosis or treatment.

INFECTIOUS DISEASE/ORIGINAL RESEARCH

A Randomized Controlled Trial of Incision and Drainage Versus
Ultrasonographically Guided Needle Aspiration for Skin Abscesses
and the Effect of Methicillin-Resistant Staphylococcus aureus

Romolo J. Gaspari, MD, PhD, Dana Resop, MD, Michelle Mendoza, MD, Tarina Kang, MD, David Blehar, MD
From the Depar

of B icine, University of Massachusetts Memorial Medical Center, Worcester, MA (Gaspari, Resop, Mendoza,
Blehar); and the Depa: of Beth Israel-De Medical Center, Boston, MA (Kang).

Study objective: The incidence of skin and soft tissue infections has increased dramatically during the last decade,
in part because of increased prevalence of community-acguired methicillinresistant Staphylococcus sureus (CA-
MRSA). Incision and drainage is considered the primary intervention; however, some clinicians prefer
ultrasonographically guided needle aspiration because it represents a less invasive altemative. Our hypothesis is that
ultrasonographically guided needle aspiration is equivalent to incision and drainage in treating simple skin and soft
tissue abscesses.

Methods: This study was a nonblinded randomized controlied trial. Patients with uncomplicated superficial
abscesses were randomized to incision and drainage with packing or ultrasonographically guided needle aspiration.
Purulence obtained from the abscess was cultured to identify the causative organism. Bedside uitrasonography was
performed pre- and postintervention to confirm the presence or absence of an abscess cavity. Patients were followed
up at 48 hours (in person by a clinician) and on day 7 ve follow-up by staff). The primary outcome
was a combination of sonographic resolution and clinical resolution of the signs and symptoms of ongoing infection
at day 7. The signs and symptoms of ongoing infection include increasing pain, erythema, and the presence of pus.
Ry ion was with both sonographic resolution {day 0 and day 2) and improvement of clinical symptoms
(day 2) and resolution of clinical symptoms (day 7) without further intervention.

Results: A total of 101 patients were enrolled, 54 incision and drainage and 47 ultrasonographi guided
needle aspiration patients. At initial presentation, 60% (95% confidence interval [Cl] 45% to 70%) of needle
aspirations yielded little or no purulence, despite sonographic visualization of an abscess cavity and
sonographic guidance during the procedure. The overall success of ultrasonographically guided needle aspiration
was 26% (95% Cl 18% to 44%) compared with 80% (95% CI 66% to 89%) success in patients randomized to
incision and drainage. The difference between groups was 54% (95% Cl 35% to 69%). Overall success of both

i and age and ultrasonographi guided needle aspiration was lower in patients with CAMRSA.
Patients with CAMRSA (n=33) were less likely to receive successful drainage with needle aspiration (8% versus
55%) or incision and drainage (61% versus 89%). The difference for needle aspiration and incision and drainage

7% (95% Cl 15% to 57%) and 28% (95% Cl 4% to 45%), respectively.

Ultra graphi guided needle aspiration is insufficient therapy for skin abscesses. The
presence of CAMRSA decreases the success of both incision and drainage and ultrasonographically guided
needle aspiration. [Ann Emerg Med. 2011;57:483491.]

Please see page 484 for the Editor's Capsule Summary of this article.

INFECTIOUS DISEASE/BRIEF RESEARCH REPORT

Irrigation of Cutaneous Abscesses Does Not Improve
Treatment Success

Brian Chinnock, MD*; Gregory W. Hendey, MD
*Corresponding Author. E-mail: bchinnock@fresno.ucsf.edu, Twitter: @azcatbrianc.

Study objective: Irrigation of the cutaneous abscess cavity is often described as a standard part of incision and
drainage despite no randomized, controlled studies showing benefit. Our goal is to determine whether irrigation of a
cutaneous abscess during incision and drainage in the emergency department (ED) decreases the need for further
intervention within 30 days compared with no irrigation.

Methods: We performed a single-center, prospective, randomized, nonblinded study of ED patients receiving an incision
and drainage for cutaneous abscess, randomized to irrigation or no irrigation. Patient characteristics and postprocedure
pain visual analog scale score were obtained. Thirty-day telephone follow-up was conducted with a standardized data
form examining need for further intervention, which was defined as repeated incision and drainage, antibiotic change,
or abscess-related hospital admission.

Results: Of 209 enrolled patients, 187 completed follow-up. The irrigation and no-irrigation groups were similar with
respect to diabetes, immunocompromise, fever, abscess size, cellulitis, and abscess location, but the irrigation group
was younger (mean age 36 versus 40 years) and more often treated with packing (89% versus 75%) and outpatient
antibiotics (91% versus 73%). The need for further intervention was not different in the irrigation (15%) and no-irrigation
(13%) groups (difference 2%; 95% confidence interval -8% to 12%). There was no difference in pain visual analog scale
scores (5.6 versus 5.7; difference 0.1; 95% confidence interval -0.7 to 0.9).

Conclusion: Although there were baseline differences between groups, irrigation of the abscess cavity during incision
and drainage did not decrease the need for further intervention. [Ann Emerg Med. 2016;67:379-383.]

Please see page 380 for the Editor's Capsule Summary of this article.

A podcast for this article is available at www.annemergmed.com.
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Packing: Packing is associated with higher pain scores, but no difference in rates of treatment failure or recurrence.

Please describe your usual approach to packing or closure of wound:

Answered: 374  Skipped: 22

ORIGINAL ARTICLE

Randomized Trial Comparing Wound Packing to No Wound
Packing Following Incision and Drainage of Superficial Skin
Abscesses in the Pediatric Emergency Department

David O. Kessler, MD, MSc,* Amanda Krantz, BS,} and Michael Mojica, MD}

Routine Packing of Simple Cutaneous
Abscesses Is Painful and Probably
Unnecessary

Gerald F. O’Malley, DO, Paul Dominici, MD, Patricia Giraldo, MD, Elizabeth Aguilera, MD, Manisha
Verma, MD, Claudia Lares, MD, Patricia Burger, and Edwin Williams, MD

Results (cont.)

Antibiotics are generally not prescribed by 16.8%. EPs prescribe antibiotics if
suspecting surrounding cellulitis (84.2%), immunocompromised host (51.6%),
MRSA (28.9%), or recurrence within 30 days (27.5 %).

Cultures are taken almost always by 28.2%, half the time or less by 33.9%,
never by 11.6%, and if MRSA is suspected by 33.9%.

Follow-up instructions are with FP (56.7%), ED at 24 hours (5.91 %) or 48 hours
(17.74 %), or regarded as not required (24.7%).

Most EPs (90.9%) report having no standardized protocol for abscess
management in their ED.

EPs with fewer years in practice are more likely to make cruciate incisions
(p=0.009), to generally not irrigate incisions (p=0.02), to culture if MRSA is
suspected (p=0.02), and to prescribe antibiotics when suspecting MRSA
(p=0.02), immune-compromised host (p=0.03), and in case of spontaneous
treatment failure or recurrence (p=0.0004).

EPs with more years in practice are more likely to pack with ribbon gauze
(p=0.06), and to almost always swab for culture and sensitivity (p=0.04)

Limitations

Study limitations include low response rate and potential selection bias.

Conclusions

Practice variability and deviations from published evidence and practice
guidelines (i.e. IDSA, Choosing Wisely Canada) are noted. A knowledge
translation exercise for Canadian EPs would be useful.
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Study objective: The addition of antibiotics to standard incision and drainage is controversial, with earlier studies
demonstrating no significant benefit. However, 2 large, multicenter trials have recently been published that have
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Results: Four studies (n=2,406 participants) were identified. There were 89 treatment failures (7.7%) in the antibiotic
group and 150 (16.1%) in the placebo group. The calculated risk difference was 7.4% (95% confidence interval [Cl] 2.8%
to 12.1%), with an odds ratio for clinical cure of 2.32 (95% Cl 1.75 to 3.08) in favor of the antibiotic group. There was
also a decreased incidence of new lesions in the antibiotic group (risk difference -10.0%, 95% Cl -12.8% to -7.2%;

odds ratio 0.32, 95% Cl 0.23 to 0.44), with a minimally increased risk of minor adverse events (risk difference 4.4%,

Irrigation with saline is performed by 57.1 % of EPs, using tap water by 2.1 %, or - w
disinfectant 2.1%, with 39.1% not performing any irrigation.

For  uncertain  diagnosis
consider Ultrasound or large
bore (16-18G) needle aspirate
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