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This document provides Canberra Health Services Network (CHS) clinicians with a clear process for the identification of adult patients with cellulitis who are suitable for treatment under the Hospital in the Home (HITH) service and best practice information for their management.
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· Not all patients with a diagnosis of cellulitis will be appropriate for initial HITH admission – see inclusion/exclusion criteria.
· Not all patients initially diagnosed as having cellulitis actually have cellulitis. Beware of differential diagnoses which may cause skin redness especially in the lower limbs, particularly if the redness is bilateral. Differential diagnoses may include chronic venous insufficiency with or without inflammatory dermatitis (lipodermatosclerosis), acute contact dermatitis, septic bursitis, gout, vasculitis. A diagnosis of cellulitis is supported if there is associated fever, unilateral lymphangitis/lymphadenopathy or commencement at a wound site. Consider Charcot’s neuroarthropathy in patients with peripheral neuropathy and a foot/ankle deformity suspicious for this, noting that they may also have concomitant cellulitis.
· For patients with a cutaneous abscess and without significant surrounding cellulitis, abscess drainage is required as the first priority and may not require intravenous (IV) or oral antibiotics.
· Patients identified as potentially requiring surgical intervention e.g. abscess drainage, tissue debridement, vascular compromise should be promptly referred for surgical consultation with the appropriate surgical specialty team.
· Patients with cellulitis as the result of a bite or an open wound exposed to or acquired in water (fresh, brackish or sea water) require a different antibiotic regime to uncomplicated cellulitis (see treatment section below)
· Diabetic patients with a foot infection also require a different antibiotic regime and should be referred to the High Risk Podiatry Service
· Please ensure that any patient transferred to HITH with cellulitis on an antibiotic requiring an Antimicrobial Stewardship (AMS) code for the prescribed antibiotic has the code recorded on the medication chart in the patient clinical record along with code expiry date.
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CHS Network includes the inpatient facilities at Canberra Hospital, Clare Holland House, North Canberra Hospital (NCH), and University of Canberra and community-based services.

This document applies to the following CHS staff working within their scope of practice who are involved in referring to or managing patients with cellulitis in HITH:
Medical Officers
Nurses and Midwives  
Student Nurses under direct supervision
Pharmacists
Back to Table of Contents
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Note: See Attachment 1 “Cellulitis Referral Pathway” for a general overview of the Admission Criteria and Initial Treatment of patients with Cellulitis in HITH.

[bookmark: _Toc69721311]1. Mandatory Criteria
· Patient fulfils general mandatory criteria for HITH Admission, see HITH Referral Admission and Discharge Procedure on the Policy and Guidance Documents Register and Referral and Consent for Treatment, Hospital in the Home form available via CHS Clinical Forms Register AND
· Cellulitis/wound infection severe enough to require IV antibiotic therapy at diagnosis i.e. presence of 2 or more systemic features such as:
· Fever >38 degrees Celsius
· Tachycardia 
· Tachypnoea 
· WCC greater than 12x 109 /L, or less than 4x 109/L, or greater than 10% immature (band) forms 
· Rapid progression of cellulitis  
· Lower threshold for IV antibiotics in patients with diabetes or other immunocompromise
OR failed 48 hours of appropriate oral antibiotic therapy

Note: Some patients may be managed in HITH on oral antibiotics if an antibiotic with high oral bioavailability is the antibiotic of choice (e.g. clindamycin, trimethoprim with sulfamethoxazole) and/or there are other care needs better suited to inpatient level care such as complex wound dressings, severe leg oedema or patient at higher risk for abscess formation/need for surgical intervention, other complex medical comorbidities 

[bookmark: _Toc69721312]2. Absolute Contraindications
· See HITH Referral Admission and Discharge Procedure and General HITH Admission Criteria contraindications on the Referral and Consent for Treatment, Hospital in the Home form.
· Unstable sepsis as a result of cellulitis 
· Suspected underlying deeper soft tissue involvement (i.e. myositis or fasciitis) - until improving/stabilised
· [bookmark: _Toc69721313]Unstable type I Diabetes Mellitus
2. Relative Contraindications 
(discuss with HITH/ Infectious Diseases (ID) /appropriate medical/surgical consultant) – see below
· Bariatric patients (over 120kg, or BMI ≥ 35)
· Lymphoedema
· Peripheral vascular disease
· Unstable type II diabetes mellitus
· Immunocompromised
· Acute renal impairment or severe chronic renal impairment (GFR <55mL/min)
· Multiple medical co-morbidities (e.g. chronic kidney disease, congestive heart failure, chronic obstructive pulmonary disease, ischaemic heart disease, or inflammatory diseases)
· Suspected bone/joint involvement (e.g. infection, or inflammatory disease - see Approach below)
· Associated abscess (see Approach below)
· Diabetic foot infections (see Approach below)
· Periorbital cellulitis (see Approach below)

[bookmark: _Toc69721314]3. Approach for Patients with Relative Contraindications
· Patients should be discussed with/seen by a HITH consultant and approved as suitable or not for HITH admission if they present with conditions listed above. 
· The patient may still be transferred to HITH if: 
· their chronic disease is stable on initial presentation, 
· or at a later time after a period of treatment and observation in the Emergency Medical Unit (EMU), at CHS or the Short Stay Unit (SSU) at NCH,
· or on a ward if ongoing care with HITH is appropriate thereafter.
· If there is possible bone or joint involvement or an abscess, a stable patient (vital signs and pain) may still be admitted to HITH for initial IV antibiotic treatment with confirmatory investigations pending 
· This arrangement must be discussed with and agreed upon by the admitting consultant and involve consultation of any appropriate surgical subspecialties (e.g. Orthopaedics, General/ Plastic/ Vascular surgeons).  
· ID consultation regarding antibiotic choice and further investigations/ procedures/ clinical review may also be appropriate. 
· All consults and investigations must be arranged prior to the patient going home. 
· Post investigation, a smaller abscess for example may be drained in radiology, if amenable, and not necessarily require ward admission. A larger abscess or joint infection may be drained in the operating theatre with the patient then transferring back to HITH afterward.
· Diabetic foot infection (DFI) – Vascular, HITH and/or Infectious Diseases consultant have reviewed and approved antimicrobial choice (patients with diabetic foot infection may require broader spectrum cover than for standard cellulitis) and need for further investigation and involvement of the vascular surgical team and podiatry referral. Diabetic patients may require endocrinologist and/or diabetes educator review. 
· Periorbital cellulitis - patients with clinical suspicion of post-septal periorbital cellulitis should not be admitted to HITH unless imaging has confirmed that the infection is pre-septal and is not rapidly spreading. Children with periorbital cellulitis may require broader spectrum cover than for standard cellulitis. 
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Blood tests – Full Blood Count (FBC), Urea Electrolytes Creatine (UEC), Liver Function Tests (LFT) and C-Reactive Protein (CRP).  Collect a blood culture if the patient is febrile (> 38 degrees Celsius)
Swabs of any discharge from the area of cellulitis, wound or infected ulcer base (don’t swab noninflamed ulcers) to be taken for Microscopy, Culture & Sensitivity (MC&S) 
Neurovascular assessment of the limb should be performed and documented
An initial xray and/or ultrasound (U/S) may be appropriate if osteomyelitis or a foreign body is suspected. Osteomyelitis, if clinically suspected, will likely need confirmation with further imaging e.g. Magnetic Resonance Imaging (MRI), Computer Tomography (CT) or bone scan. Bilateral weight bearing xrays of the feet should be requested if there is clinical suspicion of Charcot’s neuroarthropathy. 
An U/S is indicated if an associated abscess is suspected. This should ideally be drained at the same time under U/S guidance in Medical Imaging, if amenable, or surgically drained in the Operating Theatre (OT). If drained in either location, fluid should be sent to Pathology for MC&S.
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[bookmark: _Toc69721317]1. Antibiotics
1.1 Uncomplicated Cellulitis
The recommended treatment regime is designed to treat the most common causative pathogens of uncomplicated cellulitis being Staphylococcus aureus and Streptococcus pyogenes.

The 3 suggested regimes for use in HITH are:
1. A once daily regime of Probenecid 1g orally followed after at least 30 minutes by cefazolin 2g IV.

Give the patient a Consumer Medicines Information (CMI) leaflet on probenecid (available on MIMS Online under probenecid (PRO-CID)). MIMS Online can be accessed:
i. Through the CHS Health Hub, under Clinical Apps
ii. Through the NCH intranet, under Clinical and Business Apps, References MIMS
ii.	Google search eMIMSplus


Note: Probenecid in general is to be used only in those patients who are under 75 years of age with creatinine clearance more than 70 mL/minute with few co-morbidities and no drug interactions. See Attachment 2 - Probenecid Contraindications, Interactions and Adverse Effects. 

Note: Probenecid is a drug of “convenience” to enable once daily dosing of cefazolin in appropriate patients with cellulitis to accommodate a once daily visit to the HITH clinic or patient’s home. As such there is a low threshold to discontinue its use if any issues arise. 

OR

2. Cefazolin 2g IV twice daily (if Probenecid is contraindicated). Patients weighing more than 100kg should be given cefazolin 3g twice daily.

OR

3. Cefazolin 6-8g/24 hours as a 24 hour infusion via a peripheral cannula. This is an option to provide a larger dose in patients over 100kg, or when the cellulitis involves a large area, or is judged to be more severe and require higher dosing. Discuss further with the HITH (or other admitting) consultant. This option may also be used to facilitate once daily rather than twice daily nursing visits when probenecid use is not the preferred option.

Note: Patients with renal impairment must have their cefazolin dose adjusted according to their renal function. Use a Creatinine Clearance Calculator and adjust dose as advised by Australian Medicines Handbook or Therapeutic Guidelines Antibiotic (available via Clinical Apps on CHS HealthHub)

4. Cephazolin Dosage for Patients with renal impairment based on Creatinine Clearance rate (CrCl):
· CrCl 40–70 mL/minute, IV maximum 4 g daily (give as 2g bd or 4g over 24 hours as a 24 hour infusion)
· CrCl 20–40 mL/minute, IV 0.5–1 g every 12 hours.
· CrCl <20 mL/minute, IV 0.5–1 g every 24 hours.

Note: Refer to Therapeutic Guideline: Antibiotic for guidance on patients on dialysis.

Total recommended duration of antibiotic therapy (IV plus oral) is 5- 10 days.

1.2 Beta lactam Antibiotics Allergy
In the case of patient allergies to penicillin or cephalosporins, discuss an alternative regime with the HITH consultant and refer to the Antibiotic Therapeutic Guidelines. 

An Infectious Diseases specialist may also be consulted. Clindamycin 450mg three times daily (tds) per oral (PO) may be a suitable alternative (requires AMS approval after 3 days being an Orange category antimicrobial). 

1.3 Risk of MRSA being the causative pathogen
Risk factors include:
· Residence in area known to have high MRSA prevalence 
· Previous MRSA colonisation/infection (especially if recent) 
· Frequent/prolonged hospitalisation in a hospital with high MRSA prevalence
· Residence in a RACF known to have high MRSA prevalence
Antibiotic regime may require adjustment if above risk factors are present and should take into account severity of infection at diagnosis.

A patient with the above risk factors will not necessarily be colonised/infected with MRSA. Alternative antibiotics to consider are clindamycin, lincomycin (nonformulary), vancomycin or trimethoprim with sulphamethoxazole. Choice to be guided by prior/current antibiotic sensitivity results. An Infectious Disease consultation and approval may be required for their use.

1.4 Bite or Water Related Wounds
Alternative antibiotics are necessary with animal bite or water related wounds. 

For animal/human bite related wounds:
· With cellulitis a suggested antibiotic choice in HITH is piperacillin-tazobactam 13.5g as a 24 hour IV infusion. An alternative ORAL regime with high bioavailability is ciprofloxacin 500mg twice daily (bd) with clindamycin 450mg tds. 
· Less severe bite wounds, not generally requiring HITH admission, may be treated with amoxicillin-clavulanic acid PO.

Water-immersed wound infections may require alternative/additional antibiotics. Suspect Aeromonas for freshwater wounds, and Vibrio species for saltwater wounds. Refer to electronic Therapeutic Guidelines (eTG) for antibiotic options and discuss with the HITH and/or Infectious Diseases consultant.

Note: Check tetanus immunisation status for patients with a traumatic wound.
 
1.5 Diabetic foot infections 
Acute infection is still more likely to be due to Gram positive cocci like Staphylococcus aureus or Streptococcus pyogenes. Broader spectrum antimicrobial medication may be required with chronic infection or following recent antibiotic therapy.

Consult with HITH specialist and/or infectious disease specialist regarding antibiotic choice:
Initial empiric options in HITH being 
1. Oral metronidazole 400mg bd may be added to IV cefazolin 6g/24 hours for moderate severity infection 
2. consider piperacillin-tazobactam 13.5g over 24 hours infusion for more severe             infection

Note:	piperacillin + tazobactam requires an AMS approval code 
	intravenous amoxicillin + clavulanate use is not an option in HITH 

Diabetes Service High Risk Podiatry team should be informed of the admission, and a review requested. Referral to the service can occur via the patients clinical record. 

If osteomyelitis is suspected, discuss with the HITH consultant and/or ID/Orthopaedic/Vascular specialist to ensure that appropriate investigation and therapy is underway at the onset of treatment

Refer to Guidelines on the Diagnosis and Treatment of Foot infection in Persons with Diabetes (IWGDF 2019 update) for further detail 16. 

[bookmark: _Toc69721318]2. DVT Prophylaxis
· Assess the need for DVT prophylaxis, particularly for patients with leg cellulitis given their immobility with a need to rest and elevate the leg. The requirement for prophylaxis lessens as inflammation improves and mobility increases
· Especially consider for patients at already higher risk of venous thromboembolism (VTE) e.g. prior VTE, active cancer, known thrombophilia, obesity, pregnancy/oestrogen therapy, heart failure, older age

[bookmark: _Toc69721319]3. Local Wound/Cellulitis Management
Ask the patient to rest and elevate the affected limb. HITH nurse can advise on duration at home.
Protect areas of skin erosion, ulceration or weeping with an appropriate non-stick dressing.  
Use clear documentation of daily wound assessments and care in the patient’s medical record. This includes the type of dressing being used, and whether consultation with the tissue viability nurse is needed.

Note: All wound deterioration should be immediately reported to the medical team.

Limb oedema should be managed according to the underlying cause. For example, diuretic therapy for heart failure, or compression for venous insufficiency.
Treat any underlying fungal infection with appropriate topical or occasionally oral antifungal therapy 
Consider need for tissue viability nurse review in local wound care management



Note: Any complications potentially requiring surgical intervention should be promptly referred to the appropriate surgical team to assess need for intervention. E.g. consideration for abscess drainage, or tissue debridement. Consider podiatry referral for local sharp debridement of non-viable tissue for wounds below the ankle
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Generally systemic symptoms should improve within 24-48 hours of antibiotic therapy, local symptoms may initially worsen (e.g. area of redness) but are expected to be improving within 3-5 days.

Review
· Patient review by the HITH medical team should occur after 1 to 3days of IV antibiotic therapy. 
· Review earlier than planned if the daily HITH nurse review shows:
· Rapidly spreading cellulitis or the patient is systemically unwell 
· More rapid improvement of the cellulitis than anticipated. Consider early conversion to oral antibiotic therapy once systemic features have improved.
· Consider the need for and frequency of ongoing pathology testing of FBC, UECs, CRP as per Medical team. 

Note: Repeat pathology testing is not necessary if rapid clinical improvement is occurring and concerning results are not expected in a “usually well” patient.

· Repeat LFTs if clinical reason to do so. For example, abnormal LFT’s on initial testing, or longer duration flucloxacillin (i.e. more than 1-2 weeks)
· If symptoms are not improving as expected at 48-72 hours, review antibiotic choice and dose and consider if there may be an underlying cause (e.g. abscess, osteomyelitis, foreign body).

Discharge
· Total recommended duration of antibiotic therapy (IV plus oral) is 5- 10 days.
· Recommended oral antibiotic therapy on discharge is dicloxacillin 500mg PO four times daily (qid) before food or cephalexin 500mg PO qid. 

Preventive Measures (for recurrence of cellulitis)
· Look for and treat any adjacent fungal infection, for example, between toes, with appropriate topical or occasionally oral antifungal therapy
· Prescribe “off the shelf” compression stockings for patients with lymphoedema and/or venous insufficiency/ulcers which could be accessed at a community Pharmacy. If requiring custom made garments, refer to appropriate care clinic below.
· Treatment of underlying dermatitis or dry, cracked skin. If severe, refer to Dermatology and/ or Podiatry.
· Patients with lymphoedema and recurrent cellulitis may be given a prescription for oral antibiotics to commence treatment as soon as an episode of cellulitis commences. This may be done in consultation with the ID consultant who may also consider decolonisation therapy for frequent recurrent cellulitis
· Consider referring to the following chronic care clinics depending on associated clinical issues:  
· Lymphoedema clinic (at Calvary Hospital)
· Vascular outpatient clinic (Canberra Hospital) 
· Community Nursing for Ongoing Wound care
· Podiatry Referral – may be via Interdisciplinary High Risk Foot Clinic (Canberra Hospital); High Risk Podiatry Service (Canberra Hospital) or Community podiatry service at the Community Health Centre near patient’s home.

Back to Table of Contents 
	[bookmark: _Toc43903671][bookmark: _Toc69721321]Evaluation 	



Outcome
Patients with cellulitis treated through Hospital in the Home receive treatment as outlined in this procedure.

Measures
Review of incident reports related to treatment of cellulitis in Hospital in the Home.
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Policies
· Medication Handling
· Informed Consent - Clinical

Procedures
· Antimicrobial Choice and Administration for Adult HITH Patients
· HITH Referral Admission and Discharge (Adults and Children)
· Antimicrobial Stewardship
· Admission to Discharge
· Vital Signs and Early Warning Scores
· Patient Identification and Procedure Matching
· Wound Prevention and Management 
· Administration of Antibiotics be Community Nurses – Adults Only
· Peripheral Intravenous Cannula (PIVC), Adults and Children (Not Neonates) 

Legislation 
Medicines, Poisons and Therapeutic Goods Act 2008 
Medicines, Poisons and Therapeutic Goods Regulation 2008 
Health Practitioner Regulation National Law (ACT) Act 2010 
Work Health and Safety Act 2011 
Public Health Act 1997 
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AMS: Antimicrobial Stewardship 
bd:  twice daily (in reference to frequency of antibiotic administration)
Category B2 drug in pregnancy: Drugs which have been taken by only a limited number of pregnant women and women of childbearing age, without an increase in the frequency of malformation or other direct or indirect harmful effects on the human fetus having been observed. Studies in animals are inadequate or may be lacking, but available data show no evidence of an increased occurrence of fetal damage.
CRP:   C Reactive Protein
CT: Computerised Tomography
Diabetic Foot Infection (DFI): clinically as the presence of manifestations of an inflammatory process in any tissue below the malleoli in a person with diabetes mellitus16
FBC: Full Blood Count
HITH: Hospital in the Home
LFT: Liver Function Tests
M,C & S:   Microscopy, Culture and Sensitivity
MRI:  Medical Resonance Imaging
MRSA:  Methicillin Resistant Staphylococcus aureus
PO: Per oral
qid: four times daily (in reference to frequency of antibiotic administration)
RACF: Residential Aged Care Facility
tds:  three times daily (in reference to frequency of antibiotic administration)
UEC: Urea, Electrolytes and Creatinine
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Hospital in the Home, HITH, Antibiotics, Antimicrobials, Cellulitis, Probenecid, medication, prescribing, Diabetic Foot Infection

[bookmark: _Toc396995664]Back to Table of Contents


	[bookmark: _Toc69721326]Attachments



Attachment 1: Cellulitis Referral Pathway from Emergency Department
Attachment 2: Probenecid Prescribing for Adult HITH Patients with Cellulitis


Disclaimer: This document has been developed by Canberra Health Services specifically for its own use.  Use of this document and any reliance on the information contained therein by any third party is at his or her own risk and Canberra Health Services assumes no responsibility whatsoever.
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[bookmark: _Toc69721328]Attachment 2: Probenecid Prescribing for Adult HITH Patients with Cellulitis
· Probenecid is an adjunct to beta-lactam antibacterial treatment. It functions by reducing renal tubular excretion of cephazolin, increasing its plasma concentration, prolonging its duration of action and therefore allowing once daily (versus twice to three times daily) dosing of cephazolin. 
· Probenecid in general is to be used only in adult patients who are < 75 years of age and have few co-morbidities and no drug interactions.
· Probenecid is a drug of “convenience” to enable once daily dosing of cephazolin in appropriate patients with cellulitis – whether due to patient preference for a once daily treatment or patient’s home is not suitable for HITH nurse visits (eg distance, safety reasons) to accommodate a once daily visit to the  HITH clinic. As such there is a low threshold to discontinue its use if any issues arise.

Contraindications to Probenecid Use
Do not use probenecid if there is a history or presence of any of the following:
· Probenecid allergy
· Blood dyscrasia
· Gout
· G6PD (glucose-6-phosphate dehydrogenase) deficiency
· Kidney stones
· Peptic ulcer
· Renal dysfunction (the effect of probenecid is reduced and it should therefore be avoided when CrCl is <50 mL/minute)
· Pregnancy - category B2 drug (see definitions)
· Breastfeeding
· Diabetic patients on oral hypoglycaemic agents
· Elite sportspeople (can act as masking agent)

Drug Interactions with Probenecid
Do not use probenecid if the patient is taking any of the following medications regularly:
· Aspirin – low dose (100mg daily) is fine. For all other doses and frequencies, probenecid is contraindicated
· Methotrexate – probenecid decreases renal excretion and may potentiate toxicity (particularly if dose >20mg/week)
· Allopurinol 
· Antivirals (valaciclovir, aciclovir, famciclovir, penciclovir, ganciclovir, zidovudine)
· Sulfonylureas 
· Antibiotics (ciprofloxacin, dapsone, rifampicin, erythromycin, meropenem, doripenem)
· Some benzodiazepines (lorazepam, midazolam, nitrazepam). Temazepam is suitable
· Pyrazinamide
· Thiazide diuretics  
· Non-Steroidal Anti-Inflammatories (NSAIDs) – the plasma concentration is increased. May need to avoid or decrease dose. The use of paracetamol is preferable (be aware that probenecid can also increase plasma concentration of paracetamol but does not require alteration in usual dosing). Drug interactions can be checked using the MIMS Online drug alert interactions page accessible through:
· the CHS intranet under Clinical Apps
· The NCH intranet under Clinical and Business Apps, References
· www.emims.com.au.

Adverse Effects of Probenecid
	Common (>1%)
· Rash
· Nausea
· Vomiting

Infrequent (0.1-1%)
· Gastroesophageal reflux
· Dyspepsia
· Headache
· Dizziness
· Flushing
· Sore gums
· Alopecia
· Urinary frequency
· Uric acid kidney stones (risk minimised by maintaining large urine output and urinary alkalinisation)
· Polyuria
	Rare (<0.1%)
· Nephrotic syndrome
· Aplastic anaemia
· Haematuria
· Haemolytic anaemia
· Exacerbation of gout
· Gouty arthritis
· Costovertebral pain
· Leucopenia
· Thrombocytopenia
· Hepatic necrosis
· Allergic reactions 
· (including anaphylaxis,
· dermatitis, itching, fever,
· and Stephens-Johnson
· syndrome)
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Patient transferred home

Phone HITH team for 

advice - (may still be a 

HITH candidate but must 

be seen/approved by 

HITH consultant or other 

admitting physician first 

and admitted under their 

care)

Discuss appropriate 

antibiotic regime with ED 

or admitting  consultant: 

refer to antibiotic 

guidelines re antibiotic 

choice (ID consultant via 

CHHS switchboard may 

need to be consulted)

Prescribe appropriate 

antibiotics and give first 

dose in ED

Patient to return for 

medical review 2-3 days 

post admission (or earlier 

at nurse͛s discretion)

Exclusion Criteria for initial cellulitis 

admission under HITH

 

Ischemic extremities,

 

Confusion or syncope,

 

Poor oral intake, vomiting,

 

Unsatisfactory IV access,

 

No phone access

 

No social support if required,

 

Unable to mobilise 

independently 

Probenecid Contraindications

 

Renal impairment (GFR<50mL/

min)

 

Kidney stones

 

Gout

 

Peptic ulcer

 

G6PD deficiency

 

Blood dyscrasias

 

Pregnancy and breastfeeding

 

DM on oral DM medication

 

Elite sportspeople (masking 

agent)

 

On medication :

o 

methotrexate

o 

regular aspirin > 100mg 

daily

o 

regular NSAIDs 

o 

regular benzodiazepines 

(temazepam OK)

o 

sulfonylureas, thiazide 

diuretics

Yes

No

Yes

No


Microsoft_Visio_Drawing.vsdx
Patient present to ED with cellulitis/simple would infection (any abscess must be drained prior to consideration for HITH)
Failed 48 hours of oral antibiotic therapy or more sever cellulitis requiring initial IV therapy e.g. febrile patient or large area
Collect blood for FBC, UEC, LFTs, CRP and blood culture if febrile > 38 degrees C
Vital Signs stable and patient suitable for IV treatment at home
Bariatric patients, lymphoedema, multiple medical co morbidities, severe chronic renal failure (GFR<55mL/min), diabetic foot, possible osteomyelitis?
Discuss patient with ED consultant – if HITH referral approved, document consultant name in medical notes
Refer to HITH nursing staff
Animal bites or water related infection; penicillin or cephalosporin allergy?
Give first dose of IV cephazolin 2g in ED
Blood results: normal renal function, no contraindications to probenecid
Chart next dose of antibiotics : probenecid 1g po 30 min prior to cephazolin 2g IV daily. If probenecid contraindicated, chart cephazolin 2-3g bd. Decreased dose with renal dysfunction – refer to intranet HITH cellulitis procedure
Patient seen by HITH nursing staff and admission approved
Patient admitted as ED HITH admission
Patient transferred home
Phone HITH team for advice - (may still be a HITH candidate but must be seen/approved by HITH consultant or other admitting physician first and admitted under their care)
Discuss appropriate antibiotic regime with ED or admitting  consultant: refer to antibiotic guidelines re antibiotic choice (ID consultant via CHHS switchboard may need to be consulted)
Prescribe appropriate antibiotics and give first dose in ED
Patient to return for medical review 2-3 days post admission (or earlier at nurse’s discretion)
Exclusion Criteria for initial cellulitis admission under HITH
Ischemic extremities,
Confusion or syncope,
Poor oral intake, vomiting,
Unsatisfactory IV access,
No phone access
No social support if required,
Unable to mobilise independently
Probenecid Contraindications
Renal impairment (GFR<50mL/min)
Kidney stones
Gout
Peptic ulcer
G6PD deficiency
Blood dyscrasias
Pregnancy and breastfeeding
DM on oral DM medication
Elite sportspeople (masking agent)
On medication :
methotrexate
regular aspirin > 100mg daily
regular NSAIDs 
regular benzodiazepines (temazepam OK)
sulfonylureas, thiazide diuretics
Yes
No
Yes
No
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