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CELLULITIS PATHWAY

1

Introduction

This pathway was developed by a clinical working group as part of the ‘re-designing
emergency care’ project. Its purpose is to standardise the assessment and treatment of
cellulitis throughout North Devon and prevent the unnecessary admission of patients.

OPERATIONAL PATHWAY
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Initial Assessment:

Patients will be referred to the GP triage nurse via the bleep either from A&E or
from GPs either as suspected DVTs who, following appropriate assessment are
diagnosed as cellulitis or direct ‘cellulitis’ referrals from GPs.

All patients will be seen in the assessment clinic situated on level 1 on MAU.
Initially the service will operate (9am to 5pm Monday to Friday).

The assessment clinic nurse (ACN) will receive the referral and obtain relevant
details from the referrer to ensure the patient is suitable for outpatient treatment
(For exclusions see flow chart).

The patient will be given a time and date to report to the clinic.

The patient will initially be assessed by the ACN, who will complete an admission
proforma. A decision will then be made about either inpatient or outpatient
treatment. The patient’s vital signs, including temperature, will be recorded.
Investigations will include ECG and bloods (U&E, FBC, CRP, blood cultures if
pyrexial and wound swab if appropriate). To screen for MRSA all patients should
have a pre-moistened swab applied to anterior nares and sent for MRSA screen.

The patient will be reviewed by either the Physician of the Day (POD) or SpR for
the diagnosis to be confirmed and treatment plan implemented.

Outpatient arrangements must be discussed with the patient and the patient can
decide if it is appropriate to attend a community hospital or if a District Nurse visit
is required. An appointment must be made and documented.

Outpatient Treatment:

ACN will either contact the patient's GP surgery and discuss treatment plan and
visit arrangements with the District Nurse or the community hospital to arrange
for the patient to attend.

The PoD/SpR must prescribe the antibiotic and a saline flush on a hospital
prescription chart:

Ceftriaxone 1g IV once daily for 3 days

3 x 10mls water (as diluents)

3 x 10mls saline (as flush)

The chart must be clearly signed and dated.

Heparinsed saline may be considered in some cases but should not be used
routinely.
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The ACN will insert a peripherally inserted cannula or midline using a strict
aseptic technique and following the relevant policy (Intravascular Device Policy
Appendix A).

The line must be flushed using a saline flush and then the 1% dose of the
antibiotic administered. A final saline flush must also be administered followed
by heparinised saline flush if indicated.

The line must be protected with either a gauze bandage or tubular dressing.

The patient must be given clear instructions on how to care for the line and what
to do if complications occur or the patient's condition deteriorates (see patient
information sheet).

Discharge:

The patient must be given the day 2 dose of antibiotics and any equipment
required for administration.

A treatment card must be completed giving clear instructions to the patient on
what happens on day 2 and a time to re-attend the NDDH assessment clinic on
Day 3.

Transport arrangements should be made if necessary

Day 3:
Patient returns to NDDH assessment clinic.

Patient reassessed by ACN and vital signs and Visual Infusion Phlebitis score
(VIP) recorded.

o Bloods taken for FBC, U&E, CRP)
Patient reviewed by PoD/SpR.

1. If patient remains well, CRP improving and cellulitis resolving, convert
to oral antibiotics 7 days:-

e Flucloxacillin 1g qds or cefalexin 1.5g qds if ‘low-risk’ penicillin
allergic. (If cefalexin is unavailable then cefradine 1g qds can
be used as an alternative)

e discharge back to GP for review in 7days

2. If patient remains well, CRP improving but cellulitis still active, continue
2 further days on IV antibiotics
e ACN contacts community hospital/District Nurse and arranges
further treatment
e ACN ensures prescription chart is completed and signed by
either PoD/SpR
e ACN organises further 2 doses of antibiotics/heparinised
saline flush and equipment for 2 further doses

3. If patient clearly unwell and not responding to treatment then patient
admitted.



Day 4/5:

IV antibiotics.

Day 6:

Patient returns to NDDH assessment clinic for review and further management
plans.

Reviewed by POD/SpR

Refer back to GP — for review in 5 days

Prescribe oral antibiotics for 5 days (flucloxacillin or cefalexin/cefradine see
section 5.3)

If appropriate, arrange NDDH outpatient follow up appointment as agreed
with PoD/SpR or admit patient



Appendix A

CELLULITIS PATHWAY

Referral received by MAU clinic nurse from A&E, GP or DVT clinic

Patient given date and time to attend
clinic

A 4

DAY 1

A\ 4

Clinical assessment: seen by clinic nursead POD/SpR
Vital signs recorded

Exclusion criteria:
IV drug user, worsening renal failure, hepatic impairment, known
MRSA carriers, Nursing Home residents and unstable co-

morbidities, immunosuppresion, anaphylaxis to penicillin.

Investigations
FBC

U&E

CRP

Blood cultures/
wound swab if
appropriate
MRSA nasal swab

Eligible | Excluded

Line inserted v \4
1gm IV ceftriaxone given Admit to

No adverse effects:

Discharge home with line in situ
TTAs -3 days supply

District nurses/ MIU informed

.

DAY 2

\ MAU
v /
Adverse effects

2" dose 1g of IV ceftriaxone given in the community
(MIU or in their own home bv a district nurse).

v

DAY 3

Return to assessment clinic: FBC, U&E, CRP

— | N

Pt improving Pt well and partial Pt unwell

Give 3 IV dose improvement Admit to MAU
Convert to oral Continue 1V antibiotics Stop ceftriaxone and
antibiotics TTAs for further 2 days Supp|y discuss with

DC to GP microbiologist

(see policy)

v

DAY 4/5

IV ceftriaxone in the community

4

Further review at assessment clinic

DAY 6

Change to oral antibiotics and discharge to GP (see policy)
Admit to ward if no improvement




