
treatment, if indicated.4,30 Hospital admission should also be con-
sidered for those with serious comorbidities, including diabetes,
congestive heart failure, and end stage renal disease, and those
who are immunocompromised due to cancer, organ transplanta-
tion, or HIV infection.30 Vancomycin is the first-line antibiotic for
empiric treatment of serious skin infections in which MRSA is
suspected as a possible pathogen.4,30,38 While the newer fluoro-
quinolones (gatifloxacin, moxifloxacin, and levofloxacin) have
enhanced activity against Staphylococcus, inhospital use of fluo-
roquinolones has been associated with increased HA-MRSA
rates. It is not clear that this might also happen when fluoro-
quinolones are used to treat CA-MRSA. Until further experience
is analyzed, it is probably best to avoid fluoroquinolones as initial
therapy for CA-MRSA infections.4 Recall, however, that fluoro-
quinolone resistance is increasing,26 so these should not be used as
first-line therapy. Daptomycin and quinupristin-dalfopristin (Syn-
ercid) have recently been approved by the Food and Drug Admin-
istration (FDA) for the treatment of skin and soft-tissue
infections.4 Additionally, linezolid is effective in treating compli-
cated skin infections and nosocomial pneumonia due to MRSA.38

Blood and wound cultures should be collected in these patients so
that therapy can be directed based on sensitivity data.30 Tigecy-
cline, a parenteral tetracycline derivative, has activity against
gram-positive, gram-negative, aerobic, anaerobic, and many

resistant organisms, including tetracycline-resistant isolates.38,48

The FDA has approved the use of tigecycline for the treatment of
skin and soft tissue infections and complicated intraabdominal
infections.38,48 Dalbavancin, a mannopeptimycin currently in
Phase 3 trials, has the advantage of once-weekly dosing. Clinical
data have demonstrated that the efficacy of dalbavancin is compa-
rable to vancomycin and linezolid.38 Table 2 outlines the antibi-
otics and doses commonly used in MRSA infections.

Routine wound culture of purulent wounds is recommended
by the CDC to guide therapy in refractory cases, determine local
resistance rates, and monitor trends in susceptibility in those com-
munities with known resistance patterns.26 Patients should have a
follow-up visit scheduled within 48 hours of the initial visit to
ensure appropriate response to treatment.26 Patients who present
with recurrent infections should have their blood glucose meas-
ured to evaluate for the presence of diabetes. Decolonization is
not currently routinely recommended as there are no data to sup-
port decolonization efforts in the community setting. Neverthe-
less, patients with recurrent infection, or those recurring in a small
associated cohort may benefit from decolonization efforts; consul-
tation with an infectious disease specialist is recommended.26 A
recent study of hospitalized patients did show some promise in
decolonization efforts. In this randomized, controlled trial,
patients colonized with MRSA received either 7 days of treatment
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Table 2. Antibiotic Choices in Methicillin-Resistant Staphylococcus Aureus Infections

DRUG ADULT DOSE COMMENTS

Clindamycin 300-450 mg po tid Inducible resistance
600-900 mg IV q8h (severe infections) Covers staph, strep, anaerobes

TMP/SMX 1-2 (160/800 mg) DS tablets po bid Group A streptococcal resistance high
High MRSA susceptibility rates

Doxycycline 100 mg po bid Variable susceptibility (85%)
Avoid in children and pregnancy

Vancomycin 1 gm IV q12h Increasing resistance (VRE, VRSA, Hetero-resistant 
Staph aureus)

Linezolid (Zyvox) 600 mg po/IV bid Inhibits exotoxin release
Reserve use to limit resistance

Quinupristin/dalfopristin 7.5 mg/kg IV q8h Central line only
(Synercid) May not be as efficacious as vancomycin

Daptomycin (Cubicin) 4-6 mg/kg IV q24h Contraindicated in pneumonia—is inhibited by 
pulmonary surfactant

Tigecyline (Tygacil) 100 mg IV, then 50 mg IV q12h Covers gram-negative and anaerobic organisms

Rifampin 300 mg po bid Rapid resistance if used alone
Use for synergy only
No conclusive benefit in soft-tissue infections


