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When infection hurts: golden rules s

for managing pediatric skin and soft tissue
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Abstract

Skin and Soft Tissue Infections (SSTIs) are common in pediatric patients, accounting for nearly 25% of clinical visits.
These infections can range from mild to life-threatening and include a severe subset known as Acute Bacterial Skin
and Skin Structure Infections (ABSSSI). Prompt diagnosis and appropriate antibiotic use are crucial for optimizing
patient outcomes while minimizing adverse effects and antimicrobial resistance. However, empirical treatment
often becomes necessary due to the lack of culture specimens, making local epidemiology and clinical presentation
key factors in treatment decisions. This expert opinion paper aims to outline the “golden rules” for the management
of SSTls in children, focusing on achieving microbiological clearance, clinical improvement, and effective control

of symptoms, such as fever and pain, which significantly impact the child’s well-being. These emphasize the princi-
ples of antimicrobial stewardship, recommending early diagnosis with appropriate laboratory tests, rational empiric
therapy, and prompt switch to targeted therapy based on microbiological findings, as well as proper fever and pain
management. The paper also highlights the importance of a multidisciplinary approach for complex cases, optimal
dosing, and effective communication with patients' families to improve treatment compliance. Furthermore, antibi-
otic therapy should be selected to reduce hospital stay and facilitate home-based continuity of care, while follow-up
and strengthening of the hospital-territory network are critical for continuity of care after discharge. These recommen-
dations aim to optimize the management of pediatric SSTIs by ensuring comprehensive care from initial diagnosis
to post-discharge follow-up, promoting the rational use of antibiotics, and ultimately improving clinical outcomes
and quality of life for children and their families.
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Introduction

Skin and Soft Tissue Infections (SSTIs) are among the
most common bacterial infections in children, account-
ing for nearly 25% of clinical encounters and leading to 3
million healthcare visits/year [1]. SSTIs are clinical enti-
ties of variable presentation, ranging from mild and local
to life-threatening systemic infections [2]. SSTIs can be
classified according to several criteria: severity (mild,
moderate, or severe), skin involvement (uncomplicated
infections, typically superficial, and complicated infec-
tions, usually with deeper tissue involvement), rate of
progression (acute or chronic wound infections), pres-
ence of pus (purulent or non-purulent infections) and tis-
sue necrosis (necrotizing or non-necrotizing infections)
[3, 4]. A new disease category called Acute Bacterial Skin
and Skin Structure Infections (ABSSSI) has been pro-
posed to better define a severe subgroup of SSTI, includ-
ing cellulitis, erysipelas, major skin abscesses, and wound
infections with a minimum lesion area of 75 cm? [5].

Prompt recognition and the timely and appropriate use
of antibiotics are critical to optimize patient outcomes
and minimize the occurrence of adverse drug effects
and the emergence of antimicrobial resistance. As speci-
mens for culture are often not obtained for many SSTIs,
treatment tends to be empirical, based on clinical pres-
entation and local microbial epidemiology, with Staphy-
lococcus aureus, including methicillin-resistant (MRSA)
strains, and Streptococcus pyogenes as the most common
causes of community-onset SSTIs [6, 7].

Inflammation plays a central role in the immune
response to bacterial skin infections and serves as a
defense mechanism against pathogens. However, the
inflammatory process triggered by infection often results
in signs and symptoms, such as fever and pain, which can
have a significant impact on a child’s well-being [8, 9]. For
this reason, drugs with analgesic and antipyretic proper-
ties have been commonly used in infections as support-
ive treatments to relieve associated symptoms, alongside
empiric treatments selected on the basis of the diagnostic
process.

Recent epidemiological data confirm the significant
burden of SSTIs in pediatric patients. According to the
EUCLIDS study, which analyzed over 2,800 children
hospitalized for severe infections across Europe, SSTIs
accounted for 8.7% of all focal infections, with Staphy-
lococcus aureus and Streptococcus pyogenes as the main
pathogens [10]. Furthermore, impetigo, a highly conta-
gious superficial SSTI, affects more than 162 million chil-
dren worldwide at any given time, making it one of the
most prevalent pediatric infections globally [11]. These
data are consistent with previous findings that SSTIs
account for approximately 10% of all hospital admis-
sions due to infections [11]. Additionally, an increase in
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emergency department visits and hospitalizations related
to SSTIs has been reported in young children over recent
decades [2]. Taken together, these findings highlight the
widespread prevalence and clinical impact of SSTIs in
children, reinforcing the need for structured manage-
ment approaches based on multidisciplinary collabora-
tion [12].

Given the high prevalence and diverse clinical mani-
festations of SSTIs in pediatric patients, it is essential to
establish effective management strategies that not only
ensure timely diagnosis and appropriate treatment, but
also improve patient comfort through symptom control.

Therefore, the aim of this expert opinion paper is to
analyze and outline the best practices in the management
of SSTIs in pediatric setting, with a focus on achiev-
ing microbiological clearance and clinical improvement,
while also addressing fever and pain management.

Methods

Following an in-depth review of the current literature
using the Pubmed/MEDLINE database, nine Italian
experts in pediatrics and infectious diseases met on July
2, 2024, in Milan, Italy, to discuss and develop “Golden
Rules” for helping all specialists involved in the manage-
ment of SSTIs in pediatric patients, also considering the
importance of fever and related pain control. These rec-
ommendations are based on a comprehensive literature
review combined with the practical insights and clinical
experience of experts to ensure that they are evidence-
based and applicable in real-world settings. The goal is
to outline general principles that integrate and improve
clinical practices, adapting them to local contexts, antibi-
otic resistance patterns, and epidemiological data.

Management of pediatric infections
in the presence of fever and pain
Principles of antimicrobial stewardship and their
application in pediatric infections
In 2021, antibiotics accounted for more than 10% of the
total drug expense of Italy’s National Health System,
highlighting their crucial role in treating bacterial infec-
tions but also raising concerns about their appropri-
ate use [13]. Inappropriate use of antibiotics, influenced
by cultural attitudes, has led to a significant increase in
adverse effects, the most critical of which is antimicro-
bial resistance (AMR). Additionally, Clostridioides diffi-
cile-associated diarrhea, resulting from dysbiosis due to
antibiotic pressure, should not be underestimated. The
overuse of antibiotics in pediatric patients is also associ-
ated with higher rates of asthma, allergies, and childhood
obesity [14-17].

Antimicrobial stewardship programs are a set of
interventions aimed at improving the appropriate use
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of antibiotics, with the goal of obtaining the best clini-
cal outcome through minimizing adverse events, lim-
iting the emergence of drug resistance, and therefore
reducing costs [18, 19]. Every AMS-program must be
based on prompt diagnostic antimicrobial stewardship
aimed at identifying the causative pathogen, allow-
ing for a shift from empirical to targeted antibiotic
therapy. For this reason, it is crucial to perform cul-
ture tests before initiating antibiotic treatment. These
programs are more commonly implemented in adult
settings but establishing them for pediatric patients is
challenging due to their smaller numbers and differ-
ent care settings [20]. Developing a pediatric antimi-
crobial stewardship program requires the formation of
a multidisciplinary team to create guidelines, monitor
prescriptions, and ensure administrative and finan-
cial support. The goal is to educate pediatricians and
ensure that stewardship principles are effectively inte-
grated into hospital and community clinical activity to
improve good practice in antibiotic prescribing and
ultimately reduce the burden of antimicrobial resist-
ance and associated healthcare costs.

Therapeutic options with anti-MRSA activity

for the treatment of SSTIs/ABSSSls in children

The clinical management of SSTI/ABSSSI is multifac-
eted and usually involves antibiotic therapy. The pres-
ence of comorbidities, the need for dose adjustments,
and potential drug interactions further complicate
drug selection and patient management [3, 21].

When selecting an effective antibiotic for the treat-
ment of SSTIs/ABSSSIs, the following factors should
be considered: (i) the spectrum of activity, especially
for empiric therapy; (ii) the safety profile; (iii) pharma-
cokinetic properties; (iv) its suitability for outpatient
treatment; (v) the feasibility of switching from intra-
venous to oral administration for early discharge; and
(vi) patient adherence to the treatment regimen [12,
22].

Currently, several oral and parenteral therapeutic
options with activity against MRSA are available for the
management of SSTIs/ABSSSIs in children. The main
characteristics of the most frequently used drugs in
children are briefly summarized in Table 1.

Despite the availability of many treatment options,
optimal management of SSTIs remains challenging.
These drugs often require multiple daily doses and are
associated with gastrointestinal side effects, resulting in
poor adherence and suboptimal clinical outcomes. In
addition, overuse and prolonged duration of antibiotic
treatments may contribute to the development of drug
resistance.
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Golden rules for managing pediatric SSTIs

in the presence of pain and fever

The ten “golden rules” for the effective management of
pediatric SSTTIs in the presence of pain and fever are pre-
sented in Table 2.

Recommendation No. 1: Vaccination history
and identification of risk factors
Investigate the child’s immunization status
and the existence of any possible risk factor for bacterial
infections (recent hospitalizations, recent antibiotic
therapy, steroid therapy, chronic illness, recent travel
abroad, hygienic-sanitary conditions, health status
of the family, colonization status)
Systematic collection of relevant medical history data
is essential for several reasons. First, it helps to guide
treatment decisions accurately by providing a detailed
overview of the child’s health [23]. In addition, early iden-
tification of risk factors allows for the prompt detection
of children who may be at higher risk for severe bacterial
infections [24]. The presence of atopic dermatitis, skin
lesions and trauma, insect bites and animal scratches,
varicella, congenital immunodeficiencies, chemother-
apy, poor hygiene, and MRSA colonization increase the
susceptibility for SSTIs. Risk factors for MRSA coloni-
zation in children include age younger than 6 months
or between 8 and 13 years, male sex, the presence of a
family member previously hospitalized or working in
a healthcare facility, high number of siblings, frequent
visits to healthcare facilities or previous hospitalization,
history of a permanent catheter or other medical device,
chronic skin conditions, and chronic sinusitis [25-27].
Recently hospitalized children may have been exposed
to nosocomial infections, and those who have recently
undergone antibiotic or steroid treatment may have a
compromised immune system. Chronic illnesses may
also increase a child’s susceptibility to infection, and
recent international travel may result in exposure to
uncommon pathogens. Assessing the child’s living condi-
tions, including hygiene practices and sanitary standards,
is crucial to identify the possible environmental factors
contributing to SSTI development. Additionally, under-
standing the health status of family members can help
identify potential sources of infection and transmission
within the household [25].

Recommendation No. 2: Early diagnosis

Evaluate which patients need blood tests, culture

and laboratory tests before starting empiric antibiotic
therapy.

The diagnosis of a SSTI/ABSSSI is generally based on
clinical evaluation rather than microbiological results.
This approach relies on the physician’s evaluation of the
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patient’s symptoms, physical examination findings and
history to identify the infection [12].

However, microbiological diagnosis should be obtained
in case of severe infections to guide more precise treat-
ment, hospitalized patients to adjust antimicrobial
therapy and prevent complications, and in case of poor
responses to initial treatment to identify potential resist-
ance or alternative pathogens and adjust the treatment
regimen [3]. Effective selection and scheduling of diag-
nostic tests increase the chances of identifying the cor-
rect pathogen and improving treatment plans [28].

For common and simple SSTIs like cellulitis or small
abscess, culture is usually not necessary, whereas in case
of complicated SSTIs, samples should be collected and
sent quickly to the microbiology laboratory with detailed
information [29]. In case of abscess lesions, the first and
most important interventions are incision and drainage,
which allow for the collection of culture material, and
aid antibiotic efficacy. Further, in case of persistent fever
or signs of sepsis, blood culture is warranted. For these
reasons, consultations with microbiologists are crucial at
this phase.

Accurate diagnostic testing allows clinicians to tai-
lor antibiotic therapy to target specific pathogens, opti-
mizing treatment outcomes and helping to combat
antibiotic resistance by reducing the use of broad-spec-
trum antibiotics.

Recommendation No. 3: RATIONAL EMPIRICAL
THERAPY
Identify the correct empirical antimicrobial therapy based
on local epidemiology, site of infection, possible cause
of infection, and host characteristics.
In general, for SSTIs the choice of initial empiric ther-
apy should be based on the pathogens most likely to be
involved in the specific infection and local antimicro-
bial susceptibility patterns, pending culture results. The
clinician should be guided by the patient’s clinical pres-
entation, along with the medical history and physical
examination to identify probable pathogens and guide
the selection of appropriate empirical treatment.

Although broad-spectrum regimens may be the most
effective, their use must be carefully considered because
of their higher costs and greater risk of promoting drug
resistance. Conversely, narrow-spectrum antibiotics may
carry a higher risk of treatment failure. When initiating
empiric antibiotic therapy for SST1Is, clinicians try to bal-
ance these factors, with the goal of minimizing the risk
of treatment failure while managing healthcare costs and
mitigating the potential for bacterial resistance develop-
ment [28].

Since bacterial skin infections are primarily caused
by S. aureus, S. pyogenes, and other beta-hemolytic
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Streptococci, coverage against Gram-positive bacteria is
commonly used as an empiric therapy for these condi-
tions. Before the spread of MRSA as a cause of skin infec-
tions, antibiotic therapy was relatively simple, using an
empiric approach with a B-lactam as the preferred ther-
apy [30]. Since empirical antibiotic therapies are often
ineffective against MRSA, most guidelines recommend
the use of empirical treatments targeted at locally preva-
lent MRSA strains or reserved for cases of clinical insta-
bility [31, 32].

Inadequate initial antibiotic treatment for bacterial skin
infections has been associated with treatment failure,
higher rates of recurrence and readmission, longer hos-
pital stays, higher healthcare costs and increased mor-
tality [33, 34]. To ensure adequate empirical coverage,
it is critical to understand local microbial epidemiology
through routinely prepared microbiological maps and to
accurately assess risk factors for skin infections sustained
by MRSA. In daily clinical practice, this can be complex
because of the diverse and numerous characteristics of
high-risk patients, including disease- and host-related
factors. Therefore, implementing an antimicrobial stew-
ardship program can help reduce the duration of therapy
and hospital stay, thereby optimizing patient care [35].

Recommendation No. 4: Targeted therapy

Modify antibiotic therapy promptly according

to the results of microbiological tests.

The efficacy of empiric antibiotic therapy should be eval-
uated 48-72 h after treatment initiation by assessing cul-
ture results, potential resistance patterns of the causative
pathogen, and the patient’s clinical status, such as fever
and inflammatory markers, to determine whether the
antibiotic regimen should be modified [33].

The re-evaluation of antibiotic treatment is manda-
tory as soon as an antibiogram becomes available. While
it is necessary to assess the susceptibility of the isolated
pathogen to the currently administered antibiotic(s), it is
equally important to narrow the spectrum of antibiotic
used to more precisely target the specific microorganism.
Thus, when microbiological data become available, anti-
biotic treatment should be replaced, ideally by a molecule
only active against the isolated microorganism [28].

Limiting the use of broad-spectrum antibiotics is criti-
cal to avoid disrupting the patient’s natural microbiota
and selecting resistant strains, which can lead to serious
and difficult-to-treat infections.

Therefore, therapeutic de-escalation should involve
re-evaluation and possible modification of the antibi-
otic regimen based on clinical improvements and new
microbiological data, aiming to use the least number of
antibiotics, preferably a single agent with the narrowest
spectrum, and considering the switch from parenteral to
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oral therapy, if appropriate [36]. In this process, the infec-
tious disease specialist has a crucial role.

Recommendation No. 5: Fever and pain
management in relation to clinical profile

Focus the history on the possible use of antipyretics/
analgesics for fever/pain management, specifically

asking if paracetamol or NSAIDs have already been

used before and then consider any concomitant

factors that may increase drug toxicity in order to set

up appropriate strategies for fever and pain management
during infection

Although fever should be treated only when there is con-
comitant discomfort, recent data suggest that defining
discomfort can be difficult in clinical practice [37]. Fever
and pain are challenging symptoms common in infants
and children [38, 39]. Fever management tends to be
characterized by overtreatment due to parental anxiety
and fever phobia, meanwhile pain is undertreated, result-
ing in untimely and inadequate analgesia [40—42].

As in most cases fever is a physiological defense mech-
anism, antipyretics should be given only to relieve the
child’s discomfort and not to treat the fever itself. There-
fore, they should not be administrated on the basis of a
specific body temperature, but according to the child’s
clinical presentation; indeed, fever may be associated
with various clinical symptoms, such as irritability, alter-
ations in sleep—wake rhythm, feeding difficulties, head-
ache, chills, and myalgias [43, 44]. In contrast, pain is
often undertreated but should always receive adequate
attention [45].

There is no superiority difference between paracetamol
and ibuprofen in terms of effectiveness in treating fever
and pain, but the safety profiles of the two drugs differ in
some contexts.

Therefore, in light of precision medicine, it is possible
to identify the categories of patients for whom the two
drugs are most appropriate [46—48]. Inappropriate use of
antipyretic drugs for fever or mild to moderate acute pain
in children and adolescents may lead to increased risk of
toxicity [49].

Paracetamol and ibuprofen are the only antipyretic
drugs recommended for children, but their combined or
alternate use is not recommended, considering risks and
benefits [46, 47]. According to a recent systematic review,
although combined or alternating therapy reduces tem-
perature more effectively than a single antipyretic, the
benefit on discomfort in children is not clinically signifi-
cant [50]. This evidence cannot support the combined or
alternating use of the two drugs compared to monothera-
pies, in agreement with most international recommenda-
tions [46, 51].
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Both ibuprofen and paracetamol are generally safe for
use in children when administered at therapeutic doses,
with characteristic differences in the incidence of adverse
events between the two drugs [52-55]. Possible concomi-
tant factors that may increase the safety risk of antipy-
retic drugs should be considered [47].

Ibuprofen should be used with caution in cases of
dehydration due to the increased risk of serious renal
impairment, even when dosed correctly [56—60]. It is not
recommended in children with active varicella due to the
potential increased risk of skin and soft tissue superinfec-
tions and invasive streptococcal infections (e.g., empy-
ema) and it is contraindicated in children treated with
ACE inhibitors or diuretics and in children with nephritic
syndrome [55].

The use of paracetamol is well tolerated in most cases
but its use must be carefully monitored in children with
hepatic impairment because of its hepatic metabolism
and risk of hepatotoxicity in these patients [61, 62]. Cau-
tion is required when administering paracetamol to chil-
dren who are malnourished, obese, or taking concurrent
medications such as carbamazepine, isoniazid, pheno-
barbital, and other barbiturates [63].

Effective management of fever and pain requires tailor-
ing antipyretics and analgesics to each patient’s clinical
profile, considering factors such as liver or kidney con-
dition and concomitant medications, to maximize symp-
tom relief and minimize adverse effects. Nonetheless,
it remains essential to evaluate whether the infection is
being managed effectively, as fever can be a key indicator
of the treatment’s progress and effectiveness.

Recommendation No. 6: Multidisciplinary
interventions

Manage complex and/or complicated cases

as a multidisciplinary team for more comprehensive

and coordinated management of the pediatric patient.
The multidisciplinary approach to managing complex
and complicated cases of SSTIs ensures improved clinical
outcomes by providing a more comprehensive and coor-
dinated care strategy for pediatric patients. By involving
professionals from various disciplines such as dermatolo-
gists, infectious disease specialists, surgeons, and pedia-
tricians, this approach facilitates thorough assessment
and personalized treatment planning [64].

This collaborative effort allows for a thorough assess-
ment of all aspects of the patient’s condition, leading
to an accurate diagnosis and effective treatment plans
tailored to each patient’s specific needs. Regular team
meetings and effective communication are crucial com-
ponents of this approach, allowing different perspectives
and expertise to be integrated [65]. By coordinating care
across multiple disciplines, this approach minimizes the
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risk of complications and ensures that all potential prob-
lems are addressed promptly. It also improves resource
utilization by avoiding redundancy and optimizing the
use of medical resources.

Overall, the management of complex and complicated
SSTIs, as well as other infections, in a multidisciplinary
team is a key strategy for providing pediatric patients
with comprehensive, coordinated, high-quality care
[66—68].

Recommendation No. 7: Better assessment

of appropriate dosages and administation
intervals

Carefully assess appropriate dosages

during hospitalization and provide appropriate

health education to parents/caregivers of patients
regarding dosages and hourly intervals of administration
of home-prescribed medications to improve therapeutic
compliance

When assessing dosages, administration intervals and
modalities during hospitalization, pharmacokinetic char-
acteristics of antibiotics should be considered.

Medication nonadherence is a major problem in pedi-
atric care and can lead to decreased treatment efficacy,
inappropriate dosing, and increased risk of side effects
[69-72]. Factors influencing adherence include paren-
tal understanding of the drug, and child behavioral and
developmental issues [73].

Effective communication between parents and phy-
sicians is critical; positive interactions, appropriate
education about the benefits of medications and their
administration, and supportive advice from physicians
are linked to better adherence [74, 75].

Errors in drug administration to children at home are
common and can have serious consequences [76-79].
Contributing factors include prescribing practices, phar-
macy dispensing errors, confusing dosing tools, multiple
caregivers, and health literacy or language barriers [80,
81]. Physicians’prescribing practices can influence medi-
cation errors by simplifying or complicating the adminis-
tration process for parents and caregivers. Incomplete or
ambiguous information, such as details about route, fre-
quency, duration, and indications, can affect the clarity of
medication administration instructions [80].

Effective health education of parents about the dosages
and administration intervals of home-prescribed medi-
cations is essential to improve therapeutic compliance
and minimize medication errors. This, in turn, enhances
the effectiveness of the treatment and reduces the risk of
adverse effects or therapeutic failures.

Comprehensive education involves not only provid-
ing clear, written instructions but also engaging parents
in verbal discussions to clarify any possible uncertainty.
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Clinicians should address potential questions, explain
the importance of adhering to the specified intervals, and
offer strategies for managing missed doses or modifying
the schedule if necessary.

Investing in effective communication strategies is criti-
cal to achieving optimal treatment outcomes and pro-
moting a collaborative approach to child care [82, 83].

Recommendation No. 8: Appropriate
communication with the patient’s family

Improve communication (active/passive)

between doctor-caregiver-patient, both in terms of quality
and time spent on it.

Clear, empathetic, and comprehensive communication
increases trust and collaboration between physicians and
caregivers, which is essential for successful pediatric care
[84, 85].

By devoting adequate time and effort to explaining the
patient’s condition, treatment options, and care plan,
physicians ensure that families fully understand the
medical setting and their role in the care process. When
families are well informed and involved, they are bet-
ter equipped to manage patient care, recognize signs of
complications, and provide the needed support. This col-
laborative relationship is crucial to optimize treatment
adherence and compliance with prescribed therapies, to
improve patient outcomes, and ensure that the provided
care is in line with the family’s expectations and needs
[86, 87]. Therefore, investing in clear and thorough com-
munication with the patient’s family is critical to achieve
positive and lasting therapeutic outcomes [84, 88].

Interpersonal and communication skills are essential
for physicians, particularly in pediatrics, as these quali-
ties have a significant impact on relationships with chil-
dren and caregivers [89-92]. Furthermore, in this case,
a relationship must be established among the physician,
parent and child, thus making the process more complex
and delicate.

An effective communication is based on informative-
ness (quality and quantity of health information), inter-
personal sensitivity (physician’s attention to the feelings
and concerns of the parent and child), and partnership
building (encouraging the parent and child to share their
concerns and suggestions) [93].

Moreover, an effective time management is essential
for physicians to gain the respect of patients and fami-
lies, resulting in better outcomes. The use of closed ques-
tions to shorten consultations can prevent patients from
fully expressing their concerns, potentially leading to
misdiagnosis and adverse health outcomes; therefore,
encouraging open communication improves the quality
of consultations without prolonging their duration [94].
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Recommendation No. 9: Management of antibiotic
therapy

Make the best treatment choices based on comprehensive
patient care, by choosing an antibiotic that reduces
hospital stay, provides possible continuity for home

care, and whose duration complies with the latest
recommendations and guidelines

In clinical practice, optimal treatment choices require a
comprehensive approach that balances the effective use
of antibiotics with overall patient care. These choices
should be tailored to the individual patient (organ fail-
ure, allergy to certain classes of antibiotics/drugs, need
for hospitalization, possibility of early discharge and/or
outpatient treatment, adherence to outpatient treatment)
based on the characteristics of the available drugs (tox-
icity profile, availability of oral formulation, long-acting
activity, and cost) in order to select the agent best suited
to the needs of the individual patient, in line with the
principles of precision medicine [95]. Prolonged hospi-
talization in children is associated with increased psy-
chological stress, manifesting as anxiety, fear, withdrawal,
and maladaptive responses, emphasizing the importance
of early discharge and return to the habitual family rou-
tines [96, 97].

A holistic approach to therapy reduces nosocomial
infections, bacterial resistance, and direct and indirect
costs associated with prolonged hospitalizations, improv-
ing the quality of care overall.

To mitigate extended hospitalization, strategies
such as Outpatient Parenteral Antimicrobial Therapy
(OPAT) and transitioning to oral antibiotics have been
employed. The OPAT strategy is often limited by logisti-
cal constraints, including the need to use an intravenous
line daily and to closely follow the patient and monitor
laboratory results [98]. Similarly, oral treatments often
require multiple daily doses, which can challenge adher-
ence in children, and may involve potential drug-drug
interactions, side effects, and the need for regular labora-
tory monitoring.

These challenges often lead to delays in hospital dis-
charge, underscoring the need for alternative therapeu-
tic approaches. Long-acting lipoglycopeptides, such
as dalbavancin, represent a promising solution, offer-
ing sustained antimicrobial coverage with one or two
doses. This approach may facilitate hospital discharge by
providing reliable systemic antimicrobial exposure for
several weeks and ensuring completion of required treat-
ment before or immediately after discharge [99].

Dalbavancin, now approved for treating ABSSSI in
pediatric patients, can be administered in a single intra-
venous infusion, maintaining therapeutic levels in serum
and tissues for over 7 days due to its long terminal half-
life of 250 to 350 h (10-14 days) [100].

Page 11 of 15

Although this drug does not yet appear to be widely
used in pediatric clinical practice, as evidenced by the
paucity of studies or case reports in the literature, dal-
bavancin offers a number of advantages: high efficacy,
optimal safety profile, single administration, potential
for early hospital discharge and reduced incidence of
nosocomial infections, potent and prolonged bacteri-
cidal activity against Gram-positive bacteria (including
MRSA), and no or reduced need for monitoring due to its
low drug-drug interaction potential [101].

Similar to adults, dalbavancin may be used in selected
pediatric patients with ABSSSI not eligible for oral anti-
biotics or OPAT programs. Compared with OPAT, long-
acting antibiotics such as dalbavancin may require fewer
contacts with the healthcare system and could reduce
the inconvenience related to prolonged or repeated
intravenous therapy by eliminating the need for cen-
tral catheters, resulting in the prevention of line-related
complications [102]. Additionally, long-acting antibiot-
ics can mitigate the psychological burden associated with
extended hospital stays by reducing the need for frequent
healthcare-related interactions and interventions, facili-
tating an early return to normalcy.

The use of dalbavancin in pediatric settings may
facilitate hospital discharge by switching from initial
intravenous therapy, or even avoid unnecessary hospi-
tal admissions through its administration in outpatient
clinic, as studies on the drug’s use in the treatment of
ABSSSI and its off-label application in the treatment of
bone infections in children and adolescents have shown
[103-105].

By incorporating this antibiotic into practice, pediatri-
cians can improve clinical outcomes and quality of life for
their young patients while reducing costs and complica-
tions associated with prolonged hospital stays [106—108].

Recommendation No. 10: Post-discharge follow-up
Strengthen the hospital-territory network,

including cooperation with family pediatricians, to ensure
continuity of care post-discharge.

Strengthening the hospital-territory network is essential
to ensure continuity of care after discharge, improving
patient outcomes and increasing the overall efficiency of
the healthcare system. This entails enhancing commu-
nication with family pediatricians about post-discharge
management, thus facilitating support and education
of the families on the sustained benefits of long-acting
therapies.

An integrated network of structured care and follow-
up services can significantly reduce the risk of re-hospi-
talizations by ensuring that patients receive consistent
and coordinated care even after leaving the hospital. This
network facilitates better collaboration among healthcare
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providers, enabling seamless sharing of treatment choices
and patient information. As a result, patients experience
a better quality of life through continuity and consistency
of care [109].

For the healthcare system, this integration results in
increased efficiency by minimizing unnecessary hospital
readmissions and optimizing the use of resources.

Moreover, continuity of care post-discharge is par-
ticularly beneficial for young patients, as it promotes
increased therapeutic adherence by their parents. When
parents are supported through a cohesive care network,
they are more likely to follow prescribed treatments and
attend follow-up appointments, thereby improving the
health outcomes of their children.

Overall, an enhanced hospital-territory network not
only benefits individual patients through improved health
outcomes and quality of life, but also increases overall
performance and health system sustainability [110].

Conclusions

The management of SSTIs in pediatric patients presents
complex clinical challenges that require a comprehen-
sive and structured approach, especially in the presence
of pain and fever. These infections vary in severity from
mild cases to life-threatening conditions, requiring rapid
diagnostic evaluation and individualized treatment strat-
egies. Inadequate or delayed intervention can lead to
disease progression, increased hospitalization rates, and
increased burden on healthcare systems.

This opinion paper establishes a structured set of
“golden rules” to guide physicians in optimizing the
management of pediatric SSTIs. Early diagnosis, sup-
ported by targeted laboratory testing, is essential to dis-
tinguish bacterial infections from other diseases, thereby
improving diagnostic accuracy and preventing unneces-
sary antibiotic use. Rational empiric therapy, guided by
local epidemiology and individual patient risk factors,
ensures effective initial treatment while minimizing the
emergence of antimicrobial resistance. The timely switch
to targeted therapy based on microbiological findings
remains critical in refining antibiotic regimens, reducing
treatment failure, and limiting adverse effects.

Beyond antibiotic stewardship, effective fever and
pain management is fundamental in the care of pediat-
ric SSTIs. A tailored approach, considering prior antipy-
retic/analgesic use and potential toxicity risks, enhances
symptom control and prevents exacerbation of underly-
ing infections. In more complex cases, a multidiscipli-
nary team —including pediatricians, infectious disease
specialists, microbiologists, and pharmacists —plays a
crucial role in ensuring comprehensive patient care, opti-
mizing treatment plans, and improving overall prognosis.
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Moreover, ensuring appropriate dosing regimens
and administration intervals is paramount, both dur-
ing hospitalization and in home-based care. Struc-
tured communication between healthcare providers
and caregivers fosters adherence to prescribed thera-
pies, reduces medication errors, and improve treatment
efficacy. Strengthening the transition from hospital
to home care through close collaboration with family
pediatricians and the integration of structured follow-
up protocols further reduces the risk of relapse and
improves long-term patient outcomes.

By implementing these targeted strategies, healthcare
providers can significantly improve the quality of SSTI
management in pediatric patients. This holistic approach
not only ensures effective infection control and symp-
tom relief, but also plays a key role in reducing antimi-
crobial resistance, optimizing healthcare resources, and
ultimately improving the quality of life for affected chil-
dren and their families. The adoption of these principles
is essential for shaping a sustainable and efficient model
of pediatric SSTI management, ensuring better outcomes
both at an individual and public health level.
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