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Learning Objectives 

1. Understand the diagnosis and management of cellulitis and insect 

bites based on NICE prescribing guidance.

2. Discuss the role of the GP in cases of Group A Strep infection.

3. Explore how to improve antibiotic prescribing and action planning for 

skin infections and provide safety netting advice.
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Prescribing for skin infections

10% of antibiotic prescriptions 
in primary care

Flucloxacillin prescribing by diagnostic category: 2004-2013

17.6% of first prescriptions were followed 

by a subsequent antibiotic prescription 

within 28 days 

1999 – 2020

Hospital admission rates due to skin 

infections increased from 530 to 828 per 

100,000 population (56.1% rise) 
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Prescribing for skin infections

During summer months, insect bites (all arthropods) were 

estimated to contribute to a weekly median of:

 

 ~4000 GP consultations

750 calls to remote advice services

 700 emergency department visits

 1300 GP out-of-hours attendance

Cohort study of 10 practices (n=355) 

Antibiotics prescribed to 75% of those who presented to 

GP with insect bite (69.3% oral, 3.7% topical). 

Data from 5 national real-time syndromic surveillance on 

bites requiring healthcare
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Clinical Scenario:
Insect Bites
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Clinical Scenario 1

Scott, 42, went canoeing on a river

• Concerned with a large red area on calf which 

appeared yesterday.

• Thinks he was bitten/stung but did not see 

what caused it. 

• Itchy and 3 cm in diameter

O/E No temperature, appears well 

PMH: Asthma, no drug allergies
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Clinical Scenario 1

What will you do?

1. Prescribe flucloxacillin  

2. Prescribe clarithromycin

3. Prescribe antihistamine

4. Give advice

Clinical scenario answer

What features of the history 
help you decide whether there’s 
secondary infection? 

• Rapid onset – likely to be 

allergic/inflammatory

• Itchy 

• Systemically well

▪ Most insect bites or stings will 

not need antibiotics

▪ Encourage self-care and 

provide safety netting

Large red area on calf, appeared yesterday…thinks bitten/stung. It is itchy and 3cm 

diam. No temp, PMH - asthma, no drug allergies.
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Diagnosis and risk factors

• Rapid onset skin reaction is likely to be an inflammatory reaction 

rather than an infection.

• Most insect bites or stings will not need antibiotics. Oral 

antihistamines can be considered to relieve itching, however there is 

uncertainty about its effectiveness.

• Check type and severity of insect bite e.g local inflammatory/allergic 

reaction, look out for erythema migrans (bullseye rash), symptoms 

or signs of an infection, a systemic reaction

17/3/2026
NICE NG182 2020



When to seek specialist advice

Refer to hospital if patient have symptoms suggesting a more serious 
condition e.g. systemic allergic reaction. 

Consider referral or seeking specialist advice if:

• Patient is systematically unwell 

• Severely immunocompromised and have signs of infection

• Previous systemic allergic reaction to the same insect bite/sting

• Sting/bite is in the mouth, throat or around the eyes

• It has been caused by an unusual or exotic insect 

• They have fever or persisting lesions associated with a bite or 

sting that occurred while travelling outside the UK. 
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Safety netting advice

Advice & reassessment:

• Skin redness and itching can last up to 10 days 

• Avoid scratching – scratching may increase inflammation and risk of 
infection

• Strategies to ease symptoms
• Put an ice pack wrapped in cloth on the bite or sting for at least 20 mins if it is swollen

• Keep the area raised

• Take pain killers such as paracetamol or ibuprofen if the sting is painful

• Advice patient to seek medical help/reassess if:
• Symptoms worsen rapidly 

• There are signs of infection

• They have severe pain out of proportion to the wound 
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Resources for patients

NHS.UK Anaphylaxis UK
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Resources for HCP
UCLH Bites, stings and animal 

related injuries
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Clinical Scenario: Cellulitis 
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83-year old male, Fred, lives at home with wife:

A warm red swollen and painful left lower leg, and 

now covers a 15cm area

No apparent injury, noted some fungal nail disease 

and maceration between toes  

O/E Temp 37.7, 95kg weight

PMHx: Ischaemic heart disease, atrial fibrillation, 

hypertension, type 2 diabetes

Clinical scenario 2
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What antibiotic and course 

length would you give? 

1. Flucloxacillin, 5 days

2. Flucloxacillin, 7 days 

3. Clarithromycin, 7 days 

4. Clarithromycin, 10 days

Clinical scenario answer

▪ Flucloxacillin, 500mg to 1g, QID,   

5-7 days recommended

▪ A longer course (up to 14 days in 

total) may be needed based on 

clinical assessment. 

▪ Skin takes time to return to normal, 

full resolution at 5 - 7 days is not 

expected.

Clinical scenario 2
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Diagnosis and risk factors 
• Usually unilateral. Bilateral leg cellulitis is very rare, and 

diagnosis needs to be reconsidered.

• Acute onset: red, painful, hot, swollen, and tender skin, 

that spreads rapidly, fever & malaise 

• Check for skin break/organism entry site e.g. 

wound/trauma, macerated skin, fungal skin infection, 

concomitant skin disorder

Other risk factors & comorbidities which may complicate or 

delay resolution of infection:

•  Oedema, venous insufficiency, obesity

• Diabetes

• Peripheral vascular disease

• Immunosuppression 
See CKS for further information
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When to seek specialist advice
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Cellulitis Management 
Most common causative pathogens Streptococcus pyogenes (Group A streptococcus) and 

Staphylococcus aureus, therefore flucloxacillin first line 

Consider marking extent 

with single-use surgical 

marker pen 

Manage infection first, then 

underlying conditions, 

including: 

• Diabetes (ensuring 

sugars are in range 

during active infections 

is important), 

• Venous insufficiency,

• Fungal nail disease

• Eczema and 

• Oedema Consider swab if skin 

broken, or there is a  risk 

of uncommon pathogen. 

• Penetrating injury

• Exposure to water-borne 

organisms

• Infection acquired outside UK
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(NICE NG 141, 2019) 

Cellulitis NICE summary table 

….however, Fred has a penicillin allergy. 

What would you prescribe instead? 
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Complications
• Necrotizing fasciitis:

o Destructive, severe, rapidly progressive soft tissue infection 

o Involves the deep subcutaneous tissues and fascia (and occasionally muscles), which is characterized by 
extensive necrosis and gangrene of the skin and underlying structures.

o Signs and symptoms can vary: 

▪ Intense pain disproportionate to skin damage

▪ Anaesthesia (loss of feeling) over the site of infection

▪ Oedema and erythema

o Group A streptococcus is a major causative agent in necrotizing fasciitis.

o Rapid progression, skin discolouration , crepitus, bulla, gangrene

o Suspected necrotizing fasciitis is a medical emergency requiring immediate hospital admission

o Refer – IV antibiotics & surgical debridement

• Myositis: inflammation of muscle due to infection.

• Sepsis (potentially fatal).

• Subcutaneous abscesses.

• Post-streptococcal nephritis

17/3/2026 (NICE NG 141, 2019) 



Based on the lab report results, what would you do?  

R – Resistant

S - Sensitive

Clinical scenario 2
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The result of Fred’s wound swab comes back from the lab… 

Because the infection is related to a penetrating injury, you sent off a 

swab off to the lab.



• Follow up accordingly to ensure empirically prescribed antibiotics are suitable if 

cultures for sensitivities have been requested

• Please ensure that there is a documented justification for antibiotic choice, 

especially to review contraindication and discuss side effects with patients. 

R – Resistant

S - Sensitive

If tetracycline is contraindicated, call 

microbiology doctor for advice

Clinical scenario 2

Remember Fred is allergic to 

Penicillin 
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Fred deteriorates 

and is admitted to 

hospital.

Local Health Protection Team 

notified as suspecting iGAS 

infection

iGAS is a notifiable disease

The iGAS infection was confirmed and close 

contact(s) of Fred presents to your practice 

with a letter from the Health Protection Team 

requesting for antibiotic prophylaxis. 

Clinical scenario 2
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Laura, Fred’s wife 

78 years old 

Living together

Close contacts

Fred’s son, 

40 years old

Stayed over for a week 

Symptoms of sore throat

What do you do?

Fred’s niece

35 years old

Pregnant (38 weeks)

Stayed over for a 

week

Clinical scenario 2
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iGAS infection 

Invasive Group A Strep (iGAS) infection: when bacteria get to parts of body where bacteria are usually 

not found, such as blood or muscle 
Severe iGAS diseases include necrotizing fasciitis and streptococcal toxic shock syndrome 

If chemoprophylaxis is required…

Offer antibiotic chemoprophylaxis promptly (within 24 hours, and preferably the same day) to high-risk contacts, 

without screening. Identified individuals should be isolated for the first 24 hours.

High risk contacts

• older persons (≥75 years)

• pregnant women ≥37 weeks

• women within 28 days of giving birth (post-partum)

• neonates (up to 28 days old)

• individuals who develop chickenpox with active lesions within 7 days 

prior to diagnosis of iGAS infection in the index case or within 48 hours 

after commencing antibiotics by the iGAS case, if exposure ongoing
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If chemoprophylaxis is required…
DRAFT pending publication

Please refer to the latest UKHSA close contact guidance 

* Where susceptibilities are available, these should be reviewed to ensure the prescribed agent remains active

^ Clinicians should check for potential significant interactions with other prescribed medications

& Erythromycin is the preferred macrolide for choice in pregnancy, followed by azithromycin and clarithromycin. Order preference is due to experience 

with the drugs in pregnancy, rather than any signal of harm  

17/3/2026
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Close contacts

High risk contact

First line: 

• PenV, 10 days

Second line:

• Azithromycin, 

5 days

• Clarithromycin, 

10 days

High risk contact

First line: 

• PenV, 10 days

Second line:

• Erythromycin,

10 days

Not considered high risk 

contact BUT

Clinical judgement is needed. 

On examination, 

• Positive home lateral flow 

test for GAS

Treat with antibiotics following 

chemoprophylaxis regime

Clinical scenario 2

Laura, Fred’s wife 

78 years old 

Living together
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Fred’s niece

35 years old

Pregnant (38 weeks)

Stayed over for a week

Fred’s son, 

40 years old

Stayed over for a week 

Symptoms of sore throat



Conditions misidentified as cellulitis 
Venous eczema and lipodermatosclerosis

Examination, varying severity: 

• Hyperpigmentation (haemosiderin)

• Venous eczema red, itchy, flaky,  +/- pain, blisters, swelling

• Lipodermatosclerosis from chronic inflammation and fibrosis:

- Acute lipodermatosclerosis (sclerosing panniculitis) - painful inflammation above ankles

- Chronic lipodermatosclerosis painful, hardened, tight, 'inverted champagne bottle

Advice:

❑Keep active, weight loss, leg elevation, emollient
❑Compression stockings (after excluding arterial insufficiency)
❑Acute flares – topical corticosteroid
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venous insufficiency 

Venous skin changes can be caused by:

  

• Venous insufficiency: due to venous valve 

incompetence or impaired calf muscle pump

• Deep vein thrombosis: Can have unilateral 

presentation and be related to venous 

insufficiency 

Conditions misidentified as cellulitis 
Venous eczema and lipodermatosclerosis
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Skin infection can look different 
on different skin tones

→ Increased role of indicators such 
as tenderness, heat, and swelling

Higher risk of invasive infection in vulnerable 

patients such as people who inject drugs 

→ Early treatment of skin infections

→ Consider previous microbiology 

→ Provide harm reduction tips for safer drug use 

Special considerations
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Safety netting advice 

Advice & reassessment:

• Skin will take time to return to normal after finishing the antibiotics, however recurrence 
of cellulitis is common 

• Advice patient to seek medical help/reassess if:

• The patient cannot tolerate/take the prescribed antibiotics

• Do not start to improve in 2 to 3 days or worsen rapidly or significantly at any time

• The patient is very unwell, has severe pain, or redness or swelling

• Showing signs or symptoms of sepsis 

Refer to hospital’s acute medical team for further assessment if they have any 

symptoms or signs suggesting a more serious illness or condition, such as orbital 

cellulitis, osteomyelitis, septic arthritis, necrotising fasciitis or sepsis.
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British Association 

of Dermatologists Dermnetnz.com

Resources for patients
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How could your practice improve 
antibiotic prescriptions for cellulitis

✓ Exclude other causes of skin redness & oedema

✓ Usually affects one limb, bilateral cellulitis is rare 

! Manage underlying conditions  

Rx   First line - flucloxacillin (500mg/1g), 4 times a day, 5-7 days (up 

to 14 days)

✓ If culture is sent, make sure to check for resistance and modify antibiotic if warranted

✓ Give prevention advice and advise that skin takes some time to return to normal 

after antibiotics finished
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Clinical Scenario: Skin infections
Action Planning next 12 months

Agree actions, who, when and how:

1. Promote use of UKHSA/NICE or local antimicrobial / management 

of infection guidelines by all in practice.

2. Undertake an audit of antibiotics for skin infections such as 

flucloxacillin and co-amoxiclav.

3. Encourage consistent message from different staff and when 

patients re-attend.

4. Make use of TARGET toolkit. 
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