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CHAPTER 167e
Infectious Com

plications of Bites

more common in the community and evidence of its transmission 
between humans and their animal contacts increases, empirical use 
of agents active against MRSA should be considered in high-risk 
situations while culture results are awaited.

Antibiotics are generally given for 10–14 days, but the response 
to therapy must be carefully monitored. Failure to respond should 
prompt a consideration of diagnostic alternatives and surgical evalu-
ation for possible drainage or debridement. Complications such as 
osteomyelitis or septic arthritis mandate a longer duration of therapy.

Management of C. canimorsus sepsis requires a 2-week course of 
IV penicillin G (2 million units IV every 4 h) and supportive measures. 
Alternative agents for the treatment of C. canimorsus infection 
include cephalosporins and fluoroquinolones. Serious infection with 
P. multocida (e.g., pneumonia, sepsis, or meningitis) also should be 
treated with IV penicillin G. Alternative agents include second- or 
third-generation cephalosporins or ciprofloxacin.

Bites by venomous snakes (Chap. 474) may not require antibi-
otic treatment. Because it is often difficult to distinguish signs of 
infection from tissue damage caused by the envenomation, many 
authorities continue to recommend treatment directed against the 
snake’s oral flora—i.e., the administration of broadly active agents 
such as ceftriaxone (1–2 g IV every 12–24 h) or ampicillin/sulbactam 
(1.5–3.0 g IV every 6 h).

Seal finger appears to respond to doxycycline (100 mg twice daily 
for a duration guided by the response to therapy).

Presumptive or Prophylactic Therapy The use of antibiotics for patients 
presenting early (within 8 h) after bite injury is controversial. 
Although symptomatic infection frequently will not yet have mani-
fested at this point, many early wounds will harbor pathogens, and 
many will become infected. Studies of antibiotic prophylaxis for 
wound infections are limited and have often included only small 
numbers of cases in which various types of wounds have been 
managed according to various protocols. A meta-analysis of eight 

randomized trials of prophylactic antibiotics in patients with dog-
bite wounds demonstrated a reduction in the rate of infection by 
50% with prophylaxis. However, in the absence of sound clinical 
trials, many clinicians base the decision to treat bite wounds with 
empirical antibiotics on the species of the biting animal; the loca-
tion, severity, and extent of the bite wound; and the existence 
of comorbid conditions in the host. All human- and monkey-
bite wounds should be treated presumptively because of the 
high rate of infection. Most cat-bite wounds, particularly those 
involving the hand, should be treated. Other factors favoring treat-
ment for bite wounds include severe injury, as in crush wounds; 
potential bone or joint involvement; involvement of the hands or 
genital region; host immunocompromise, including that due to 
liver disease or splenectomy; and prior mastectomy on the side 
of an involved upper extremity. When prophylactic antibiotics are 
administered, they are usually given for 3–5 days.

Rabies and Tetanus Prophylaxis Rabies prophylaxis, consisting of both 
passive administration of rabies immune globulin (with as much 
of the dose as possible infiltrated into and around the wound) 
and active immunization with rabies vaccine, should be given in 
consultation with local and regional public health authorities for 
some animal bites and scratches as well as for certain nonbite 
exposures (Chap. 232). Rabies is endemic in a variety of animals, 
including dogs and cats in many areas of the world. Many local 
health authorities require the reporting of all animal bites. A tetanus 
booster immunization should be given if the patient has undergone 
primary immunization but has not received a booster dose in the 
past 5 years. Patients who have not previously completed primary 
immunization should be immunized and should also receive teta-
nus immune globulin. Elevation of the site of injury is an important 
adjunct to antimicrobial therapy. Immobilization of the infected 
area, especially the hand, also is beneficial.
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Biting 
Species

Commonly Isolated 
Pathogens Preferred Antibiotic(s)a

Alternative in  
Penicillin-Allergic Patient

Prophylaxis Advised 
for Early Uninfected 
Wounds Other Considerations

Dog Staphylococcus aureus, 
Pasteurella multocida,  
anaerobes, Capnocytophaga 
canimorsus

Amoxicillin/clavulanate 
(250–500 mg PO tid) or 
ampicillin/sulbactam 
(1.5–3.0 g IV q6h)

Clindamycin (150–300 mg PO 
qid) plus either TMP-SMX (1 DS 
tablet PO bid) or ciprofloxacin 
(500 mg PO bid)

Sometimesb Consider rabies prophylaxis.

Cat P. multocida, S. aureus,  
anaerobes

Amoxicillin/clavulanate 
or ampicillin/sulbactam 
as above

Clindamycin plus TMP-SMX as 
above or a fluoroquinolone

Usually Consider rabies prophylaxis. 
Carefully evaluate for joint/
bone penetration.

Human,  
occlusional

Viridans streptococci,  
S. aureus, Haemophilus  
influenzae, anaerobes

Amoxicillin/clavulanate 
or ampicillin/sulbactam 
as above

Erythromycin (500 mg PO qid) 
or a fluoroquinolone

Always

Human, 
clenched-fist

As for occlusional, plus 
Eikenella corrodens

Ampicillin/sulbactam  
as above or imipenem 
(500 mg q6h)

Cefoxitinc Always Examine for tendon, nerve, 
or joint involvement.

Monkey As for human bite As for human bite As for human bite Always For macaque monkeys, 
consider B virus prophylaxis 
with acyclovir.

Snake Pseudomonas aeruginosa, 
Proteus spp., Bacteroides  
fragilis, Clostridium spp.

Ampicillin/sulbactam as 
above

Clindamycin plus TMP-SMX as 
above or a fluoroquinolone

Sometimes, espe-
cially with venomous 
snakes

Administer antivenin for 
venomous snakebite.

Rodent Streptobacillus moniliformis, 
Leptospira spp., P. multocida

Penicillin VK (500 mg PO 
qid)

Doxycycline (100 mg PO bid) Sometimes —

aAntibiotic choices should be based on culture data when available. These suggestions for empirical therapy need to be tailored to individual circumstances and local conditions. IV 
regimens should be used for hospitalized patients. A single IV dose of antibiotics may be given to patients who will be discharged after initial management. bProphylactic antibiotics 
are suggested for severe or extensive wounds, facial wounds, and crush injuries; when bone or joint may be involved; and when comorbidity is present (see text). cMay be hazardous in 
patients with immediate-type hypersensitivity to penicillin.

Abbreviations: DS, double-strength; TMP-SMX, trimethoprim-sulfamethoxazole.


