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Abstract:
Objectives: This study aimed to describe the clinical, therapeutic and evolutional features of facial cellulitis or erysipelas
(CorE) with cutaneous entry portal.

Methods: It was a retrospective study, carried out from January 2016 to May 2019 including inpatients, aged 15 years or
older, admitted for CorE with a cutaneous entry portal. Demographic, clinical and biological data were studied.

Results: Five patients were included and accounted for 3.12% of hospitalized cases for CorE. Three were erysipelas and
two were cellulites. A previous history of CorE was not found. The entry portal was skin erosion due to herpesviruses
infection in four cases and traumatic wound in one case. The systemic inflammatory response syndrome criteria were
observed in all patients. Erysipelas was differentiated from cellulite by the clear demarcation of erythema. The other local
aspects found were edema, bullae and purpuric lesions. HIV seropositivity was detected in four patients and one patient
was diabetic. The antibiotic regimen was amoxicillin / clavulanic acid in 3 cases and ceftriaxone in 2 cases. Healing was
obtained in all patients without sequelae of CorE. The mean hospital stay was 11 days.

Conclusion: Facial cellulite and erysipelas are two clinically distinct entities. The bacteriological diagnosis is still difficult
and lead to the use of probabilistic antibiotic protocols. The specific risk factors for facial CorE are still unclear. These

diseases require the search for comorbidity.
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INTRODUCTION

Cellulitis is an acute dermo-hypodermal bacterial
infection. It is also called bacterial dermo-hypodermitis
by French dermatologists [1]. Erysipelas is a clinical
type of cellulitis mainly of the dermis and involving less
the hypodermis, with superficial lymphatic participation
[2]. They are most often localized at the lower
extremities, however the facial localization prevailed
during the first part of the 20" century [3,4]. Actually,
erysipelas is among the rare infections causing acute
inflammatory redness of the face [5,6]. Cellulitis and
erysipelas are usually thought to be caused by group A
streptococci, and other microorganisms such as
Staphylococcus aureus may be less frequent causes
[2]. The bacteriological evidence is difficult in the facial
location, so that the diagnosis is based on clinical
criteria [7].

In Congo, studies focused only on erysipelas
located in the lower limbs and cellulites of sinus or
dental origins [8,9]. The aim of this study was to des-
cribe the clinical, therapeutic and evolutional features
of facial erysipelas or cellulitis with a cutaneous entry
portal in hospitalized patients in Brazzaville.
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METHODS

This was a retrospective study, carried out from
January 2016 to May 2019 in Dermatology and
Infectious Diseases Department at the Talangai
Hospital, in Brazzaville (Congo).

The study population consisted of inpatients
received with the diagnosis erysipelas or cellulitis.
Medical records of patients aged 15 years or older,
treated for facial cellulitis or erysipelas, with a
cutaneous portal of entry, were included. Cellulitis of
sinus or dental origins were excluded.

Study variables were demographic, clinical, and
investigation data. Demographic data were age and
gender. The clinical data were the following: history of
cellulitis or erysipelas, risk factors, time interval of
consultation (the time between the initial symptoms and
the consultation), portal of entry, local aspect,
comorbidity, treatment, outcomes, and length of
hospital stay.

The data were collected and processed in a
centralized database (MS Excel® 2016); Quantitative
data were expressed as mean and extreme values.
Qualitative data were expressed in absolute value and
in percentage.
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RESULTS

Population Description

During the study period, 160 patients were admitted
for cellulitis or erysipelas. Five patients had a facial
location and accounted for 3.12% of hospitalized
cellulitis or erysipelas cases. There were three men
and two women. The mean age was 51.4 years old.

Clinical Features

Erysipelas was observed in three patients (Figure
1A) and cellulitis in two patients (Figure 2A). No patient
had a previous history of cellulitis or erysipelas. The
time interval of consultation was four days for 4
patients and three days for one patient. The portal of
entry, the clinical presentation and biological aspects
are reported in Table 1. All patients had comorbid
condition, including four HIV infections and one
diabetes mellitus case. Cellulitis and erysipelas were

-. “..’ =
FrOEs

the circumstance in which HIV infection was discovered
in the 4 diagnosed cases. Blood cultures were not
performed. Bacteriological specimen at the portal of
entry made in two patients was sterile.

Treatment and Outcomes

All  patients received antibiotic treatment,
symptomatic treatment and local care at the portal of
entry. The antibiotic regimen and the length of hospital
stay for each patient are shown in Table 2. The mean
length of hospital stay was 11 days. All patients were
healed without sequela. Figures 1B and 2B show the
evolution of dermatological lesions after treatment.

DISCUSSION

This study describes the clinical characteristics of
CorE and presents their evolution after treatment. The
small sample in our study can be explained by several
reasons. First, the facial location of cellulitis or

Figure 1: Facial erysipelas A) Well-demarcated erythema with crusts secondary to bullous lesions on the malar area and the

nose. B) Same patient after seven days-treatment.
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Figure 2: Facial cellulitis A) Bulky edema of the face predominantly periorbital with poorly demarcated erythema, oozing and a

traumatic wound on the left supraorbital area. B) Same patient after six days-treatment.

Table 1: Clinical and Biological Characteristic in Five Patients with Cellulitis or Erysipelas

herpes simplex edema, purpura.

Patient Portal of entry Antibiotic used prior Clinical features WBC (count ESR CRP (mg/L)
number to admission Imicroliter) (mm/hr)
Fever 39°C, tachycardia, malaise,
1 Herpes zooster None well-demarcated erythematous 12500 45 96
plaque, lymphadenopathy.
Fever 40°C, tachycardia, malaise,
9 Traumatic wound of None B.ulky edemg of.the fgce 11800 54 72
face predominantly periorbital with poorly-
demarcated erythema and oozing,
Fever 39°5, tachycardia, malaise,
3 Herpes zooster None poorly-demarcated erythema and 3840 66 96
edema.
Fever 39°C, tachycardia, malaise
4 Lab@l herpes Amoxicillin W.ell-demarca.ted erythematgus 13500 98 9%
simplex painful plaque; bullae formation,
lymphadenopathy.
Nasolabial folds Fever 40°C, tachycardia, malaise
5 Amoxicillin well-demarcated erythema and 3350 30 48

WBC=white blood count; ESR= erythrocyte sedimentation rate; CRP= C-reactive protein; mm/hr = millimeter by hour.
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Table 2: Antibiotic Regimens and Duration of Hospitalization of Five Patients with Cellulitis and Erysipelas

Patient Clinical type Antibiotic Regimens Duration of antibiotics Lengh of stay
number treatment (days) (days)

1 Erysipelas Amoxicillin/ clavulanic acid 10 10

2 Cellulitis Amoxicillin/ clavulanic acid 15 7

3 Cellulitis Amoxicillin/ clavulanic acid 15 12

4 Erysipelas Ceftriaxone 12 6

5 Erysipelas Ceftriaxone 15 18

erysipelas is rare [5,10]. Second, studies of CorE are
poorly detailed about facial localization specificity. The
other reason is that cellulites or erysipelas are also
treated by stomatologists or otolaryngologists, and do
not all arrive in the Dermatology Department.

Of the usual risk factors, only traumatic wound was
observed in one patient in this study. Risk factors for
cellulite or erysipelas are known [2,7]. However, they
are hardly applicable for facial location. Lymphedema,
leg ulcer, toe intertrigo and chronic venous insufficiency
are not applicable for the face. There is a gap of
knowledge about the risk factors of facial cellulitis or
erysipelas to be filled with multicentric studies. Four out
of five patients were HIV positive and one patient was
diabetic. These comorbid conditions could constitute
risk factors for CorE and are reflection points for
research about the predisposing factors of facial CorE.
In the cases of this study, the entry portal was skin
erosion following herpesviruses infection in four cases.
This finding suggests that systematic antiseptic care for
any viral skin breakdown is necessary.

Clinical features showed the existence of pain,
fever, regional edema and erythema. Erythema was
well demarcated for erysipelas. It was discreet, poorly
demarcated for cellulitis. Other lesions were present
depending on the case. These were bullae, oozing or
purpuric lesions. These aspects are the same as those
usually described in erysipelas or cellulitis of the lower
limbs [2,7]. Other lesions have been observed in
Burkina Faso, notably hemorrhagic bullae and
superficial necrosis [11]. Flokina shown that bleeding
disorder in facial erysipelas correspond to the purpuric
vascularitis type of hemorrhagic diathesis [12].

This study did not identify the bacteria responsible
for the skin infection. The bacteriological diagnosis is
often difficult because cultures are usually negative [7].
The causative bacteria are in most cases unknown,
and several studies demonstrate conflicting evidence
regarding prevalence of causative organisms [7].

Moreover, etiological studies of erysipelas rarely
include facial locations [4]. A study in Norway showed
the responsibility of the p-haemolytic streptococci in
75% of the cases of a series of 65 patients with facial
cellulitis [4]. In Burkina Faso, the bacteria identified on
cellulitis were streptococcus and staphylococcus [11].
Hematologic disorders were seen in all of the study
patients. Needle aspiration cultures have been
proposed for bacteriological diagnosis, but a
prospective study in Switzerland has shown that it has
a low sensitivity for detecting the responsible pathogen
in patients with cellulitis or erysipelas [13]. The
laboratory tests are not specific for cellulitis. Elevations
in white blood cell counts,and C-reactive protein levels
are observed in 34% to 50%, and 77% to 97% of
patients, respectively [7].

Probabilistic antibiotic therapy was used in all
patients in this study. Amoxicillin was first line choice
and when amoxicillin had been used prior to admission,
ceftriaxone was instituted. The treatment resulted in the
healing of all patients. There is no uniformity of
antibiotic treatment practices for cellulite and erysipelas
[14]. In general, when there is at least one criterion for
systemic inflammatory response syndrome (SIRS), the
antibiotics used are penicillin G, amoxicillin/ clavulanic
acid, cefazolin, ceftriaxone or clindamycin [7]. Our
practice was consistent with this principle.

CONCLUSION

Facial cellulite and erysipelas are clinical entities
which are differentiated by the demarcation of
erythema. The bacteriological diagnosis is still difficult.
Although the risk factors for this localization are not
well clarified, it is necessary to look for other comorbid
condition such as HIV infection and diabetes mellitus.

ABBREVIATIONS

CorE

Cellulitis or erysipelas

HIV

Human Immunodeficiency Virus
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