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Abstract

The aim of this study is to describe the epidemiological, clinical, biological
profile, etiology and management of erysipelas in pediatric emergency de-
partments. In this retrospective study carried out over a period of 12 months,
we identified 20 cases of erysipelas, with an incidence of 2%, and a female
predominance of 65% of cases. Age average patient age was 6 years, and the
average consultation time was 5 days. The Diagnosis of erysipelas is mainly
based on clinical features, including the presence of erythema associated with
inflammatory signs, which were present in all cases. Satellite lymphadenopa-
thy was observed in five cases, and fever was present in all patients. The the-
rapeutic approach is mainly based on the administration of injectable anti-
biotics in children, using amoxicillin-clavulanate dose of 80 mg/kg/day in
three doses.
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1. Introduction

Erysipelas is an acute infection of the skin and subcutaneous tissue caused pri-
marily by streptococcal bacteria, characterized by the sudden appearance of an
inflammatory area accompanied by fever. The diagnosis is mainly based on clin-
ical evaluation, although sometimes it can be difficult to distinguish it from oth-
er similar conditions (such as osteomyelitis, osteoarthritis, malignant staphylo-
coccal disease, necrotizing fasciitis, cellulitis), due to the frequency of incomplete
clinical presentations in children and infants. The lower extremities are the most

common site of this infection. Additional tests have limited utility in the diagno-
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sis and management of erysipelas. The treatment of erysipelas is mainly based on

active antibiotic therapy directed against streptococci, using penicillin G [1].

2. Methods and Materials

This is a retrospective study covering cases of erysipelas admitted to the pedia-
tric emergency room of the Hassan II University Hospital of Fez, over a period
of 12 months, from October 1, 2021 to September 30, 2022. The data were ex-
tracted from the files computerized medical records of all patients. The inclusion
criteria were defined as follows: all patients were children aged less than 15 years
and presented symptoms of erysipelas on clinical examination. The information
was collected using a pre-established operating sheet, and data entry was carried
out automatically using Excel software. The parameters examined in this study
include anamnestic, clinical, radiological, biological, therapeutic and evolutio-

nary aspects.

3. Results

In this clinical study, we included 20 cases over a period of 12 months, which
corresponds to an incidence of 20 cases per year, representing approximately 2%
of all children admitted to pediatric emergencies for various pathologies. The
average age of patients was 6 years and 1 month, with ages ranging from 7
months to 13 years. We observed a slight female predominance, with 65% of
cases in girls, which gives a sex ratio of 0.53. The main risk factor associated with
erysipelas was the presence of a portal of entry, most often in the form of a supe-
rinfected wound, observed in 13 children. Second, scratching lesions due to
dermatological conditions such as chickenpox or atopic dermatitis, as well as the
presence of a boil, were identified in two cases each. Additionally, an insect bite
was reported in a child. For the remaining two children, no specific risk factors
were identified.

The diagnosis of erysipelas is mainly based on clinical signs. It is characterized
by the sudden appearance of an inflammatory plaque in the form of a warm,
painful and edematous erythema, which gradually spreads over a few days. Le-
sions generally have well-defined boundaries with a raised margin, a feature
present in all patients in this study (Figure 1, Figure 2). This condition is often
accompanied by satellite lymphadenopathy, which was observed in five cases. A
high fever, usually reaching 40°C on admission, was observed in all children,
with figures varying between 38°C and 40°C.

The predominant location of erysipelas was in the lower limbs in 15 cases,
with bilateral involvement in five children. Localization in the upper limb was
observed in three cases, but no facial localization was noted in this series given
its rarity. The most frequent clinical form of erythema in this work was the ede-
matous form present in 15 cases. Four cases presented with a bullous form of the
disease, while one case had a hemorrhagic presentation (Figures 3(a)-(c)) no

cases of the necrotic form were recorded in this study. The duration of symptom
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Figure 3. Photos of patients in our series showing the different types of erysipelas: (a)

Erythematous appearance; (b) Bullous appearance; (c) Purpuric appearance.

progression before hospitalization varied between 2 and 7 days. Biologically, a
blood analysis revealed leukocytosis predominantly neutrophils (PNN) with
values varying between 13,500 and 22,400 elements/uL in 15 patients. C-reactive
protein (CRP) was elevated in 17 children, with values ranging from 45 mg/dL to
130 mg/dL. Three children had negative CRP, probably due to taking antibiotics
before admission.

Regarding ultrasound assessments, they were carried out in 13 children, re-
vealing the presence of abscesses in two cases and which required surgical drai-
nage.

The therapeutic approach is mainly based on the administration of antibiotics
intravenously in children, using amoxicillin-clavulanic acid at a dose of 80

mg/kg/day in three doses, with a transition to administration orally after clinical
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and biological improvement. In three cases (a 7-month-old infant and two
children with an abscessed collection), an aminoglycoside was added to the
treatment. In addition, surgical treatment was indicated in two cases. The aver-
age length of hospitalization was 5.1 days, with a variation ranging from two
days to 11 days.

The evolution was favourable in 17 children (Figure 4) with apyrexia obtained
within a period varying between 24 and 72 hours. However, complications were
observed in three cases, of which two developed a subcutaneous abscess, and a
recurrence was noted in one girl one month after stopping treatment. In the lat-
ter case, an immune deficiency assessment was requested to investigate the rea-

sons for the recurrence.

4. Discussion

Erysipelas is an acute infection of the skin and subcutaneous tissues, remarkable
for its rarity in children and infants [1]. In France, pediatric cases are sporadic,
with no notable increase in frequency. The annual incidence generally remains
low, affecting less than one in 100,000 individuals [2]. Recent Anglo-Saxon lite-
rature has observed a resurgence of erysipelas, accompanied by an increase in
morbidity and mortality due to toxic shock syndrome and necrotizing fasciitis [3].
The gateway is often identified when it is actively sought, which is the case in
67% - 72% of cases in the literature [4] [5]. The main recognized entry points in
erysipelas affecting the lower limbs are as follows: Interdigital intertrigo, skin
wounds, pre-existing dermatoses such as psoriasis, boils, impetigo, particularly
when they are pruritic, erosive dermatoses (eczema, chickenpox), insect or arth-
ropod bites, venous ulcers of the lower limb [6], which is consistent with the re-
sults of this work. Other factors, notably locoregional factors such as venous in-
sufficiency, which can facilitate dermo-hypodermal dissemination of the patho-
gen, are relatively rare in pediatric cases [7]. Lymphedema can manifest as pri-
mary or secondary in origin [8]. General predisposing factors include diabetes,
obesity, use of nonsteroidal anti-inflammatory drugs and corticosteroid therapy,
whether administered systemically or topically, nephrotic syndrome and primary
or acquired immune deficiencies [9] [10]. None of the cases in this work have

these risk factors.

Figure 4. Erysipelas of the left MS in a 23-month-old girl showing the evolution before
treatment (image a) and after (image b).
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In the literature, the criteria for hospitalization were the severity of the general
clinical presentation (high fever, deterioration of general condition, marked sep-
tic state, streptococcal shock leading to dysfunction of several organs). The na-
ture of the local manifestations justifies caution (vesicles, purpura, limited tissue
necrosis, extent of the lesion), or the presence of a high-risk site (such as facial
involvement). And local complications (abscess, superficial tissue necrosis) re-
quiring surgical intervention. Sometimes the presence of comorbid conditions
(diabetes, obesity, immunodeficiency, infants under one year old). Hospitaliza-
tion after the initiation of oral antibiotic therapy is necessary in the event of total
or partial therapeutic ineffectiveness, the appearance of worrying local indica-
tors, the absence of disappearance of the fever within 72 hours or the occurrence
of complications [11] [12].

First-line antibiotic treatment options belong to the beta-lactam family. In-
jectable penicillin G is the reference antibiotic for the treatment of erysipelas, in
the absence of contraindications. The recommended dosage for children and in-
fants is 50,000 to 100,000 IU/kg/day intravenously in 4 to 6 divided doses per
day [13] [14].

Combined treatment with amoxicillin-clavulanic acid (80 mg/kg/day in 3
doses) or cephalosporins (50 mg/kg/day) [15], which is the case of this study. In
case of beta-lactam allergy, alternatives include pristinamycin (50 mg/kg/day
orally in two or three doses) as a second-line treatment due to its limited ga-
strointestinal tolerability. Clindamycin (10 to 25 mg/kg/day orally every 6 to 8
hours, or 15 to 25/kg/day intravenously or intramuscularly in 3 to 4 administra-
tions) or macrolides such as erythromycin (30 at 50 mg/kg/day) or roxithromy-
cin (5 to 6 mg/kg/24h) for a duration of 10 days [16].

When apyrexia is stable and local symptoms improve, one can switch to oral
antibiotics administered three times daily. Commonly used antibiotics are:
Amoxicillin: 80 mg/kg/day in 3 divided doses [7].

According to the authors, treatment is often initiated intravenously. In a hos-
pital setting, beta-lactams remain the standard treatment. In the absence of bac-
teriological confirmation, amoxicillin-clavulanic acid remains the antibiotic of
choice to ensure activity against streptococci, group A beta-hemolytic strepto-
cocci and possibly Staphylococcus aureus. Intravenous administration is con-
tinued until general symptoms resolve, after which oral treatment with the same
agent can be initiated. In addition, some recommend active antibiotic therapy

targeting Haemophilus influenza [17].

5. Conclusion

Erysipelas is a skin infection that requires hospitalization for intravenous antibi-
otic treatment and carries a significant risk of complications if not adequately
managed. Implementation of primary prevention measures, by acting on risk
factors such as wounds, could effectively reduce the incidence of erysipelas and

its associated complications.
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