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Erysipelas on postoperative scar is a rare entity. In orthopedic traumatology,
we have only the 3cases reported in the work of Dhrif occurred during prosthetic
implantation. We present through this article, the case of postoperative erysipelas on
an osteosynthesis scar of a fracture of the lower quarter of the leg in a 58-year-old
woman.
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Introduction
Erysipelas is an infectious disease of the dermis and subcutaneous
tissue commonly caused by streptococci.1 It is a clinical form of acute
cellulitis.2 Clinically, it is characterized by the acute onset of local
signs of inflammation such as erythema, oedema, pain and heat. In
its classic form, it is accompanied by systemic signs such as fever,
chills and malaise and sometimes nausea and vomiting.3,4 Erysipelas
can be serious but rarely fatal. It has a rapid and favorable response
to antibacterial therapy.5,6 From an epidemiological point of view, we
consider the existence of a portal of entry, lymphoedema and obesity as
the main risk factors for occurrence. A post-operative scar entry portal
after a fracture has been rarely described in the literature. We report
in this work the case of a young patient who presented erysipelas of
the leg on a surgical scar of an osteosynthesis for a closed fracture of
the tibial pestle.

Case report
A 58-year-old woman presented in July 2017 to the Emergency
Department at Hassan II University Hospital, Morocco, due to the
rapid onset of fever, and a suspected skin infection. She had a previous
medical history of a fracture of the lower quarter of the leg which was
treated by a plate osteosynthesis (Figure 1) (Figure 2). She had a sharply
demarcated, warm, and painful erythema on her leg surmounted by
vesicles in places, purpuric by others, taking the operative scar (Figure
3). Vital parameters showed a temperature of 38.0°C, respiratory rate
of 18breaths/min, O2 saturation of 96% on room air, heart rate of
80beats/min, and blood pressure of 120/70mmHg. Oral examination
showed no signs of infection, and examination of lymph nodes was
normal. Her laboratory results showed a white blood cell count of
22100/mm3, her CRP was 235mg/L. The radiological examination
of the leg revealed a fracture in the process of consolidation without
radiological signs of sepsis on the osteosynthesis material. She was
clinically diagnosed with erysipelas she was treated with intravenous
amoxicillin + clavulanic acid. Clinical and biological improvement
was noted, resulting in the switch to the oral route on the fifth day
of treatment. The patient received 21days of antibiotic therapy. The
evolution was marked by the complete disappearance of the cupboard
with a decline of 1 year and a half without recurrence.
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Figure 1 Radiography of the ankle showing a fracture of the lower quarter of
the leg

Figure 2 Control radiography after 3 months of postoperative surgery not
showing signs of sepsis on material, with beginning of consolidation
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Figure 3 erythematous placards, oedematous at the level 2/3 inferior of the
right leg, surmounted by vesicles in places, purpuric by others, taking the
operative scar
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